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PREFACE 

TO   THE   FIRST   ENGLISH    EDITION. 


This  translation  of  Professor  Gruber's  Lehrbuch  der  Ohren- 
hcilkiinde  was  undertaken,  conjointly  with  my  friend  and  late 
colleague  Dr.  Coleman  Jewell,  at  the  request  of  numerous 
English  and  American  medical  friends  with  whom  I  was 
associated  during  my  lengthened  connection  with  aural  and 
laryngological  work  in  the  Vienna  General  Hospital. 

The  justification  for  the  appearance  of  an  English  edition  of 
this  text-book  will  be  at  once  admitted,  both  on  the  ground 
of  the  position  of  the  author  in  regard  to  the  specialty,  and 
also  from  the  universal  recognition  of  the  value  of  his  treatise 
by  those  acquainted  with  the  original. 

The  size  of  the  book  is  somewhat  lessened,  although  a 
few  additions  have  been  made,  and  no  matter  of  importance 
has  been  omitted ;  while  the  German  text  has  been  faithfully 
followed. 

Reference  must  be  made  to  the  exceptional  excellence  of 
the  illustrations,  and  more  especially  to  the  coloured  figures 
in  the  plates,  which  form  indeed  a  complete  atlas  of  the 
appearances  exhibited  by  the  tympanic  membrane  in  different 
pathological  conditions. 

The  lettering  of  the  figures  may  strike  the  reader  as  some- 
what unusual,  but   is  explained  by  the  fact  that  the  original 
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cliches  have  been  employed,  and  that  the  letters  correspond 
to  the  German  names. 

To  Dr.  Howden,  Professor  of  Anatomy  in  the  University  of 
Durham  College  of  Medicine,  I  am  deeply  indebted  for  having 
kindly  rewritten  the  anatomical  part  of  the  work.  My  thanks 
are  also  due  to  Dr.  Wedmore  of  Bristol  for  many  suggestions 
in  the  revision  of  proofs. 

It  is  hoped  that  the  publication  of  this  translation  will  be 
welcomed  by  the  many  hundreds  of  English-speaking  students 
who  owe  to  their  old  teacher,  Professor  Gruber,  their  know- 
ledge of  this  department  of  medicine. 

EDWARD    LAW. 
35,  Harley  Street, 

Cavendish  Square,  W., 
September^  1890. 


PREFACE 

TO   THE   SECOND   ENGLISH   EDITION. 


The  very  favourable  reception  accorded,  both  in  this  country 
and  America,  to  the  first  edition  of  a  translation  of  the 
second  German  edition  of  Professor  Gruber's  well-known  text- 
book, Lckrbttch  der  Ohrenheilkunde,  has  resulted  in  the  issue 
having  been  exhausted  in  the  brief  space  of  two  years. 

This  circumstance  and  my  great  personal  indebtedness  to 
the  author  have  encouraged  me  to  bring  out  a  second  edition. 
I  have  again  been  fortunate  enough  to  secure  the  services  of  my 
previous  collaborators — Dr.  Coleman  Jewell,  who  has  not  only 
assisted  me  in  editing  the  work,  but  has  also  written  a  chapter 
(XIVa.)  on  the  intra-cranial  complications  of  ear  disease  ; 
and  of  Professor  Howden,  who  has  kindly  undertaken  the  inter- 
polation of  the  notes  in  the  anatomical  portion  of  the  book. 

The  original  translation  of  Professor  Gruber  s  treatise  has 
been  literally  reproduced  in  toto  without  any  alteration  or  cur- 
tailment in  its  classification,  contents,  or  arrangement.  At  the 
same  time,  much  new  matter  and  many  references  and  annota- 
tions, for  which  the  editors  are  alone  responsible,  have  been 
inserted  with  the  author's  sanction.  These  notes,  a  complete 
list  of  which  will  be  found  on  page  630,  have  been  printed  in 
small  type  and  between  square  brackets. 

This   amplification,    made   in   deference    to   numerous   and 


PREFACE  TO  THE  FIE: 


<.V  EDITION. 


clichds  have  been  employed,  a: 
to  the  German  names. 

To  Dr.  Howden,  Professor 
Durham  College  of  Medicine, 
kindly  rewritten  the  anatomic 
are  also  due  to  Dr.  Wedmor« 
in  the  revision  of  proofs. 

It  is  hoped  that  the  pul 
welcomed  by  the  many  hun< 
who  owe  to  their  old  teac- 
ledge  of  this  department  * 


!  resent  requirements 
.aJ  students. 
I  wish  to  express  my 
ic  assistance  in   seeing 

EDWARD    LAW. 


35,  Harley  Street, 

Cavendish  Square,  W., 
September,  189a 


AUTHOR'S    PREFACE 

TO   THE   SECOND   GERMAN    EDITION. 


The  great  advance  which  has  taken  place  in  the  theory  and 
practice  of  otology  during  the  last  ten  years,  imposes  upon  the 
teacher  of  this  branch  of  medicine  a  task  no  longer  possible 
to  accomplish  satisfactorily  within  the  short  space  of  time 
which  it  is  customary  to  devote  to  it  in  the  ordinary  medical 
curriculum.  This  being  the  case,  it  must  rest  with  private 
study  to  supply  the  unavoidable  deficiencies  left  in  this 
department. 

A  text-book  arranged  in  such  a  way  as  to  correspond  with 
the  method  observed  by  the  student  in  the  acquisition  of 
his  clinical  experience,  will  best  meet  these  requirements ;  a 
general  survey  of  the  subject  will  be  thereby  facilitated,  and 
the  views  of  other  writers  will  be  the  better  appreciated. 

This  book  should,  therefore,  prove  of  special  service  to  the 
author's  pupils,  to  whom  it  is  submitted  in  the  hope  that 
they  will  regard  it  as  some  sign  of  his  sincere  desire  to  aid 
their  further  labours  as  far  as  lies  within  his  power.  He 
likewise  trusts  it  may  be  found  useful  by  those  who,  while 
they  have  not  had  the  opportunity  of  receiving  practical 
instruction  in  the  specialty,  afterwards  come  to  recognise  the 
necessity  for  an  acquaintance  with  it  in  the  course  of  their 
daily  practice. 
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Self-taught  in  this  field  of  work,  the  author  is  well  acquainted 
with  its  difficulties,  and  has  striven  as  far  as  he  could  to  lessen 
them.  He  is  firmly  convinced  that  its  successful  cultivation 
is  impossible  without  an  accurate  anatomical  knowledge  of 
this  region ;  and  he  has  therefore  commenced  this  treatise 
with  a  complete  description  of  the  anatomy  of  the  ear,  which 
IS  accompanied  by  many  illustrations  from  the  masterly  hand 
of  Carl  Heitzmann,  skilfully  engraved  on  wood  by  Ferdinand 
Frohning. 

This  arrangement  is  much  better,  in  the  author's  opinion, 
than  one  in  which  the  account  of  the  pathological  changes 
in  each  region  is  preceded  by  the  anatomy  of  the  particular 
part.  Considering  the  intimate  connection  of  the  component 
structures  of  the  organ,  such  a  disjointed  description  would 
seem  somewhat  unnatural,  and  calculated  to  render  a  com- 
prehensive view  of  the  whole  more  difficult,  without  offering 
any  compensatory  advantage. 

When  it  has  appeared  desirable,  the  descriptions  in  the  text 
have  been  suitably  illustrated  by  drawings ;  and  the  chromo- 
lithographic  plates  will  undoubtedly  assist  in  the  recognition 
and  comprehension  of  the  various  appearances  exhibited  by 
the  drum-membrane. 

The  aim  of  this  work  is  to  serve  as  a  text-book  for  students 
and  practitioners ;  but  should  it  be  perused  by  others  more 
experienced  in  the  specialty,  they  may  be  asked  considerately  to 
remember  the  old  adage  : 

"Indocti  discant,  et  ament  meminisse  periti." 

JOSEF  GRUBER. 
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DESCRIPTION   OF    PLATE   II. 

FIG. 

I  and  2.  Tympanic  membrane  greatly  depressed,  and  reddened  from  hyperseinia  of  the 
mucous  membrane,  in  a  case  of  acute  middle-car  catarrh.  The  posterior  fold  strongly 
developed,  and  the  process  of  the  incus  visible,     [v,  pp.  365,  366,  367.] 

3  and  4.  Depressed  drum-membrane,  with  apparent  shortening  of  the  handle  of  the  malleus. 
[f-  p.  366.] 

5.  Drum-membrane    displaced    inwards.       Manubrium    displaced    forwards    and    inwards. 

Abnormal  condition  of  the  external  auditory  canal.     \t'.  p.  366.] 

6.  Drum-membrane  forced  inwards  :  the  posterior  fold  strongly  developed,     [v,  pp.  366,  367.] 

7.  The  same  membrane  after  employment  of  the  air-douche.    The  tympanic  cavity  is  now 

filled  with  secretion,     [v.  p.  367.] 
8  and  9,     Dnim- membranes,   the  dermis  layer  of  which  exhibited    inilammatory  irritation 
caused   by  exudation   which  had   escaped  through   invisible  apertures  from    the 
tympanic  cavity,     [v.  p.  369.] 

10.  Intlammation    of   the   tympanic    membrane    occurring    in    connection  with  a  purulent 

inflammation  of  the  middle  car.     [v.  pp.  399,  400.] 

11.  The  same  membrane  two  days  later.     A  pustule  may  be  observed,  due  to  the  exudation. 

Next  day  a  perforation  could  be  recognised.     \v.  p.  400.] 
12  and  13.     Relaxed  and  atrophic  drum-membranes  which  have  become  displaced  inwards.    In 

the  vicinity  of  the  short  process,  a  bladder-like  elevation  is  seen,  and  the  light-stop 

Is  altered,     [if.  pp.  365,  366,  492.] 
14  and  15.     Horizontal  displacement  of  the  handle  of  the  hammer  after  destruction  of  the  mem- 

brana  tympani.     The  lower  part  of  the  manubrium  is  in  contact  with  the  head  of 

the  stapes.    The  mucous  membrane  over  the  promontory  is  sclerosed.    The  recess  of 

the  round  window  is  visible,     [v,  \\  500.] 

16.  Horizontal  di.>])lacemcnt  of  the  manubrium,  with  adhesion   of  the  drum-membrane   to 

the  inner  wall  of  the  tympanum,     [v,  pp.  366,  497.] 

17.  Adhesion  of  the  malleus  and  anterior  segment  of  the  tympanic  membrane  with  the  inner 

wall  of  the  tympanic  cavity,  after  destruction  of  the  posterior  segment.  The 
descending  process  of  the  incus  is  disconnected  from  the  head  of  the  stapes,  and 
lK)th  arc  exposed  to  view  surrounded  by  cicatricial  tissue,     [r*.  p.  496.] 

18.  Union  of  the  handle  uf  the  malleus  with  the  promontory.    The  articulation  between  the 

incus  and  stapes,  and  the  recess  of  the  fenestra  rotunda,  are  visible.  Cicatricial 
tissue  stretches  from  the  margin  of  the  auditory  canal  towards  the  inner  wall  of 
the  cavum  tymi)ani.     [r-.  p.  500.] 

19.  Adhesion  of  the   manubrium  with   the  promontory.    AlK)ve   the  short  process  are  two 

foramina  Kivini.  The  incus-stapes  articulation  is  exposed,  and  the  remains  of  the 
tvmpanic  membrane  arc  brought  into  abnormal  connection  with  the  inner  wall  of 
the  tympanum.     \i\  p.  500.] 

20.  Cicatricial  and  atrophic  drum-membrane,  partly  adherent  to  the  promontory,  [v.  pp.  366, 492.] 

21.  Mobile  cicatrix  in  central  portion  of  the  drum-membrane.     The  rest  of  the  membrane 

exhibits  calcareous  deposit,     [r-.  pp.  283,  374,  492.] 

22.  The    same    membrane    after    inflation    of   the    middle  ear :    the   cicatrix  is  here  seen 

pressed  outwards,     [z:  \yp.  283.  374,  492.] 

23.  Cicatricial  and  atrophic  tympanic  membrane.    The  incus-stapes  articulation  visible. 

24.  Curvilinear  thickening  on  the  posterior-inferior  segment  of  the  drum-membrane.    \v.  p.  374.J 

25.  Semicircular-sliaped  thickening  resulting  from  plastic  middle-ear  inflammation,     [v,  p.  427.J 

26.  Opacity  with  ])artial  relaxation  of  the  drum-membrane,     [v,  pp.  427,  494.] 

27.  Atrojiliy  and  relaxation  of  the  drum-membrane,  involving  especially  the  posterior  segment. 

[v.  p.  494.1 

28.  Alroi)liic  and   relaxctl   drum-membrane  :   the  i>osterior-superior  quadrant  showing  folds. 

[.-.  p.  494] 

29.  The  same  membrane  as  in  Fig.  28,  as  seen  during  inflation  by  the  Valsalvan  process. 

[r.  p.  494.] 

30.  Kclaxcil  tymj)anic  membrane.     The  relaxed  parts  are  in  distinct  folds  on  the  |X)6terior 

segmcMi.     [v.  p.  494.] 

3 1 .  The  same  membrane  during  Valsalvan  inflation  :  the  folds  have  now  disappearetl.     [v.  p.  494.] 

32.  An  atrophic  drum-membrane  with  its  posterior  segment  considerably  relaxed.    The  relaxed 

{x>rtion  is  displaced  inwanls,  and  exhibits  folds  at  the  lower  part.    In  the  posterior- 
su]>erior  quadrant  may  be  perceived  the  incus-stapes  articulation  and   the  chorda 
tympani,  and  1k*1ow  and  behhid  the  recess  of  the  round  window,     [r-.  p.  494.] 
^S-     The  same  membrane  as  oljserved  during  V.alsalvan  inflation,     [r:.  j).  494.J 

34.  Atn^phic  and  relaxed  tympanic  membrane.     On  the  posterior  segment  is  seen  a  curved  line, 

representing  the  place  of  attachment  <if  a  jiseudo-membrane,  by  which  an  abnormal 
connection  exi«>ts  between  the  membrana  tympani  ami  the  inner  wall  of  the  tympanic 
cavity.  The  drum-membrane  is  depressed  inwards  and  apparently  folded  alx>ve  and 
Inflow  this  line.     [r*.  pp.  366,  494.] 

35.  The   same   membrane  during   inllation   by   the   Valsalvan   method.     The  relaxed  parts 

appear  bulged  out  like  a  bladder,  and  anobliijue  furrow  is  here  viable,  corresponding 
10  the  attachment  of  the  above-mentioned  false  membrane,     [v,  p.  494-] 
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DISEASES   OF  THE   EAR. 


INTRODUCTION. 


The  important  progress  which  has  been  made  in  otology  during  recent 
times  has  been  owing,  for  the  most  part,  to  a  thorough  study  of  the 
anatomy  of  the  ear,  in  health  and  in  disease. 

The  more  intimate  our  acquaintance  has  become  with  the  minute 
structure  of  the  different  parts  of  the  ear,  and  with  their  correlation  with 
one  another,  with  neighbouring  parts,  and  with  the  general  organism,  the 
more  satisfactory  has  become  the  guide  thereby  acquired  for  further 
investigations,  the  results  of  which  have  now  secured  for  otology  a 
recognised  position  in  medical  science. 

A  more  exact  knowledge  of  the  topographical  relations  of  the  various 
aural  structures  has  been  of  assistance  in  permitting  a  correct  recognition 
of  the  nature  of  clinical  cases  which  are  otherwise  undeterminable  through 
the  corresponding  pathological  changes.  By  a  further  comparison  of  such 
changes  with  those  involving  similar  structures  in  other  organs,  it  soon 
became  evident  that  the  constituent  parts  of  the  ear  likewise  conformed, 
both  in  their  normal  and  abnormal  states,  to  the  same  natural  laws 
which  govern  these.  It  thus  became  possible  to  utilise  for  the  benefit  of 
otology  the  results  which  had  been  previously  obtained  from  the  far  more 
advanced  investigations  in  other  branches  of  medicine,  and  in  this  way  to 
acquire  a  more  accurate  foundation  for  diagnosis,  for  prognosis,  and  for 
treatment. 

Had  the  results  of  physiological  inquiry  in  the  same  department  been 
comparable  to  that  of  anatomical  investigation,  the  position  of  otology  at 
the  present  day  might  well  have  vied  with  that  of  the  most  advanced 
specialty.  Notwithstanding,  however,  the  great  zeal  manifested  by  the 
most  distinguished  pioneers  of  physiological  science,  the  results  obtained 
are  yet  not  of  such  a  kind  as  can  serve  greatly  to  advance  this  branch  of 
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medicine.  The  physiology  of  the  labyrinth,  especially,  is  still  very 
obscure ;  and  consequently  it  is  not  at  all  surprising  that  but  slow 
advances  have  been  made  in  the  diagnosis  and  treatment  of  diseases  of 
the  internal  ear. 

Although  the  experimental  method  is  undoubtedly  not  to  be  under- 
valued, it  vi^ould  certainly  appear  that  future  progress  in  the  physiology  of 
the  ear  must  depend  to  a  large  extent  upon  clinical  observation  in  con- 
nection with  the  elucidations  of  morbid  anatomy  in  each  particular  case. 
Such  a  mode  of  procedure  is  naturally  tedious,  chiefly  on  account  of  the 
rarity  with  which  it  is  possible  to  observe  processes  of  disease  limited  to 
particular  and  defined  parts  of  the  aural  organism*  From  the  small ness 
and  delicacy  of  these  structures,  as  well  as  from  their  close  anatomical 
connection,  a  morbid  process  almost  invariably  affects  several  of  them  at 
the  same  time ;  and  it  will  usually,  therefore,  become  very  difficult  to 
determine  to  which  is  to  be  ascribed  the  derangement  responsible  for 
any  particular  symptom  manifested  during  life. 

From  what  has  been  said,  it  must  be  obvious  that  a  thorough  know- 
'edge  of  the  anatomy  of  the  ear  is  indispensable  for  the  aural  surgeon  ; 
and  it  will  scarcely  be  necessary  to  insist  upon  the  fact  that  the  study  ot 
otology  should  commence  with  this  subject. 

The  author  feels  the  more  inclined  to  proceed  in  this  manner  since 
it  will  afford  him  the  opportunity  of  emphasizing  the  special  otological 
importance  of  particular  j^arts  ;  to  say  nothing  of  his  desire  to  comply  with 
the  request,  frequently  made  of  late  by  his  students,  to  add  such  an 
anatomical  description  to  a  text-book  on  diseases  of  the  ear  as  would 
be  of  service  in  practical  work. 

The  physiological  doctrines  of  chief  importance  from  a  practical  point 
of  view  will  be  alluded  to  in  their  appropriate  place. 

A  description  of  the  organ  of  hearing  ought  to  be  preceded  b^'  an 
account  of  the  cranial  bone,  which  more  than  any  other  is  in  intimate 
relation  with  the  ear  itself;  containing,  as  it  does,  either  sequestered  in  its 
interior  or  in  direct  connection  with  it,  all  the  special  aural  structures. 
The  temporal  bone  forms,  indeed,  the  bony  habitation  of  the  ear,  the 
function  of  which  may  become  deranged  by  the  slightest  disturbance  of  its 
osseous  tenement.  It  participates  in  many  ear  diseases  ;  while  conversely, 
morbid  processes  which  originate  in  it  are  apt  to  extend  so  as  to  involve 
the  auditory  organ  proper. 


DESCRIPTION  OF  THE  TEMPORAL  BONE. 


ANATOMY  AND  PHYSIOLOGY  OF  THE 
AUDITORY  ORGAN. 


Description  of  the  Temporal  Bone. 

Its  position  and  relatioEs.    Its  constituent  parts,  in  their  vanonB  stages 

of  development. 

The  temporal  bone  (os  tempnrum)  is  shiiated  at  the  side  and  base  of 
the  skull,  between  the  parietal^  occipital,  and  sphenoid  bones.  Thus,  it 
articulates  above,  by  the  greater  part  of  its  squamous  border  and  by  the 
upper  tA%t  of  its  mastoid  process,  with  the  parietal  bone ;  in  front,  by 
the  anterior  part  of  its  squamous  border  and  by  the  anterior  surface  of 
its  petrous  portion,  with  the  sphenoid  ;  behind,  its  mastoid  process  is 
connected  with  the  supra-  and  ex-occipita!s ;  while  internally,  the  posterior 
edge  of  its  petrous  portion  articulates  with  the  basi-occipitaL  An  accessory 
connection  takes  place  between  it  and  the  malar  bone  through  the 
zygomatic  process  ;  while  the  apex  of  its  petrous  portion  is  in  contact  with 
the  cartilage  filling  up  the  foramen  lacerum  medium. 

The  study  of  this  complicated  bone  is  facilitated  by  a  knowledge  of 
its  anatomy  in  the  infant,  at  which  time  it  differs  in  many  respects  from 
that  of  the  adult. 

At  birth ^  and  for  some  months  thereafter,  it  consists  of  three  distinct 
parts,  which  can  readily  be  separated  from  each  other.  These  are — (i)  the 
BquamQ-zygomatk,  or  squama  (Fig*  i)  ;  (2)  the  tynrpanic  (psLts  t^'mpanica, 
or  annuUts  tympanicus^  Fig,  3);  (3)  the  petro-maatoif/  (pars  pyrzmJdahs, 
or  p)eriotic,  Fig.  4). 

[To  these  may  be  added  the  fourth,  or  styioid  element,  consisting  of 
— (l)  the  tympano-hyai,  or  basal  portion,  wedged  in  between  the  tympanic 
and  petrosal  bones  ;  and  (2)  the  stylo-hyal  portion,  which  projects  down- 
wards and  forward?;  and  the  extremity  of  which  is  connected  with  the 
small  wing  (cerato*hya!)  of  the  hyoid  bone  by  the  stylo-hyoid  ligament. 
The  stylo-hyal,  however,  does  not  begin  to  ossify  until  after  birth.  These 
two  elements  are  developed  in  cartilage,  each  from  a  single  ossific  nucleus 
— that  for  the  tympano-hyal  appearing  about  the  seventh  month  of  fcetal 
Ufe  and  rapidly  fusing  with  the  bone.  The  stylo-hyal  commences  to  ossify 
about  six  months  after  birth,  and  only  joins  the  tympano-hyal  in  adult  life. 
Frequently  it  remains  permanently  ununited.  Po/itzer^  describes  and  figures 
the  cartilaginous  styloid  process  of  the  new-born  infant.] 

At  birth  these  three  principal  parts  are  held  together  by  connective 
tissue^  which  ossifies  but  slowly ;  so  that,  as  a  rule,  towards  the  end  of 
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the  first  year,  the  bony  connection  between  them  is  very  imperfect.  The 
process  of  ossification  usually  commences  between  the  upper  extremity 
of  the  tympanic  portion  and  the  adjacent  part  of  the  squama,  so  that  after 
a  certain  time  the  macerated  temporal  bone  separates  into  two  parts  only  ; 
the  one  representing  the  united  squamous  and  tympanic  portions,  the  other  the 
pttro-mastoid  portion. 

A.  The  squamous  portion  (squama ,  pars  squamosa)  is  flat,  with  an 
external  convex ^  and  an  internal  concave  surface  (Figs,  i  and  2).  The 
curvature  of  the  surfaces  runs  both  from  above  downwards  and  from 
before  backwards.  The  curvature  from  above  downwards  is  scarcely 
perceptible  in  its  upper  two-thirds,  but  is  well  marked  below  on  account 
of  the  horizontal  direction  of  the  lower  third  of  the  bone. 

The  squama  is  therefore  divided  into  an  upper,  pcrpendicuhr,  and  a 
lower,  horizontal,  portion  {pars  perpend icuiaris  and  pars  horizontaiis), 

Th^  zygomatic  process  (processus  zygomaticus — Fig,  I,  ^)  springs  from 
the  outer  surface,  close  to  the  junction  of  the  vertical  with  the  horizontal 
portion,  and  completes  the  zygomatic  arch  by  articulating  with  the  malar 


Fig.  I. 

Squamous  portion  of  the  temporal    bone 
seen  from  without. 


Fig.  2. 

Squamous  portion   of  the   Icmporal  bone 
seen  from  within. 


«,  Processus  zygomaticus;  /  fossa  glcnoi- 
dalis;  i\  anterior,  h^  posterior  process  of 
the  external  plate  of  the  horizontal 
portion. 


/►,  Vertical  portion  ;  u  internal,  a,  external 
plate  of  the  horizontal  portion  ;  /i,  posterior 
part  of  the  furrow  between  the  two  plates 
of  the  horizontal  part. 


bone.  At  the  root  of  the  zygomatic  process^  betw^een  two  small  tuberosi- 
ties, is  seen  the  fossa  glenoidalis  {f\  for  the  condyle  of  the  lower  jaw. 
The  upper  edge  of  the  zygomatic  process  passes  backwards  and  upwards 
as  a  well-marked  ridge,  which  not  only  assists  in  the  formation  of  the 
arcus  temporalis,  but  also  indicates  the  boundary  between  the  perpen- 
dicular and  horizontal  portions  of  the  squama^ 


Of  the  two  prominences  seen  at  the  root  of  the  zygomatic  process,  and  between 
which  is  placed  the  articular  cavity  for  the  condyle  of  the  lower  jaw*  the  anterior 
{cminenita  articularis),  even  in  the  infant,  is  rounded,  while  the  posterior  is  more 


angular.  The  latter  merely  serves  as  a  limitation  of  the  articular  cavity,  while  the 
former  plays  a  most  important  part  in  the  temporo-maxillar>' joint ;  for  the  condyle 
of  the  jaw  passes  forward  on  to  this  eminence  when  the  mandible  is  depressed, 
and  glides  back  into  the  fossa  gtenoidalis  again  when  it  is  raised. 

The  inner  or  median  surface  of  the  squamous  portion  (Fig,  2)  i5 
almost  quite  smooth  in  the  infant ;  while  in  the  adult  it  exhibits  depres- 
sions (impn'ssiones  digitato')  produced  by  the  cerebral  convolutions,  which 
in  the  child  are  less  prominent  than  in  the  adult.  In  the  upper  two- 
thirds  of  the  squama,  the  two  lamellae  of  bone  are  in  close  relation  to 
each  other,  with  but  little  diplot?  intervening^  whilst  at  the  lower  and 
posterior  part  they  suddenly  and  very  strikingly  separate  from  each  other. 
The  inner  lamella  (Fig.  2,  t)  is  considerably  shorter  than  the  externa! 
at  the  posterior  two-thirds  of  the  bone,  and  shows  much  more  distinctly 
the  horizontal  direction  than  the  external  (Fig.  2,  a).  A  furrow  or  sulcus, 
opening  inwards,  is  thus  left  between  them,  and  this  will  presently  be 
more  closely  considered. 

The  whole  squama  is  bounded  by  an  irregular  margin,  which  in  the 
case  of  the  perpendicular  plate  is  almost  semicircular  in  shape.  Here  also 
it  is  sharp,  on  account  of  the  deficiency  of  the  internal  lamella. 

In  the  horizontal  part  this  margin  presents  a  somewhat  zigzag  outline, 
so  that  two  processes — an  anterior  and  a  posterior  (Fig.  1,  v  and  h) — are 
directed  downwards,  between  which  the  central  portion,  concave  inferiorly, 
has  a  w^ell-marked  horizontal  direction.  At  the  anterior  process  (at  v)  the 
two  plates  of  bone  are  equal  in  length,  and  are  joined  by  a  somewhat 
rounded-off  margin  ;  whilst  at  the  posterior  two-thirds,  as  has  been  already 
observed,  the  two  lamellae  are  separated,  and  the  outer  lamella  alone  forms 
the  lower  margin  of  this  process. 

On  examining  more  closely  the  furrow  (Fig,  2,  above  //),  which  opens 
inwards,  and  which  is  situated  between  the  outer  and  inner  lamellae  of 
the  horizontal  squamous  portion,  it  will  be  seen  that  the  anterior  part  is 
bounded  by  smooth  w^alls,  whilst  the  posterior  (ti)  exhibits  the  charac- 
teristics of  osseous  cellular  spaces.  As  we  shall  subsequently  see,  the 
anterior  part  of  this  furrow  helps  to  complete  the  tympanic  cavity,  while 
the  posterior  assists  in  the  formation  of  the  mastoid  cells. 

[The  squamo-icygomatic  portion  is  developed  in  membrane  from  a  single  ossific 
nucleus  which  makes  its  appearance,  about  the  seventh  week  of  foetal  life,  near  the 
root  of  I  he  zygoma,  and  from  which  the  ossific  process  extends  upwards  into  the 
squama  and  outwards  and  forwards  into  the  zyg*>maj 

The  posterior  extremity  of  the  outer  plate  of  the  horizontal  squamous  portion, 
Irhich  assists  in  the  fomiation  of  the  mastoid  cells,  is  described  as  the  as  epitym- 
tnicum,  and  is  said  to  exist  as  a  separate  littte  plate  until  the  second  month  of 
iotra-uterine  life. 

B.  The  tympanic  ring  (annuius  tympanicus)  consists  of  a  bony  ringi 
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Tympanic 
ring. 


Fig.  4. 

Anterior  surface  of  the  petrous  portion, 
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incomplete  at  its  upper  and  posterior  part,  and  which  shows  on  its 
p.  concave  margin  a  well-marked  furrow  {sukus  tympanicus). 

The  upper  extremities  of  the  ring  are  distant  from  each 
other  from  I  to  2  mm,  ;  but  in  exceptional  cases  they  may 
be  in  contact,  and  thus  complete  the  osseous  circle.  The 
anterior  extremity  of  the  tympanic  ring  makes,  at  an  early 
period,  a  slight  twist  on  its  longitudinal  axis  ;  so  that  the 
internal  lip,  which  bounds  the  sulcus  tympanicus,  is  visible 

when  the  bony  ring  is  seen  in  its  natural  connection  with  the  squama. 

The  ring  as  a  whole  has  a  somewhat  spiral  direction. 

Hyrtl^  states  that  he  possesses  the  temporal  bone  of  an  adult  in  which  two 
tympanic  rings  exist.  [The  tympanic  ring  springs  from  an  ossific  centre  which 
appears,  about  the  thirteenth  week  of  foetal  life,  in  the  membranous  outer  wall  of 
the  tympanum  inferiorly.] 

C.   The  petro-mastoid portion  {^pyramid  or  pars  pyramidalis)  consists  of 
what  are  generally  described  as  the  petrous  and  mastoid  parts.     At  birth 

these  are  already  joined  to  each  other ; 
and  are,  for  practical  purposes  only,  de- 
scribed separately. 

The  anterior  portion  of  the  petro- 
mastoid  element  is  almost  rhomboidal  in 
shape  ;  while  the  posterior  resembles  a 
three-sided  pyramid.  The  rhomboidal 
part  is,  on  account  of  its  compactness, 
called  the  petrous  portion  {pars  petrosa) ; 
while  the  posterior,  three-sided  part  is 
named  the  mastoid  portion  (pars  mas- 
toidea).  An  imaginary  vertical  plane 
close  behind  the  stylo-mastoid  foramen 
i/sm),  and  at  right  angles  to  the  whole 
petro  -  mastoid  portion,  indicates  the 
boundary  between  the  antero  -  internal, 
or  petrous  part,  and  the  postero-external, 
or  mastoid  part, 
(a)  The  petrous  portion  has  four  surfaces  and  four  borders.  The 
surfaces  may  be  described  as — (i)  superior,  (2)  inferior,  (3)  anterior  or 
external,  and  (4)  posterior  or  internal.  The  superior  and  posterior  surfaces 
are  directed  towards  the  cavity  of  the  cranium ;  the  former  completing  the 
posterior  part  of  the  middle  fossa,  while  the  latter  forms  the  anterior  part 
of  the  posterior  fossa  of  the  skull.  The  inferior  surface  is  turned  away 
from   the  cranial  cavity;   and  is  seen  at  the  basis  cranii,   between   the 

•  "Handbuch    der    topographischen    Anatomie   in   ihrer    piaktiachen    und    chirurgischen 
Anwendung,  IV.  Auflage,"  p.  248. 
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t,  Tegmen  tympani ;  w,  antrum  mas- 
toideum ;  /  fundus  tympani  ;/sfft,  fora- 
men stylo-mastoideum ;  f,  eminentia 
pyramidalis,  with  the  termination  of 
can.  pro  muse,  stapedis;  r,  foramen 
rotundum;  p,  promontorium ;  cc,  en- 
trance to  carotid  canal ;  U,  tuba 
Eustach.;  //,  semi-canalis  pro  tensore 
tympani ;  fo,  foramen  ovale ;  cf, 
canalis  Fallopii;  h,  posterior  wall  of 
tympanic  cavity,  scm,  septum  ca- 
nalis musculo-tubarii. 
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tympanic  ring,  the  great  wing  of  the  sphenoid,  and  the  pars  condyloidea  of 
the  occipital  bone  ;  whilst  the  anterior  surface  looks  forwards  and  outwards. 

The  petrous  portion  is  slightly  twisted  on  its  long  axis,  so  that  its 
superior  surface  is  directed  forwards  and  outwards,  and  its  posterior 
surface  somewhat  upwards.  The  four  surfaces  of  the  petrous  portion 
are  separated  by  as  many  borders.  They  may  be  described  as  the 
superior  and  inferior  median,  and  the  superior  and  inferior  lateral.  In 
the  infant  the  superior  median  border  shows  a  conspicuous  depression 
(Fig.  5,  A),  which  appears  to  undermine  the  eminence  corresponding  with 
the  position  of  the  superior  semicircular  canal  Although  this  depression 
is  subsequently  filled  by  osseous  tissue,  yet  throughout  life  traces  of  it 
remain  at  this  spot,  in  the  form  of  an  irregular  hollow. 

The  most  important  parts  of  the  auditory  organ  are  located  in  the 


Fig.  S. 
Pbaterior  surface  of  petrous  portion. 
h 


Fig.  6. 

Upper  surface  of  petrous  portion. 


A,  Depression  under  the  supenor  semi- 
circular canal  (fossa  subarcuata).  Above  is 
seen  the  legmen  tympani,  which  assists  to 
form  the  upper  surface  of  the  petrous  por- 
Uon  ;  g^  entrance  to  internal  auditory  canal ; 
if,aqusductusve5tibtiti;  s,  sulcussigmoideus. 


p^  Apcrtura  spur,  canalis  Fallop, ;  «, 
mastoid  antrum  *  /r,  depression  below 
superior  semicircular  caoal  (fossa  sub- 
arcuata). 


petrous  bone,  and  even  an  external  inspection  of  its  surfaces  exhibits  many 
characteristics  which  are  of  the  greatest  importance  in  otology. 

On  its  posterior  or  mternal  surface  (Fig.  5)  is  seen  a  furrow  or 
depression  which  gradually  deepens  ;  and^  passing  downwards  and  back- 
wards, leads  to  an  elliptical  opening  with  its  long  axis  directed  from  before 
backwards :  this  is  the  entrance  to  the  interna!  auditoty  canal  {meatus 
auditor  ins  internus).  This  canal  passes  backwards  and  outwards,  and  will 
subsequently  be  more  particularly  referred  to.  At  a  distance  of  a  few  lines 
behind  it,  a  fissure  (a)  is  seen,  which  is  tolerably  wide  in  the  infant,  and 
from  which  there  projects  a  bony  plate.  It  leads  to  a  very  narrow  canal, 
scarcely  permeable  by  a  small  bristle,  which  begins  in  the  vestibule  of  the 
labyrinth,  and  is  known  as  the  aqncdud  of  the  vestibule  {aquerductus  vesti- 
huli).  In  its  immediate  neighbourhood  posteriorly  is  found  a  more  or  less 
well-marked  impression  in  the  bone,  corresponding  to  the  recessus  Cotugnii, 
seen  here  on  the  dura  mater. 

On  the  superior  surface  of  the  petrous  bone  (Fig.  6),  near  its  centre, 
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are  seen  one  or  two  shallow  grooves,  having  a  direction  almost  parallel 
to  its  long  axis,  and  leading  to  tolerably  wide  apertures  {apertura  spuria  s. 
hiatus  canalis  Fallopii)^  through  which  the  nervus  petrosus  superficialis 
major  et  minor  enter,  to  join  with  the  nervus  facialis.  The  posterior 
part  of  the  superior  surface  is  somewhat  arched  or  raised,  marking  the 
position  of  the  superior  semicircular  canal  of  the  labyrinth  (prominentia 
pyramidalis  s,  jugunt  pyramidak  s.  petrosum — A).  In  the  temporal  bone  of 
the  infant  this  canal  is  undermined  by  a  depression,  to  which  TrOltsch 
first  directed  attention,  and  described  as  the  fossa  subarcuata  s,  hiatus 
subarcuatus  (Figs.  5  and  6,  A). 

He  says  that  in  the  five  months*  foetus  it  exists  below  the  superior  semicircular 
canal  as  a  funnel-shaped  cavity,  7  mm,  high  and  5  mm,  wide  ;  that  it  is  filled  up 
by  a  thick-walled  blood-vessel,  which  gives  off  branches  in  all  directions ;  and  that 
it  passes  through  the  petrous  bone  to  end  behind  the  pinna  on  the  outer  surface  of 
the  future  mastoid  process,  in  a  large,  irregular  opening,  which  is  separated  from 
the  skin  by  cartilage.  It  still  opens  externally  at  birth,  but  is  gradually  closed  by 
osseous  material,  and  in  the  adult  is  generally  only  recognised  as  a  very  narrow 
fissure.  The  large  blood-vessel  (arteria  subarcuata)  is  accompanied  by  a  small 
vena  diploetica  subarcuata.  According  to  IVagenhduscr ,^  a  trace  of  the  fossa 
subarcuata  is  found  at  the  time  when  the  base  of  the  skull  in  the  embryo  is 
cartilaginous. 

In  the  infant  it  either  opens  on  the  exterior  of  the  skull  or,  if  complete 
ossification  has  taken  place  externally,  on  to  the  posterior  surface  of  the  petrous 
bone.  The  tissue  which  passes  through  the  fossa  subarcuata  is  a  continuation  of 
the  dura  mater,  which  contains  the  vessels  just  mentioned.  As  was  known  to 
Cidvier,  this  fossa  continues  throughout  life  in  many  mammals,  and  in  such  cases 
it  contains  brain  substance.  [Here  it  forms  the  so-called  floccular  fossa,  since  it 
lodges  the  floccular  process  of  the  cerebellum.  It  is  nearly  obliterated  in  the 
gibbon,  orang,  chimpanzee,  and  gorilla,  but  persists  and  is  often  very  large  in  the 
iither  monkeys.]  According  to  Voitolini,^  there  exists,  even  in  the  adult  temporal 
bone,  a  canal  which  leads  to  the  mastoid  cells  {can,  petro-mastoideus).  The 
author  has  often  been  able  to  pass  a  bristle  under  the  semicircular  canal,  to  appear 
again  on  the  upper  surface  of  the  petrous  bone.  Connective  tissue  passes  through 
this  opening,  and  is  continuous  with  that  under  the  semicircular  canal.  Like 
Voitolini,  the  author  has  frequently  been  able  to  demonstrate  on  the  cadaver  the 
progress  of  a  purulent  inflammation  from  the  mastoid  cells  into  the  cranial  cavity 
by  this  path. 

On  examining  from  behind  forwards  the  under  surface  of  the  petrous 
bone  (Fig.  7),  the  following  points  of  importance  are  seen  : — 

The  stylo-mastoid  foramen  {foramen  stylo-mastoideum—fsm),  found  at 
its  posterior  part,  and  which  is  the  termination  of  the  aquaeductus  Fallopii. 
In  the  temporal  bone  of  the  infant  a  second,  smaller  opening  is  seen, 
anterior  and  internal  to  this,  through  which  the  chorda  tympani  passes ; 

'  "Beitrage  zur  Anatomic  dcs  kindlichen  SchlJlfcnbeines,"  Archiv  ftir  Ohrenheilkundc 
xix.  Bd. 

"^  Monatsschrift  fQr  Ohrenheilkundc,  Jahrg.  ii.,  Nr.  2. 
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branching,  as  it  does,  usually  from  the  nervus  facialis  below  the  foramen 
stylo-mastoideum.^ 

Farther  forward  is  seen  a  furrow,  very  shallow  in  this  stage  of 
development,  which,  from  the  part  it  takes  in  the  formation  of  the  foramen 
jugulare,  is  named  the  sulcus  jugularis  (sj).  In  it  are  seen  several  small 
openings  which  lead  to  the  canalis  fym-  p^ 

panicus,    and   which   generally  appear  Under  surface  of  the  petrous  bone. 

wider  and  more  numerous  in  the  tem-  « 

poral  bone  of  the  infant  than  in  that 
of  the  adult.  Still  nearer  the  apex  of 
the  petrous  bone  the  entrance  into  the 
canalis  caroticus  (cc)  is  seen,  and  this 
leads  to  the  curved  canal  which  opens 
on  the  upper  surface  near  the  apex  of  ^^***         '^ 

4.u^  ^   «.  u  r)   *.  ^i_  1  fsf*t,  For.  stylo-mastoideum ;  sj.  sulcus 

the  petrous  bone.       Between  the  sulcus       jugularis;  rr,  entrance  into  the  cln.  caro- 

jugularis  and  the  canalis  caroticus,  but  ^^^"SJ  *»  opening  of  the  aquaeductus 
placed  somewhat  behind  the  latter,  is 

seen  a  tolerably  wide  triangular  orifice  (s),  the  termination  of  the  aqueduct  of 
the  cochlea  {aquceductus  cochleoe)^  which  is  a  small  canal  having  its  beginning 
in  the  cochlea.  In  front  of  this,  at  this  stage  of  development,  is  a  slight 
fossa  which  indicates  the  position  of  the  ganglion  oticum  s.  Amoldi. 

The  anterior  or  external  surface  of  the  petrous  bone  (Fig.  4)  is  in 
its  natural  position  partly  directed  forwards,  and  is  of  especial  interest 
since  it  assists  largely  in  the  formation  of  the  tympanic  cavity.  At  its 
upper  margin — i.e.,  where  it  joins  the  superior  surface  of  the  petrous 
portion — a  thin  lamella  of  bone  (//)  is  seen  projecting  over  the  lateral 
surface,  thus  forming  part  of  the  roof  of  the  tympanic  cavity,  and  hence 
called  the  tegnten  tympani.  It  passes  uninterruptedly  backwards  to  the 
mastoid  portion,  and  there  forms  part  of  the  covering  of  the  mastoid 
antrum. 

Just  as  the  tegmen  tympani  projects  out  from  the  lateral  superior 
surface,  so  a  second  lamella  of  bone  (/)  shoots  out  from  the  lateral 
inferior  surface  of  the  petrous  bone.  This  lies  some  distance  below  the 
tegmen  tympani,  and  may  be  named  the  fundus  tympani,  since  it  forms  the 
greater  part  of  the  floor  of  the  tympanic  cavity.  But  whilst  the  tegmen 
reaches  forwards  towards  the  apex  of  the  petrous  bone,  lying  nearly 
parallel  to  its  long  axis,  the  fundus  tympani  has  a  more  curved  direction, 
since  it  stretches  upwards  behind  the  canalis  caroticus  {cc)  to  within 
5  mm.  of  the  tegmen.  The  most  anterior  part  of  the  fundus  tympani 
assists,  therefore,  in  forming  the  posterior  wall  of  the  canalis  caroticus. 

If  we  follow  the  posterior  part  of  the  fundus  tympani  backwards,  it  is 

'  In  the  adult  this  lateral  canal  of  the  canalis  Fallopii  is  found   higher  up,  so  that  the 
second  orifice  is  wanting  on  the  inferior  surface. 
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seen  to  fuse  with  the  mass  of  bone  which  is  collected  upon  the  wall  of 
the  canalis  Fallopii  and  its  adjacent  small  canal.  This  mass  (Vi),  which  is 
tolerably  large  at  the  lower  two-thirds  of  this  canal,  terminates  superiorly 
almost  at  the  same  height  as  the  anterior  extremity  of  the  fundus  tympanl, 
and  thus  does  not  reach  as  high  as  the  tegmen  tympani. 

The  fundus  tympani  thus  appears  superiorly  (».,  tow^ards  the 
tegmen)  as  a  rough,  concave,  bony  plate;  while  inferiorly  it  is  smoother. 
It  incompletely  frames  on  three  sides  (viz.,  anterior ly^  posteriorly,  and 
inferiorly)  a  part  of  the  anterior  or  external  surface  of  the  petrous  bone 
which  corresponds  to  the  interna!  wall  of  the  tympanic  cavity.  The  roof  is 
formed  chielly  by  the  tegmen  tympani,  already  described;  while  i\\^ floor ^ 
together  with  the  defective  anterior  and  posterior  walls,  is  formed  by  the 
above-mentioned  fundus  tympani,  with  its  anterior  and  posterior  processes. 
These  relations  will  be  studied  in  greater  detail  later  on. 

The  part  of  the  anterior  (external)  surface  of  the  petrous  bone  which  does  not 
enter  into  the  formation  of  the  inner  wall  of  the  tympanic  cavity  is  rough,  and  is 
seen  at  the  basis  cranii,  where  it  articulates  with  the  great  wing  of  the  sphenoid, 
and  forms  with  this  a  groove  for  the  lodgment  of  the  cartilag^inous  part  of  the 
Eustachian  tube. 


As  already  stated,  the  fundus  tympani,  although  stretching  forwards 
and  upwards,  does  not  reach  the  tegmen,  but  lies  about  5  tmn.  below  it. 
Hence  a  furrow,  parallel  with  the  long  axis  of  the  petrous  bone,  is  seen 
running  from  before  backwards  towards  the  tympanic  cavity  ;  and  this 
furrow  is  narrower  towards  the  apex  of  the  petrous  bone  than  it  is  at  the 
tympanic  cavity  (vide  Fig,  4,  near  scm).  Its  roof  is  formed  by  the  tegmen 
tympani,  its  floor  by  the  anterior  portion  of  the  fundus  tympani,  and  its 
inner  wall  by  the  anterior  (external)  surface  of  the  petrous  bone.  On  this 
inner  wall,  somewhat  above  the  middle,  is  seen  a  lamella  of  bone  (septum 
canaiis  nttiHcttto-tiibarH — scm\  running  from  before  backwards,  and  ex- 
tending almost  as  far  as  the  centre  of  the  inner  wall  of  the  tympanum, 
where  it  ends  in  a  hooked  extremity  named  the  rostrum  cochieare  s*  pro- 
cesst4S  cochimris.  This  septum  is  longitudinally  grooved  on  its  upper 
surface,  and  tiivides  tin*  furrow  Just  described  into  two  semi-canals,  running 
parallel  to  each  other,  of  which  the  uf>per  (W)  is  small,  and  forms  the 
cana/iSf  or  semi^aimi/is  pro  muscuio  tcnsarc  tympani]  while  the  inferior, 
somewhat  larger,  forms  the  imny  part  of  the  Eustachian  lube  (te),  A  small 
canal  which  runs  along  the  whole  septum  musculo-tubarii,  near  its  free 
margin,  is  named,  frojn  the  nerve  which  passes  through  it,  the  canalis  nervi 
pctrosi  profundi  ntinons. 

Let  us  now  consider  ojore  minutely  that  part  of  the  external  surface 
of  the  petrous  bone  which  lutn  been  iii>ccially  denoted  as  forming  the  inner 
tvall  of  the  tympanic  cuvitv  (Fig.  4,  s).      From  above  downwards  we  observe 
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successively — (a)  a  bony  projection  running  horizontally  (t/),  which 
indicates  the  position  of  the  canalis  Fallopii ;  immediately  in  front  of 
this  projection  is  seen  (/3)  the  rostrum  cochleare  of  the  septum  musculo- 
tubarii ;  (7)  below  the  projection  of  the  canalis  Fallopii  is  the  oval  fenestra 
{fenestra  ovalis^  s.  foramen  ovale,  s,  fenestra  vestibuli—fo),  measuring 
3  mm.  long  and  1*5  mm.  broad,  with  its  long  axis  directed  downwards 
and  backwards.  This  leads  into  the  vestibule  of  the  labyrinth,  is  kidney- 
shaped,  and  lies  in  a  somewhat  deep  recess.^  Behind  the  oval  fenestra 
is  seen  (S)  a  small  bony  projection,  the  eminentia  pyramidalis  s.  stapedii^ 
from  which  (e)  a  small  bony  spicule  often  stretches  to  the  lower  border 
of  the  oval  fenestra  or  to  the  promontory.^ 

The  apex  of  the  eminentia  stapedii  is  directed  forwards,  and  exhibits 
a  small  opening,  through  which  a  bristle  may  easily  be  passed.  This 
opening  leads  into  a  gradually  dilating  canal,  somewhat  curved  at  its 
commencement,  but  afterwards  passing  perpendicularly  downwards,  to 
terminate  in  the  substance  of  the  petrous  bone.  This  canal  is  from 
8  to  10  mm.  long,  and  is  for  the  lodgment  of  the  musculus  stapedius,  the 
tendon  of  which  emerges  through  the  opening  at  the  apex  of  the  eminentia, 
and  is  inserted  into  the  adjacent  head  of  the  stapes. 

On  the  posterior  wall  of  the  canalis  stapedius,  at  its  lower  part,  another 
foramen  is  seen,  for  the  passage  of  the  nerve  supplying  the  stapedius  ;  this  is 
derived  from  the  nervus  facialis. 

Below  the  oval  fenestra  lies  the  promontory  (promontorium — p),  a 
bony  projection  containing  the  cochlear  canals,  and  forming  the  greater 
part  of  the  inner  wall  of  the  tympanic  cavity,  so  that  even  in  the  macerated 
temporal  bone  only  a  very  small  portion  of  this  wall,  lying  above  and 
behind  the  promontory,  can  be  seen  through  the  external  auditory  canal. 

While  the  convex  promontorium  disappears  above,  below,  and  in  front, 
by  gradually  passing  into  the  surrounding  bony  tissue,  it  is  much  more 
sharply  limited  behind.  Here  it  walls  round  a  depression,  the  nearly 
three-sided  opening  of  which  is  directed  backwards  and  outwards,  and 
is  named  the  recess  of  the  round  fenestra  {Joramen  triquetrum,  Hyrtl\  In 
the  bottom  of  this  recess  is  seen  the  round  fenestra  {foramen  rotundum, 
fenestra  cochleas). 

The  outer  surface  of  the  promontorium  is  smooth,  but  several  shallow  grooves, 
having  nearly  a  perpendicular  direction,  are  seen  on  it.     The  most  important  of 


*  This  recess,  according  to  the  researches  of  the  author,  exists  in  the  second  month  of 
fecial  life,  even  before  the  foot  of  the  stapes  is  developed. 

*  As  far  as  the  author  is  aware,  Hcnle  first  called  attention  to  this  rod  of  bone,  which 
he  described  as  always  passing  to  the  lower  margin  of  the  oval  fenestra.  The  author  has, 
however,  often  found  its  anterior  end  fused  with  the  promontory  ;  and  possesses  several  patho- 
logical specimens  where  the  limb  of  the  stapes  is  united  to  this  rod  by  pscudo- membrane, 
so  that  the  movements  of  this  ossicle  are  diminished. 
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these  is  a  continuation  of  the  canalis  tympanicus,  which  commences  on  the  upper 
wall  of  the  petrous  bone,  and  in  its  further  course  perforates  the  osseous  substance 
beneath  the  processus  cochleariformis,  near  to  the  anterior  extremity  of  the 
fenestra  vestibuli,  and  then  becomes  a  simple  groove,  visible  on  the  promontory. 
Below  the  promontory,  it  pierces  the  floor  of  the  tympanum  as  a  small  canal  close 
to  the  fenestra  cochleae,  and  its  external  opening  is  seen  in  the  fossa  jugularis» 
on  the  under  surface  of  the  petrous  bone. 

From  this  groove  on  the  promontory  several  shallower  ones  proceed  forwards 
and  inwards  towards  the  apex  of  the  petrous  bone :  one  of  these  passes  to  the 
little  canal  in  the  septum  tubae  ;  the  others  lead  to  foramina  in  the  posterior  wall 
of  the  can.  caroticus  {sulci  carotico-tympanict). 

Since  the  entrance  to  the  recess  of  the  round  fenestra  lies  on  a  plane  directed 
backwards  and  outwards,  it  is  obvious  that  the  extremities  of  the  promontory  do 
not  project  equally  far  backwards.  The  promontory  may  be  said  to  end  in  two 
limbs — an  anterior  (lateral),  and  a  posterior  (median) — which  meet  superiorly  in  a 
rounded  angle. 

Thus,  while  the  recess  of  the  round  fenestra  can  be  surveyed  from  the  external 
auditory  canal,  the  round  fenestra  itself  is  directed  backwards,  and  cannot  be  seen 
from  this  aspect.  In  the  foetus,  at  the  third  or  fourth  month,  the  round  fenestra 
lies  nearly  parallel  with  the  membrana  tympani ;  while  at  birth  it  is  placed  obliquely 
towards  the  drum,  and  afterwards  it  turns  gradually  backwards  towards  the  open- 
ing into  the  mastoid  cells.  TrOltsch  thinks  that  the  infantile  condition  may,  under 
certain  circumstances,  persist. 

The  relations  of  the  round  fenestra  and  its  entrance  will  be  again  referred  to 
when  describing  the  labyrinth. 

(^)  The  mastoid  portion  {pars  ntastoidca)  is  the  immediate  continuation 
of  the  petrous  portion  backwards  and  outwards.  In  the  infant  we  can 
readily  distinguish  three  surfaces  and  three  borders. 

The  superior  surface  (Fig.  6)  is  the  direct  continuation,  backwards 
and  outwards,  of  the  upper  surface  of  the  petrous  portion,  and  like  it,  is 
enlarged  in  its  transverse  diameter  by  the  tegmen  tympani.  Immediately 
after  birth,  the  boundary  between  the  upper  surface  of  the  mastoid  portion 
and  the  tegmen  is  indicated  by  a  slight  furrow ;  this  however  becomes 
obliterated  sooner  than  that  which  indicates  the  junction  of  the  tegmen 
with  the  upper  surface  of  the  petrous  bone.  The  whole  superior  surface 
is  triangular,  with  its  apex  directed  outwards  and  backwards. 

The  outer  surface  is  convex  (Fig.  4),  and  is  interrupted  by  the 
mastoid  antrum  already  alluded  to.  Immediately  above  the  stylo-mastoid 
foramen,  a  smooth  protuberance  indicates  the  position  where  the  mastoid 
process  is  subsequently  developed. 

The  median  surface  (Fig.  5,  near  5)  is  concave,  and  exhibits  a 
groove,  still  very  shallow  at  this  stage  of  development,  which  passes 
downwards  and  forwards.  This  groove  is  called  the  sulcus  sigmoideuSj 
and  serves  for  the  lodgment  of  the  sinus  of  the  same  name.  In  the 
entire  skull,  it  is  continuous  above  with  the  sulcus  transversus  on  the 
occipital  bone,  and  below  with  the  sulcus  jugularis,  which  ends  at  the 
foramen  jugulare. 
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The  superior  median  border  is  in  immediate  continuity  with  the  same 
border  of  the  petrous  bone ;  the  superior  lateral  border  \s  connected  anteriorly 
with  the  squama,  while  posteriorly  it  articulates  with  the  posterior-inferior 
angle  of  the  parietal  bone  ;  the  inferior  border  articulates  with  the  occipital 
bone.  Of  these  margins,  the  superior  median  is  quite  smooth,  while  the 
others  are  moderately  serrated.  The  substance  of  the  mastoid,  as 
compared  with  that  of  the  petrous  portion,  is  much  more  porous. 

It  is  frequently  pierced  obliquely  in  the  vicinity  of  its  upper  or 
posterior  border  by  one  or  more  canals,  but  sometimes  these  are  only 
completed  by  the  occipital  bone.  They  are  the  mastoid  foramina 
(^foramina  mastoidea),  and  open  into  the  posterior  part  of  the  sulcus 
sigmoideus.  Through  these,  small  arteries  pass  to  supply  the  dura 
mater,  while  the  accompanying  veins  establish  an  anastomosis  between 
the  sinus  transversus  and  the  veins  of  the  scalp.  The  individual 
characteristics  of  the  mastoid  portion  are  much  less  distinctly  marked 
in  the  infant  than  in  the  adult. 

If  a   section   be  made   through   the   mastoid    process  of  an  infant, 
perpendicular  to  the  long  axis  of  the  antrum  mas- 
toideum,  and  carefully  examined,  it  is  seen  that  this     ^     .        *^"   ' 

,  .  ,     -  1  ,•  /.  / .  Section      through      the 

sulcus  IS  separated  from  the  median  surface  {t.e.,  mastoid  process  of  an 
from  the  cranial  cavity)  by  an  osseous  wall  from  6  »nfant 
to  8  mm.  thick  near  the  petrous  bone,  but  becom- 
ing thinner  posteriorly.  This  osseous  substance  is 
tolerably  compact,  but  a  portion  of  the  mastoid  cells 
is  subsequently  developed  in  it.  With  the  develop- 
ment of  these,  the  osseous  septum  between  the 
antrum   mastoideum    and    the    cranial    cavity    must         ^»  Tegmen  tympani , 

.,      ,  ,  .  ,     1  .  1    ,  5w,  antrum  mastoideunj; 

necessanly  become  thmner  and  thmner,  and  hence  iF,  inner  (cranial)  sur- 
at  puberty  it  is  frequently  not  more  than  i  mm.  in  ^^^^^^^  ^^^  '"^^^^^^  P^°- 
thickness ;  indeed,  in  some  cases  this  bony  parti- 
tion is  partly  absent,  especially  in  the  neighbourhood  of  the  greatest 
concavity  of  the  sulcus  sigmoideus,  and  in  these  cases  the  dura  mater 
rests  immediately  against  the  Uning  of  the  mastoid  cells. 

The  great  importance  of  this  relationship  to  pathological  conditions 
is  evident,  if  one  remembers  that  the  same  part  of  the  dura  mater 
contains  the  sinus  sigmoideus,  and  most  frequently  furnishes  the  connec- 
tion between  otitis  media  suppurativa  and  inflammation  of  the  structures 
within  the  cranium. 

When,  later  in  life,  the  mastoid  cells  are  again  filled  by  osseous  tissue,  it 
often  happens  that  those  next  the  cranial  cavity  disappear  first,  so  that  the 
lamella  of  bone  which  bounds  the  mastoid  cells  internally  again  becomes  thicker.^ 

*  Compare  the  author's  article  "  Ueber  die  Bezichungen  dcr  Otitis  int.  zu  den  entzQndlichen 
AfTectionen  der  Gebilde  innerhalb  der  SchadelhOhle,"  Zeitschrift  der  k.  k.  Gesellschaft  der 
Aerzte  in  Wien,  1864. 
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[The  petro-mastoid  portion  arises  from  several  nuclei  which  appear  in  cartilage. 
Huxley^  describes  three  ossific  centres  as  follows: — (i)  Opisthotic,  which  furnishes 
the  floor  of  the  cochlea,  surrounds  the  fenestra  rotunda,  and  constitutes  half  the 
contour  of  the  fenestra  ovalis ;  gives  rise  to  the  carotid  canal  by  developing  a  lamella 
of  bone  which  gradually  wraps  itself  round  the  carotid  artery,  and  so  converts  the 
primitive  groove  for  the  vessel  into  a  complete  tube,  at  the  same  time  furnishing  the 
floor  of  the  inner  part  of  the  tympanum.  (2)  Pro-otic,  which  is  situated  on  the  outer 
side  of  the  superior  vertical  semicircular  canal,  and  invests  the  roof  of  the  cochlea, 
the  superior  and  front  and  upper  part  of  the  posterior  vertical  semicircular  canal, 
the  internal  auditor)'  meatus,  and  forming  the  tegmen  tympani.  It  also  forms  the 
upper  half  of  the  circumference  of  the  fenestra  ovalis  and  a  considerable  part  of  the 
pars  mastoidea.  (3)  Epiotic,  developed  on  the  posterior  part  of  the  posterior  vertical 
semicircular  canal,  and  which  gives  rise  to  the  mastoid  process.  These  osseous 
deposits  appear  towards  the  latter  half  of  the  fifth  month  of  foetal  life  in  the  order  in 
which  they  have  been  described.  Vrolik  (quoted  by  Bland  Sutton  in  the  Journal  of 
Anatomy  and  Physiology,  vol.  xvii.)  describes  the  origin  of  the  pars  petrosa  from 
four  centres,  with  two  additional  ones  for  the  pars  mastoidea.  The  situation  of 
these  is  as  follows  : — 

{a)  One  on  the  promontor\'  corresponding  to  Huxley's  opisthotic. 

(b)  Another  in  the  neighbourhood  of  the  aquaeductus  vestibuli. 

{c)  A   third   in  the  roof    of    the   internal  auditory   meatus   representing  the 

pro-otic. 
{d)  The  fourth  gives  rise  to  the  roof  of  the  cochlea. 
{je)  Lastly,  two  nuclei,   the  representatives  of  the  epiotic,  give  origin  to  the 

mastoid  process 
Sutton  [pp.   cit.,  p.  504)   has    been   unable   to  discover  the  separate  centre 
described  by  Vrolik  as  forming  the  roof  of   the  cochlea,  while  his  views  differ 
somewhat  from  those  advanced  by  Huxley.     He  arranges  the  ossific  centres  for 
the  petro-mastoid  in  tabular  form,  thus  : — 

[a)  Opisthotic, — Cochlea,  fenestra  rotunda,  anterior  and  inferior  portions  of 
internal  auditory  meatus,  part  of  fenestra  ovalis — later  the  carotid 
canal,  floor  of  tympanum,  and  anterior  pyramid  for  the  tensor  tympani 
muscle. 
{b)  PrO'Otic. — Bone  covering  the  superior  semicircular  canal,  roof  and 
posterior  boundary  of  the  internal  auditor)'  meatus,  part  of  the  vestibule 
and  fenestra  ovalis,  and  part  of  mastoid  process. 
{c)  Pterotic. — Covering    for  external    semicircular    canal,   tegmen    tympani, 

Fallopian  canal,  and  posterior  pyramid  for  stapedius  muscle. 
[d)  Epiotic. — Mastoid  process  and  covering  for  posterior  semicircular  canal.] 

Connections  of  the  Principal  Parts  of  the  Temporal  Bone  at  Birth. 

As  already  stated,  the  several  pieces  of  the  temporal  bone  are 
at  birth  united  only  by  soft  connective  tissue,  and  therefore  easily 
separable  by  maceration ;  and  thus  we  have  an  opportunity  of  studying 
more  closely,  not  only  their  manner  of  union,  but  also  the  construction 
of  the  essential  parts  of  the  auditory  apparatus.  Such  a  study  also 
gives  us  a  better  insight  into  the  individual  pathological  processes, 
which,  in  many  particulars,  would  otherwise  remain  obscure. 

I.   Connection  of  the  squamo-zygomatic  with  the  petro-mastoid  portion 

*  "Lectures  on  Comparative  Anatomy,"  1864. 
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Fig.  9. 

Temporal  bone  of  an  infant  seen  from  the  outer 

side. 


(Figs.  9  and  lO). — Both  lamellae  of  the  horizontal  part  of  the  squamous 
portion  join  the  petro-mastoid.  The  internal  lamella  abuts  with  its  free 
edge  against  the  outer  margin  of  the  tegmen  tympani,  a  small  amount  of 
soft  connective  tissue  completing 
the  union.  This  loose  connec- 
tion has  the  appearance  of  a 
fissure,  which  is  called  the  fis- 
sura  petro-squamosa  s.  sulcus 
petro-squantosus  (Fig.  lO,  5^). 
While  the  anterior  part  of  the 
internal  lamella  touches  the  cor- 
responding part  of  the  tegmen 
tympani,  which  forms  the  roof 
of  the  tympanic  cavity,  its  poste- 
rior part  articulates  with  the  free 
margin  of  the  posterior  part  of 
the  tegmen,  and  assists  in  the 
formation  of  the  antrum  mas- 
toideum. 

The  outer  lamella  of  the 
horizontal  portion  of  the  squama 
articulates  only  by  its  posterior 
part  with  the  petro-mastoid,  and 
thus  the  angular  space  between 
its  two  lamellae  comes  into  con- 
sideration, since  its  anterior  part, 
bounded,  as  we  have  already 
seen,  by  smooth  walls,  serves 
for  the  enlargement  of  the  rcof 
of  the  tympanum  ;  while  its  pos- 
terior part,  limited  by  rougher 
walls,  serves  for  the  completion 
of  the  antrum  mastoideum. 

The  posterior  part  of  this 
outer  lamella  forms  the  so-called 
post-auditory  process,  and  pro- 
jects downwards  to  the  mastoid 
portion,  where  it  lies  between  the 
latter  and  the  posterior  extremity 


Jtus' 


/stn 
s,    Squama;    />«s,  /ws',    fissura     iiastoideo- 
squamosa ;   fg,    fissura   Glaseri ;    /sm,    foramen 
stylo-mastoideum. 

Fig.  lo. 

Temporal  bone  of  an  infant  seen  from  the  inner 
side. 


hc/.^ 


sp  wi     a      h     /sfn 

s,  Inner  surface  of  the  squama ;  sp,  fissura  petro- 
squamosa;  e,  processus  zygomaticus ;  he/,  hiatus 
canal.  Fallopii ;  sp,  apex  of  petrous  portion ; 
m,  entrance  to  internal  auditory  canal;  a, 
termination  of  aquaed.  vestib. ;  b,  depression 
below  the  superior  semicircular  canal ;  fsnt, 
foramen  stylo-mastoideum ;  sjj,  sulcus  sig- 
moideus,  on  the  inner  surface  of  the  mastoid 
portion. 


of  the  tympanic  ring,  and  reaches 
almost  as  far  as  the  foramen  stylo-mastoideum.  The  connection  between 
the  horizontal  part  of  the  squama  and  the  mastoid  portion  is  indicated' 
by  the  fissura  mastoickc-squamosa,  which   is  of  extreme  importance  ia 


practice  (Fig.  9,  ftns).  That  part,  slightly  undulating  below,  between 
the  two  processes  of  the  outer  lamella  of  the  horizontal  portion  of  the 
squama,  stands  free  in  the  macerated  bone,  and  forms,  as  we  shall  see,  the 
posterior  superior  part  of  the  inner  surface  of  the  external  auditory  canal. 

From  this  description  of  the  connection  between  the  squama  and  the  petro- 
Tnastoid  portion,  it  is  evident  that  the  horizontal  part  of  the  squama  assists  in  the 
formation  of  that  section  of  the  auditory  canal  which  is  generally  looked  upon  as 
belonging  to  the  mastoid  portion. 

As  has  been  already  shown,  the  two  lamella  at  the  anterior  portion  of  the 
liorizontal  part  of  the  squama  join  below  in  a  rounded  edge  (Fig.  I,  v)\  this, 
with  the  pars  tympanica,  assists  in  forming  the  fissura  Glaseri,  to  be  subsequently 
described. 


2,  Comteciions  of  the  tympanic  fifig  with  the  squamous  and  petro-mastoid 

portions. — The  tympanic  ring  is  attached  to  the  squamous  and  petro-mastoid 
portions  of  the  temporal  bone^  so  that  the  greater  part  of  its  circumference 
touches— through  the  intervention  of  a  little  connective  tissue— the  external 
margin  of  the  fundus  tympani,  whilst  its  extremities  reach  upwards  to  the 
outer  plate  of  the  horizontal  portion  of  the  squama.  The  posterior-superior 
segment  of  the  tympanic  ring  is  applied  to  the  posterior  process  of  this 
portion  of  the  squama,  while  the  anterior  articulates  with  the  squama 
merely  by  its  extremity,  close  to  the  posterior  tuberculum  of  the  zygomatic 
process. 

Through  this  attachment  of  the  tympanic  ring  is  effected  the  forma- 
tion of  the  osseous  part  of  the  external  auditory  canal  (as  shown  in  Fig,  9), 
as  well  as  the  closure,  anteriorly  and  laterally,  of  the  canalis  musculo- 
tubarius.  Since  the  outer  ed^^  of  the  tegmen  tympani  comes  almost  into 
contact  with  the  tympanic  ring,  a  fissure  exists  between  the  anterior- 
superior  segment  of  the  tympanic  ring  and  the  most  anterior  part  of  the 
horizontal  portion  of  the  squama.  At  birth  this  fissure  {fissura  Giascri)  is 
tolerably  wide,  and  is  directed  from  behind,  downwards,  forwards,  and 
inwards,  and  is  seen  under  the  glenoid  cavity  for  the  lower  jaw.  It  serves 
for  the  entrance  of  certain  structures  to,  and  for  the  exit  of  others  from, 
the  tympanum. 

The  antrum  mastoideum,  in  connection  with  which  the  mastoid  air- 
cells  are  subsequently  developed,  is  closed  externally  by  the  junction  of 
the  squama  with  the  petro-mastoid  portion  ;  the  osseous  part  of  the 
external  auditory  canal  is  formed  by  the  union  of  the  squama  with  the 
tympanic  ring  ;  the  canalis  musculo-tubarius  by  the  union  of  the  tympanic 
ring  with  the  petro-mastoid ;  while  the  bony  cavity  of  the  tympanum  is 
completed  only  by  the  union  of  all  three  segments  of  the  temporal  bone. 
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Further  Development  of  the  Temporal  Bone. 

The  soft  connective  tissue  which  at  birth  forms  the  bond  of  union 
between  the  principal  parts  of  the  temporal  bone  soon  gives  place  to  a 
more  solid  osseous  Tnaterial,  but  indications  of  their  earl^^  separation 
are  still  to  be  recognised  in  the  adult.  The  bony  connection  is,  as  a  rule^ 
first  established  between  the  upper  extremities  of  the  tympanic  ring  and 
the  horizontal  portion  of  the  squama  ;  and  hence  at  a  certain  stage  of 
development  one  is  able  to  separate  the  bone  into  two  pieces,  one  repre- 
senting the  squama  with  the  attached  tympanic  ring,  the  clher  the  petro- 
mastoid.  On  examining  the  squamoso-tympanic  portion  thus  obtained^ 
one  is  able  to  convince  oneself  that  the  mastoid  portion  does  not  assist  in 
the  formation  of  the  external  auditory  canal,  and  that  the  statements  which 
have  been  made  to  the  contrary  by  some  authors  are  incorrect.  Had  the 
mastoid  process  taken  a  part  in  the  formation  of  the  external  auditory 
canal,  then  the  ring  in  the  squamoso-tympanic  portion  would  necessarily 
have  been  imperfect  posteriorly ;  but  this  is  not  the  case. 

The  osseous  part  of  the  external  auditory  canal  is  formed  in  front ^  behind^ 
and  heloWy  by  the  tympanic  ring;  above ^  by  the  outer  plate  of  the  horizontal 
portion  of  the  squama.  The  extent  to  which  this  plate  completes  the  wall 
of  the  auditory  cana!  depends  on  the  distance  between  the  two  extremities 
of  the  tympanic  ring.  Sometimes  in  the  adult  its  two  extremities  come 
almost  into  contact,  so  that  the  upper  wall  of  the  osseous  auditory  canal 
may  be  partly  formed  by  the  tympanic  ri ng.^ 

The  knowledge  of  the  formation  of  the  osseous  auditory  canal  is  of  importaoce 
from  a  pathological  point  of  view,  since  the  progress  of  inflammator)^  processes 
and  other  changes  in  the  bone  is  influenced  to  a  great  extent  by  the  density 
of  its  different  parts*  Thus,  while  the  tympanic  ring^  is  almost  as  compact 
as  the  petrous  bone,  the  mastoid  portion,  on  the  other  hand,  is  more  diploetic, 
and  contains  large  cellular  spaces,  lined  by  a  vascular  mucous  membrane,  to  which 
an  inflammation  of  the  neighbouring  structures  easily  spreads. 

Even  if  the  osseous  connection  has  already  taken  place  between  the 
extremities  of  the  tympanic  ring  and  the  horizontal  portion  of  the  squama, 
traces  of  the  former  separation  remain.  These  are  distinguished  as  the 
"  fissura  tympanieo-squamosaf  anterior  and  posterior ;  they  elongate  in  the 
further  growth  of  the  different  parts  of  the  temporal  bone,  and  remain 
more  or  less  distinct  during  life ;  thus  rendering  possible  the  penetration 
of  soft  vascular  tissues  into  the  deeper  parts. 

After  osseous  union  has  taken  place  between  the  upper  extremities  of 
the  tympanic  ring  and  the  squama,  the  same  process  also  commences  at 


'  Compare  Dr,   Ludwig  Joseph,   " Ostcologischcr  Bekrag   Qbcr  ilas   Schlilfenbcin,"  etc^ 
Zetischrift  fdr  rationellc  Mcdicin,  III.  Reihe,  xxviii.  Bd. 
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the  other  points  of  contact  between  the  different  parts  of  the  temporal 
bone,  and  in  some  places  goes  on  more  rapidly  than  in  others.  Thus, 
the  antero-superior  and  posterior  parts  of  the  tympanic  ring,  together  with 
the  lower  part  of  the  posterior  process  of  the  horizontal  portion  of  the 
squama,  become  united  with  the  neighbouring  bone  sooner  than  the  other 
portions,  and  hence  in  the  central  part  of  the  fissura  mastoideo-squamosa 
the  soft  connective  tissue  persists  much  longer  than  at  its  two  extremities. 
About  the  end  of  the  first  year — sometimes  a  little  earlier,  and  in 
exceptional  cases  much  later — the  osseous  union  is  completed,  leaving 
behind  distinct  traces  of  the  former  separation.  The  temporal  bone  now 
resembles,  to  some  extent,  that  of  the  adult ;  and  its  further  development 
consists  in  the  growth  of  its  individual  parts  in  various  directions ;  and 
thus  the  bone  and  the  different  osseous  portions  of  the  auditory  organ 
come  to  assume  their  characteristic  form. 

So  long  as  the  different  parts  of  the  temporal  bone  are  united  by  connective 
tissue,  a  slight  movement  between  them  is  possible.  On  comparing  the  pecu- 
liarities of  the  auditory  organ  of  the  infant  with  those  of  the  adult,  this  slight 
movement  would  seem  to  be  indispensable.  It  will  again  be  more  particularly 
referred  to. 

Joseph '  states  that  in  the  foetus  at  the  fourth  month  the  floor  of  the  tympanic 
cavity  is  partly  formed  by  fibrous  tissue  lying  between  the  tympanic  ring  and  the 
inferior  lateral  margin  of  the  petrous  bone.  This  the  author  can  confirm  from 
his  own  observations. 

Development  of  the  Temporal  Bone  after  the  end  of  the  first  year. 
Description  of  the  fdlly  developed  bone  in  the  adalt. 

After  the  osseous  connection  between  the  individual  portions  of  the 
temporal  bone  has  been  completed,  the  different  parts  undergo  enlarge- 
ment, until  at  puberty  the  bone  reaches  its  perfect  development.  The 
growth  takes  place  in  fixed  directions,  and  hence  the  form  of  the  adult 
bone  differs  in  many  respects  from  that  of  the  child.  It  is  important, 
therefore,   to  follow  its  development  carefully. 

{a)  Growth  of  the  pars  squamosa, — This,  by  its  further  development, 
increases  in  all  its  dimensions,  and  thus  the  relationship  of  its  different 
curvatures  is  emphasized.  The  pars  horizontalis,  especially,  assumes  the 
position  from  which  its  name  is  derived.  The  squama  also  becomes  more 
compact,  and  the  elevations  and  depressions  on  its  cranial  surface  are 
rendered  more  distinct.  The  grooves  in  which  the  larger  vessels  run 
are  also  better  seen.  Thus  we  perceive,  on  the  outer  aspect  of  the 
squama,  immediately  behind  the  root  of  the  zygoma,  a  somewhat  winding 
groove  for  the  art.  temporalis  media ;  while  on  the  cranial  surface  is 
seen  the  deep  groove    for  the  art.  meningea  media. 

•  Zeitschrift  fQr  rationellc  Medicin,  i866,  xxvii.  Bd.,  S.  ill. 


DEVELOPMENl  OF  TEMPORAL  BONE  AFTER  FIRST  YEAR,  19 


Beginning  at  the  anterior-inferior  angle,  this  groove  passes  at  first 
almost  directly  upwards,  and  then  turns  backwards.  The  ridges  on  its 
outer     surface,      which     give  p.     ^^ 

Temporal  bone  at  birth. 
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nJi       in 
CC    T  " 

S,  Squair.a ;  3/,  mastoid  portion  ;  ^,  proc.  zygo- 
maticus ;  T,  tympanic  cavity;  /ws,  fissura  mas- 
toideo-squamosa ;  cc,  foramen  caroticum ;  /a,  nk^  ip^ 
nodules  indicating  the  commencement  of  the  growth 
of  the  tympanic  portion. 

Fig.  12. 
Temporal  bone  from  a  boy  two  and  a  half  years  old. 
S 


attachment  to  the  temporal 
muscle,  become  more  distinct ; 
the  roots  of  the  zygoma  more 
prominent ;  while  the  zygoma 
itself  becomes  stronger  and 
more  arched.  On  account  of 
the  absence  of  diploetic  tissue 
at  the  bottom  of  the  glenoid 
cavity,  and  also  opposite  the 
impressiones  digitatae,  the 
squama  in  these  positions  is 
tolerably  transparent. 

The  upper  border  of  the 
zygoma  is  prolonged  backwards 
as  a  distinct  boundary  between 
the  perpendicular  and  horizontal 
portions  of  the  squama,  and  forms 
the  upper  part  of  the  outer  margin 
of  the  meatus  auditorius  externus. 
Many  anatomists  describe  the 
posterior  part  of  this  line  as  in- 
dicating the  junction  between  the 
squama  and  the  mastoid  process, 
but  this  has  already  been  shown 
to  be  quite  incorrect.  Both  above 
and  below  that  part  of  the  tem- 
poral line  which  assists  in  forming 
the  external  auditory  meatus,  many 
small  nutrient  foramina  are  seen, 
into  which  connective  tissue  and 
small  blood-vessels  pass. 

(A)  Growth  of  the  tympanic 
ring, — Simultaneously  with  the 
•development  of  the  horizontal 
part  of  the  squama,  the  tym- 
panic ring  grows  backwards, 
upwards,  and  outwards,  and 
is  thus  transformed  into  a 
bony  furrow.  This  constitutes 
the  tympanic  part  (pars  tym- 
panica)  of  the  temporal  bone  of  the  adult.  Regarding  the  development 
of  the  t3anpanic  portion   from    the  tympanic  ring,  many  different  views 


S,  Squama ;  M,  mastoid  portion  ;  z,  zygomatic  pro- 
cess;/:, foramen  caroticum;  aG,  external  auditory 
canal :  the  tympanic  portion,  ai,  at'j  at",  has  so  far 
developed  that  only  the  anterior  wall  of  the  audi- 
tory canal  appears  imperfect.  It  will  be  readily 
seen  how  Huschkes  foramen  can  easily  persist  in  the 
anterior  wall. 
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are  maintained.  Kdlliker  holds  that  the  tympanic  portion  is  developed 
from  the  tympanic  ring ;  while  Trdltsch  and  others  maintain  that  at 
birth  the  tympanic  ring  is  united  to  the  cartilaginous  part  of  the  auditory 
canal  by  a  membranous  structure,  which  subsequently  ossifies  and  forms 
the  tympanic  portion.  B6ke^  on  the  other  hand,  declares  that  up  till 
the  first  year  of  life  a  cartilage  exists  where  bone  is  subsequently  met 
with,  and  that  this  cartilage  undergoes  ossification.  He  found  that  at 
the  third  year,  the  cartilaginous  material  was  almost  quite  replaced  by 
bone,  only  a  small  unossified  gap  existing  at  its  inner  extremity,  which 
is  also  found  in  the  temporal  bone  at  the  age  of  ten  years. 

The  results  of  the  author's  investigations  seem  to  show  that  in  the 
foetus,  and  also  in  the  newly  born    child,  a  tolerably  firm    membranous 

Fig.  13. 

Temporal  bone  of  adult.     The  under  surface  of  the  petrous  portion  is  also  seen. 
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s,  Processus  zygomaticus ;  aG,  external  auditory  canal ;  W^  mastoid  process ;  gtt^  glenoid 
cavity  for  lower  jaw ;  fG,  fissura  Glaseri ;  /,  foramen  in  the  anterior  wall  of  the  external  audi- 
tory canal;  //,  entrance  to  the  canal  for  the  tensor  tympani;  te,  entrance  to  the  bony  part  of 
the  tuba  Eustachii ;  cc^  termination  of  canalis  caroticus  ;  ec,  entrance  to  can.  carot. ;  ac,  openin^^: 
of  aquaeductus  cochleae;  fj\  fossa  jugularis;  ps,  remains  of  processus  styloideus  ;  /sw,  foramen 
stylo-mastoideum. 

Structure  exists  between  the  tympanic  ring  and  the  cartilaginous Ipart  of 
the  auditory  canal.  [This  view  is  confirmed  by  Symington  ■^  who^has  named 
it  the  membranous  tympanic  plate.']  The  remains  of  this  membrane  persist 
as  the  ligamentous  structures  which  unite  the  bony  with  the  cartilaginous 
part  of  the  fully  developed  auditory  canal.  The  growth  of  the  tympanic 
ring  takes  place  backwards,  upwards,  and  outwards,  and  is  chiefly  from 


•  Dr.Juhus  Bake,  "Der  Meatus  auditorius  externus  in  Allgemeinen  und  die  VerknOche- 
rung  dcr  vordcren  und  untcren  Wand  desselben  im  Besonderen,"  Virch.  Arch.,  29  Bd.,  p.  472  ff. 
-  The  Topographical  Anatomy  of  the  Child,  Edinburgh,  1887,  P-  4^. 
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the  outer  lip  of  the  sulcus  tympanicus.  The  formation  of  new  bone  does 
not  proceed  uniformly  along  its  whole  margin  ;  and  hence,  as  development 
proceeds,  irregular  outgrowths  may  be  observed.  These  by  their  further 
enlargement  fuse  with  each  other,  and  so  convert  the  tympanic  ring  into 
that  osseous  canal  which  constitutes  the  future  tympanic  portion. 

On  examining  the  temporal  bone  of  a  child  at  the  end  of  its  first  year, 
there  are  found,  both  on  the  anterior-superior  and  posterior-inferior  parts 
of  the  tympanic  ring,  small  rods  of  bone,  which,  as  development  proceeds, 
come  to  touch  each  other  and  coalesce.  The  remaining  part  of  the  bone 
has  not  yet  developed  to  the  same  extent,  and  thus  it  happens  that  about 


Fig.  14. 
Temporal  bone  of  adult  seen  from  the  outer  side. 


fms'  fsm      a  v 

aG,  External  auditory  canal ;  fms,  fms\  fissura  mastoideo-squamosa ;  fsm^  foramen  stylo- 
mastoideum ;  a,  outer  margin  of  the  external  auditory  canal ;  v^  anterior  wall  of  the  external 
auditory  canal,  above  which  the  fissura  Glaseri  is  seen. 

the  end  of  the  second  year  a  foramen  is  found  in  the  tympanic  portion, 
situated  internally  to  its  united  anterior  and  posterior  parts.  This  foramen 
— to  which  Huschke  first  directed  attention  (Fig.  13,  /) — is  only  filled  later 
in  life  with  osseous  material,  and  not  infrequently  persists  as  a  distinct 
hole.  The  new  bony  formation,  which  is  developed  at  the  anterior  and 
posterior  parts  of  the  annulus  tympanicus,  and  which  maintains  a  curved 
direction,  having  its  concavity  towards  the  lumen  of  the  auditory  canal, 
grows  also  in  length.  The  superior  extremities  of  the  tympanic  ring, 
which  after  birth  become  united  with  the  squama,  still  grow  outwards, 
so  that  the  horizontal  portion  of  the  squama  comes  to  assume  more  and 
more  its  proper  direction  ;  and  approaching,  both  in  front  and  behind, 
the  outward-growing  tympanic  ring,  coalesces  more  or  less  closely  wuth  it, 
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and  thus  there  result  the  ^ss?/r«fF  tympanko-squamosa*^  anterior  zx\d  posterior. 
As  a  rule^  the  outer  part  of  the  tympanic  portion  is  the  thicker,  while  the 
part  between  its  outer  and  inner  extremities  is  thin  even  to  transparency^ 
if,  as  already  mentioned,  it  is  not  entirely  deficient. 

Biirkner,^  who  examined  a  large  number  of  temporal  bones  of  different  age 
and  different  races»  is  of  the  opinion  that  after  the  fifth  year  the  gaps  or  foramina^ 
in  the  pars  tympanica  occur  much  less  frequently.     He  also  found  that  they  existed 
oftener  in  females  (41*1  per  cent,)  than  in  males  (17*3  per  cent.).      He  could  not 
determine  as  to  their  frequency  of  occurrence  in  different  races. 

As  a  result  of  the  further  development  of  the  squamous  portion  and  of 
the  tympanic  ring,  the  fissura  tyinpanico-squaniosa,  anterior  and  posterior, 

Fig,  15. 
Temporal  bone  of  an  adult,  viewed  from  tlie  inner  surface. 
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J,  Sulc.  art.  l^cnill^^  mcd,  ; />s,  lisstira  pttro  squamosa  ;  >,  jugym  pyr. ;  sif,  sulcus  liig- 
moidcus;  rtr,  ai]iiardurtiis  vcistibuli  r  r,  superior  opening  of  the  canaiis  pctro-mastoideus 
(Voltolini) ;  ««;  meatus  audituriuh  internum  ;  h,  hint  us  canaiis  Fallopii. 


become  elongated,  so  that  in  the  adult  bone  the  former  makes  a  more  ot; 
less  obtuse  aiiglL-  with  the  fissma  Chtseri  ;  while  the  latter  runs  somewhat"" 
obliquely  dowjuvards  and  imtwardu^  in  front  of  the  mastoid  process,  to  the 
tmder  surface  of  the  petrous  bone. 

At  the  lower  inarRiii  of  the  perpendicular  portion  of  the  squama, 
immediately  above  tfie  opcnini^'  nf  the  external  auditory  canal,  there  is 
often  found  a  small   hnri/ontal   crcit  of   bone,  the  spina  supra  meatuftt, 


r^^    '  r  ?5**'^  '^''  fi'Ttnalf  n  tind  {^AtholojrJtchcti  Anatomic  dcB  Ccliftrorgancs/ 
Ohrcnhetlkunde.  xui.  Bd.,  S.  j6j,  und  «lv,  lid,,  S.  1  jti. 
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above  which  is  seen  a  small  fossa.  According  to  Kiesseldach,^  it  occurs 
only  in  27  per  cent,  of  adult  temporal  bones,  and  is  never  developed  in 
later  years,  unless  a  rudiment  of  it  exists  in  early  life. 

When  present  it  is  of  importance  in  connection  with  the  operation  of 
making  an  artificial  opening  into  the  mastoid  process.  The  author  has,  in 
his  collection,  the  temporal  bone  of  an  adult  where,  instead  of  the  spina 
supra  meatum,  a  foramen  exists,  having  a  diameter  of  1*5  tnm,,  and  leading 
into  the  mastoid  cells. 

(r)  Dt'vtiofjinait  of  the  mastoid  poiiion, — The  earliest  indication  of  the 
future  mastoid  process  is  seen  about  the  end  of  the  first  year,  when 
the  union  of  the  squamous  and  tympanic  portions  has  advanced  a  certain 
stage. 

It  is  developed  at  the  anterior-inferior  part  of  the  fissura  mastoideo- 
squamosa,  and  is  derived,  not  merely  from  the  pars  mastoidea,  but  also 
from  the  posterior-inferior  process  of  the  outer  plate  of  the  horizontal  part 
of  the  squama.  Hence  the  mastoid  process  { processus  mastoidcus  s.  mam^ 
miilarts)  is  not  derived  from  one  section  only  of  the  temporal  bone,  as 
was  formerly  generally  supposed,  but  is  an  outgrowth  resulting  from  the 
further  development  of  two  pieces  of  the  os  temporum.  As  an  indication  of 
this,  theyf^swm  mastoideo-squamosa  is  found  in  the  adult  temporal  bone, 
either  as  a  complete  fissure  running  in  a  more  or  less  zigzag  manner  from 
behind  and  above,  downwards  and  forwards,  or  as  a  series  of  small  linear 
clefts  or  foramina,  the  arrangement  of  which  betrays  their  origin  ;  or  if 
these  are  quite  closed,  the  position  of  the  fissure  is  indicated  by  an 
iiTegular  line  which  separates  the  smooth  antero-superior  portion,  derived 
from  the  squama,  from  the  rough  postero-inferior  true  mastoid  portion,* 
According  to  Kiesselbach  (i.c.\  the  fissure  is  quite  open  in  3  per  cent,  of 
the  bones  examined. 

The  author  first  called  attention  to  the  existence  of  the  fissura  mastoideo- 
Hiluamosa,  and  tlie  remnant  of  it  in  the  adult,  as  well  as  to  its  great  importance 
in  practice.  A,  Folitzer  disputes  this*  and  quotes  Dii  Verney  as  having  first 
described  it.  In  order  to  settle  the  question,  it  will  be  sufficient  merely  to  quote  a 
passage  from  Du  Verney  s  work.  In  his  "  Tractatus  de  Organo  AuditCis/'  Norim- 
bergae^  1684.  he  shows,  in  a  drawing,  the  position  where,  in  the  infantile  temporal 
bone,  the  fissure  existed  between  the  squama  and  petrous  bone*  In  explanation  he 
says,  •*  Dms^  autem  ist«e  partes  ossea?  perfecte  uniuntur  in  adultis."  From  this  it 
is  clear  that  Du  Verney  had  no  knowledge  of  the  fissure  in  the  adult» 

Kirchner^^  who  examined  the  skulls  of  thirty  children  and  three  hundred  adults, 
found  this  fissure  existing  either  perfectly  or  partially  in  most  cases^  and  indeed  on 


'  W.  Kitihtlhack^  '*  Beitrag  zur  nonnalcn  und  pathologischen  Anatomic  des  Schlafenheinea 
mit  besondcrer  RQcksicht  auf  das  kindliche  SchUfenbein/*  Archlv  fQr  Ohrenheitkunde,  XV, 
Bd.,  4.  Heft. 

*  Jos.  Grubfr,  "  Bcitrage  2ur  Anatomic  dcs  Schlflfenbcincs  in  ihrer  Anwendungcn  auf  die 
praktischc  Obrcnheilkunde."     Wientr  medicinische  Wochcnachrift,  1867. 

•  **  L*ct>er  das  Vorkomincn  dcr  Fissura  mastoideo'Squamosa  und  deren  praktiscbc 
Bedeutung."    Archiv  fQr  Ohrenheilkundc,  %\\;  Bd.,  S.  190. 
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both  sides.  If  it  is  ttnilateral,  then  it  occurs  more  frequently  on  the  left  side.  Sex 
and  age  showed  no  difference.  It  was  present  in  the  skull  of  a  person  who  died 
aged  eighty-three.  In  skulls  with  a  well-marked  fissura  mastoideo-squamosaj  the 
thickness  from  without  inwards  of  the  mastoid  process  is  found  to  be  less  in 
proportion  to  its  breadth  and  height. 

The  mastoid  process  in  the  adult  temporal  bone  has  the  form  of  a  cone 
somewhat  flattened  from  without  towards,  and  having  its  apex  directed 
downwards,  the  outer  surface  being  more  arched  than  the  inner.  Its 
median  surface  presents  a  deep  groove  {iiicisurn  tnasloidea)^  which  gives 
attachment  to  the  posterior  belly  of  the  m.  digastricus. 

The  inner  margin  of  this  groove  sometimes  forms  a  prominent  crest 

Fig,  1 6.  Fig.   17,  Fig.  18. 

Section  through  the  mastoid     Section  through  the  mastoid     Section  of  the   mastoid  por- 
portion  at  birth.  portion    of   a    child    aged         tion  of  a  boy  aged   three 

two   years.  years. 
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Tf  Tegmcn  tympani  (postc-         S,    Squama ;    Am,  antrum         oF,    tapper  surface   of  the 
rior  part);   iF,  inner  surface      maatoideum  ;    Pm,   processus     m  a.s  to  id  portion ;  Ff«,  proces- 


of  the  mastoid  portion  ;  S«i, 
Antrum  mastuideum, 


mast,  (The  antrum  mastoi-  sua  mast.; /ii^  incisura  mast.; 
deum  is  surrounded  intern*  iF,  inner  surface.  (The  cells 
ally  and  below  by  diplo^tic  of  the  mastoid  process,  as 
osseous  tissue.)  well  as  the  process  itself,  are 

more  distinctly  developed.) 

of  bone^  running  downwards,  parallel  to  the  mastoid  process.^  Internal 
to  this  crest  is  seen  the  groove  for  the  art.  occipitalis  {sulms  art, 
oca  fit  (a  it's). 

The  outer  surface  of  the  mastoid  process  is  rotigh,  especially  posteriorly, 
and  exhibits  many  small  vascular  apertures.  It  betrays  also  the  internal  cellular 
structure,  since  its  outer  wall  is  frequently  very  thin,  and  may  in  exceptional 
cases  be  atrophied  at  different  points,  so  that  the  air-cells  in  its  interior  open 
out^'ards  on  to  the  surface  of  the  bone.  Through  such  openings  one  can 
reach,  not  only  the  nr^istoid  cells,  but  also  the  tympanic  cavity,  and  even 
beyond  tt. 

*  The  mmatoid  proecwi  b  oJtcii  i^-pii rated  intn  two  processes  by  a  deep  furrow  passing 
aCTDM  it  from  before  backwards. 


ji  ^^ 
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Fig.  23. 
Section  through  an  entirely  di- 
ploCtic  mastoid  process  of  a 
man  aged  thirty. 


From  this  mode  of  development,  it  is  evident  that  the  air-cells  are 
arranged  in  two  sets — a  median^  next  the  cranial  cavity,  and  a  lateral^ 
in  the  mastoid  process  proper.  Coincident  with  the  development  of 
the  mesially-placed  cellular  spaces,  there  is  a  gradual  thinning  of  the 
wall  of  bone  which  separates  them  from  the  sinus  sigmoideus.  The 
furrow  on  the  inner  surface  of  the  mastoid  portion  for  the  sinus 
sigmoideus  becomes  much  more  distinctly  marked  than  in  the  temporal 
bone  of  the  child,  and  the  permanent  tissue  of  the  mastoid  portion 
becomes  more  compact,  although  still  showing  numerous  foramina  for 
connective  tissue  and  blood-vessels,  which  pass  from  both  its  outer  and 
inner  surfaces  into  its  interior. 

[Although  these  air-cells  are  mainly  located  in  the  mastoid  process,  yet,  in  the 
adult,  they  are  not  confined  to  it.  They  extend  forwards  over  the  roof  of  the 
external  auditory  meatus,  upwards  for  a  short  distance  into  the  squama,  and 
inwards  towards  the  temporo-occipital  suture,  where  in  some  few  cases— 3  out  of 

600  {Hyrfl,  quoted  by  Schivalbe,  "Anatomie  der 
Sinnesorgane ") — they  may  even  invade  the  pars 
jugularis  of  the  occipital  bone.] 

Dr,  Giovanni  Zoja,  of  Pavia,  made  the  pro- 
cessus mastoideus  and  its  cells  the  object  of  careful 
study.'  Having  examined  sixty-eight  recent  and  one 
hundred  dried  skulls,  he  shows  that  if  a  line  be  taken 
from  the  centre  of  the  incisura  mastoidea  to  the  apex 
of  the  process  to  represent  the  height,  a  horizontal 
line  from  the  centre  of  this  incisura  to  the  outer  sur- 
face of  the  mastoid  process  as  the  thickness,  and  a 
horizontal  line,  crossing  the  last,  from  the  antenor 
to  the  posterior  margin  of  the  process  as  the  breadth, 
the  height  =  12  mm,,  the  thickness  =  i^mm.,  and 
the  breadth  =  19  fnm. ;  and  further,  that  in  female 
skulls  the  measurements  are  about  i  mm,  less  than 
in  male  skulls.  Velpeaus  view,  that  the  proc.  mas- 
toideus is  more  largely  developed  in  old  age,  is  not  confirmed  by  Zoja.  The 
average  thickness  of  the  lamella  of  bone  covering  the  mastoid  cells  externally  is 
from  I  to  2  mm. 

The  cells  are  sometimes  so  large  that  occasionally  only  a  single  cell  or  cavitas 
mastoidea  is  found.  Out  of  the  sixty-eight  cases  examined,  this  was  seen  once  on 
both  sides,  and  once  unilaterally.  The  cells  in  the  centre  are  usually  the  largest, 
and  communicate  with  each  other,  unless  closed  by  the  lining  membrane.  In 
several  cases  they  were  limited  to  the  base  of  the  mastoid  process,  but  sometimes 
they  were  found  extending  to  the  side  of  the  cranium,  or  even  to  the  centre  of  the 
petrous  bone.  According  to  ZoJa,  many  of  the  recorded  cases  appear  to  indicate 
that  the  development  of  the  cellular  spaces  follows  a  definite  system.  They  become 
gradually  larger,  are  lined  by  a  special  membrane,  and  filled  by  a  gelatinous  mass 
which  gradually  becomes  serous,  and  is  absorbed  either  directly  by  the  vessels  of  the 
cellular  spaces  or  after  having  passed  into  the  tympanum. 

Zuckerkafidl^  found  that   in   one   hundred  temporal   bones   taken  from  fifty 

'  "Der  Processus  mastoideus  und  dessen  Zcllen,"  Ann.  univers.  clxxxviii.,  p.  241 
Maggio,  1864. 

«  "  Monatsschrift  ftir  Ohrcnheilkunde,"  xiii.  Bd.,  1879. 
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cadavera,  the  mastoid  process  was  pneumatic  in  36*8  per  cent.,  entirely  diplo^tic  in 
20  per  cent.,  and  partly  diploetic  in  42*8  per  cent. 

In  order  to  represent  clearly  the  important  differences  both  as  to  the  size  and 
the  arrangement  of  the  cells,  the  author  has  given  in  Figs.  16-23  drawings  of  sections 
of  some  mastoid  processes.  The  number  of  variations  which  exist  is  enormous, 
and  no  positive  conclusion  can  be  formed  as  to  its  internal  structure,  either  from 
external  inspection,  palpation,  or  percussion. 

[The  Antrum  Mastoideum — a  cavity  of  very  considerable  importance  to  the  aural 
surgeon — does  not  receive,  at  the  hands  of  English  anatomical  authors,  the  attention 
it  deserves.  Thus  Holden  (*' Human  Osteology,"  7th  ed.,  edited  by  Stewart  and 
Reid)  dismisses  it  in  the  following  sentence  :  "  The  mastoid  cells  as  a  whole  are 
sometimes  termed  the  mastoid  antrum."  In  Quain^s  **  Anatomy"  (loth  ed., 
vol.  ii.,  pt.  i.,  p.  75)  it  is  merely  described  as  "  an  air  space,  continued  backwards 
from  the  tympanum  in  the  foetal  bone,  from  which  the  mastoid  cells  subsequently 
grow  out."  Macalister  (**  Text-book  of  Human  Anatomy,"  1889,  p.  222),  however, 
describes  it  as  a  ragged  passage  by  means  of  which  the  antero-superior  group  of 
mastoid  cells  communicates  with  the  back  of  the  tympanic  cavity.  No  other  English 
anatomical  text-book,  so  far  as  I  am  aware,  indicates  its  existence.  On  the  other 
hand,  Albert  H.  Buck  (**  Diseases  of  the  Ear,"  1881)  and  Sutton  {he,  cit.)  make 
reference  to  it,  while  Symington  (pp,  cit.)  describes  it  somewhat  more  fully. 
Although  it  has  frequently  been  referred  to  in  the  foregoing  text  in  connection 
with  the  description  of  the  different  parts  of  the  temporal  bone,  yet,  in  view  of  the 
fact  that  the  operation  of  draining  it  is  now  a  well-recognised  proceeding  in  cases 
of  suppurative  disease  of  the  middle  ear,  it  may  be  well  to  summarise  here  its  chief 
anatomical  relations. 

On  examining  the  temporal  bone  of  an  infant,  in  which  the  ossicles  are  present, 
it  is  seen  that,  while  the  stapes,  the  handle  of  the  malleus,  and  the  long  process  of 
the  incus  occupy  the  tympanic  cavity  proper,  the  upper  half  of  the  malleus  and  the 
greater  part  of  the  incus  lie  in  a  depression  above  and  behind  the  true  tympanic 
cavity.  This  depression  is  called  the  recessus  epitympanicus — aditus  ad  antrum 
{Bezold),  cavum  tympanicum  super ius  {Joseph).  On  antero-posterior  section  it 
is  seen  to  be  bounded  by  three  walls — a  superior,  formed  mainly  by  the  tegmen 
tympani ;  an  external,  by  the  outer  plate  of  the  horizontal  part  of  the  squama  ;  and 
an  internal,  by  that  portion  of  the  petro-mastoid  which  corresponds  with  the  ampul- 
lary  extremities  of  the  superior  (anterior)  and  external  semicircular  canals.  Its 
outer  and  inner  walls  converge  towards  the  tympanum,  so  as  to  give  it  a  triangular 
appearance  on  transverse  section.  Anteriorly  it  communicates  with  the  tympanic 
cavity,  while  posteriorly  it  opens  without  constriction  by  means  of  its  triangular 
orifice  into  the  mastoid  antrum. 

The  antrum  mastoideum  {antrum  Valsalvts,  sinuositas  mastoideus)  may  be 
defined  as  the  single  air-cell  which  is  found  in  the  pars  mastoidea  of  the  infant, 
and  which  forms,  in  the  adult,  the  communication  between  the  mastoid  cells  and 
the  tympanic  cavity  (recessus  epitympanicus).  In  the  infant  it  is  somewhat  oval  in 
shape,  and  of  sufficient  size  to  hold  a  small  pea — measuring,  according  to  Politzer 
{op,  cit,),  9- 1 1  mm.  in  its  long  diameter  and  7-9  tnm.  in  height.  Its  roof  is  formed 
by  the  outer  margin  of  the  tegmen  tympani  overlapping  the  inner  plate  of  the 
horizontal  part  of  the  squama,  and  consists  of  a  thin  layer  of  bone  somewhat  arched 
towards  the  cranial  cavity.  It  lies  immediately  outside  the  jugum  pyramidale,  and 
is  continuous  in  front  with  the  roof  of  the  epitympanum.  Externally  it  is  closed  by 
the  junction  of  the  thin  outer  plate  of  the  squama  with  the  pars  mastoidea,  while  its 
floor  and  inner  wall,  slightly  concave  towards  the  cavity,  are  formed  by  the  petro- 
mastoid.  Anteriorly  the  floor  turns  suddenly  downwards  and  forms  almost  a  right 
angle  with  the  posterior  wall  of  the  tympanic  cavity.  At  this  angle  there  is  a 
depression  (/ossa  incudis),  in  which  the  short  process  of  the  incus  is  lodged. 
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Towards  the  end  of  the  first  year,  the  mastoid  process  begins  to  be  developed^ 
as  Symington  {pp.  cit)  has  shown,  by  a  continuous  deposition  of  new  bone  from  the 
periosteum  covering  it,  so  that  the  outer  and  lower  walls  of  the  antrum  become 
gradually  thicker.  At  birth  it  is  only  from  i  to  2  mm,  in  thickness  ;  at  the  age  of  five, 
it  has  increased  to  about  6  mm. ;  while  at  the  ninth  year  it  reaches  nearly  10  mm. 
Should  suppuration  therefore  occur  in  the  antrum,  the  pus  will  find  its  way  outwards 
more  readily  through  the  thin  external  wall  of  the  infant  than  through  the  somewhat 
thicker  wall  of  the  child.  The  new  bone  thus  formed  is  at  first  finely  cancellous, 
and  subsequently  undergoes  a  process  of  absorption  by  which  it  is  converted  into 
a  number  of  air-cells.  These  may  be  developed  some  time  before  puberty  (see 
Fig.  18,  where  they  are  already  well  marked  at  the  age  of  three  years  ;  also  a  figure 
by  Buck  {pp.  cit.,  p.  297),  in  which  they  are  represented  as  well  developed  about  the 
age  of  five) ;  but  in  the  majority  of  cases  their  chief  development  probably  takes 
place  before  puberty. 

In  the  adult  temporal  bone  the  antrum  is  rarely  absent.  A  mbrose  Birmingham,^ 
who  examined  a  hundred  adult  skulls,  with  a  view  to  determining  the  relations  of  the 
mastoid  antrum  and  lateral  sinus  to  the  surface  of  the  skull,  found  it  absent  in  one 
case  only — that  of  a  solid  mastoid.  Its  relations  to  the  tympanic  cavity  and  to  the 
mastoid  cells  are  best  studied  by  making  a  section  of  the  temporal  bone,  parallel  to 
the  petrosa,  in  the  plane  of  the  bony  Eustachian  tube,  curving  the  incision  outwards, 
after  it  has  passed  through  the  tympanic  cavity,  so  as  to  divide  the  mastoid  process 
into  two  nearly  equal  halves.  If  the  inner  wall  of  such  a  section  be  examined,  the 
antrum  will  be  easily  recognised  as  an  irregularly  ovoid  cavity  passing  downwards, 
backwards,  and  outwards  from  the  recessus  epitympanicus,  and  readily  distinguished 
from  the  latter  by  the  cellular  nature  of  its  walls.  It  also  extends  inwards  for  some 
distance  above  and  behind  the  external  semicircular  canal.  Its  size  varies  with  the 
condition  of  the  mastoid  cells ;  where  these  are  large  and  irregular,  the  dimensions 
of  the  antrum  are  correspondingly  increased.  Its  average  length  is  from  12  to  15 
mm.  ;  its  height  from  8  to  10  mm. ;  and  its  width  about  7  m?n.  Its  roof  varies  con- 
siderably in  different  specimens  ;  sometimes  it  is  barely  i  mm.  in  thickness,  and  in 
the  macerated  bone  may  even  be  perforated.  Biirkner  (quoted  by  Sch7valbe,  op, 
cit.,  p.  473)  found  this  to  be  the  case  in  167  out  of  765  skulls  examined— the  dehiscence 
being  generally  found  over  the  recessus  epitympanicus  or  the  antrum  mastoideum. 
In  other  cases  it  may  measure  as  much  as  3  mm.,  and  then  generally  contains  a 
number  of  small  air-cells.  Birmingham  {loc.  cit.)  found  that  the  height  of  the  roof 
(measuring  to  a  point  some  little  distance  internal  to  the  squama)  averaged  from 
i  to  i  inch. (3-6  mm.)  above  the  upper  margin  of  the  bony  external  meatus— the 
extremes  being  j\  inch  (1*5  mm.)  in  2  per  cent.,  and  g  inch  (9  mm.)  in  16  per  cent, 
of  the  specimens  examined. 

As  for  the  relation  of  the  antrum  to  the  surface  of  the  skull,  Schwalbe  {op.  cit.) 
gives,  as  the  best  guide  for  determining  its  position,  the  spina  supra  meatum 
or  the  depression  immediately  above  it.  A  drill  sent  straight  in  here  reaches 
the  posterior  part  of  the  antrum  at  a  depth  of  about  6  mm,  from  the  surface. 
The  spina  supra  meatum  has  however  been  shown  by  /.uckerhandl  to  be 
present  only  in  2-]  per  cent,  of  adult  temporal  bones.  Buck  {op.  cit.,  p.  368) 
recommends  that  **  the  drill  should  be  applied  at  a  point  a  quarter  of  an  inch 
distant  from  the  canal  and  a  little  below  the  level  of  its  upper  wall.  The  instrument 
should  then  be  rotated  in  a  direction  inwards,  forwards,  and  a  little  upwards,  that 
is,  nearly  parallel  with  the  canal."  Birmingham  suggests  a  point  immediately 
behind  the  posterior  margin  of  the  meatus,  and  immediately  below  a  line  prolonged 
backwards  from  its  upper  margin.     '*  A  fine  drill  (say  i\,  inch),  passed  horizontally 


•  Dublin  Journal  of  Medical  Science,"  February,  1891. 
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and  transversely  inwards  at  this  point,  will  either  enter  the  antrum  or  the  air-cell? 
immediately  behind  it/*  The  point,  he  says,  miijht  be  shifted  y\  inch  {z  mm,\ 
higher,  but  for  the  fact  that  in  some  few  cases  an  aperture  made  here  would  open 
into  the  cranial  cavity,  I'he  trephine  or  drill  should  never  be  forced  beyond  a 
distance  of  %  inch  (18  mm.)  into  the  bone,  otherwise  the  labyrinth  may  be  injured.] 


Larg^er  Canals  and  Cavities  in  the  Temporal  Bone. 

A  glance  at  the  temporal  bone  shows  that  it  is  traversed  not  only  by 
the  canals  already  described,  but  by  others^  both  large  and  small  ;  while 
some  are  contained  in  it,  the  presence  of  which  is  partly  indicated  by  the 
external  configuration  of  the  bone.  Without  mentioning  the  smaller  canals 
alluded  to  in  the  description  of  the  individual  parts  of  the  temporal  bone, 
the  following  are  of  the  greatest  importance  to  us  :  viz.,  the  canalis  musculo^ 
tubarius\  the  canalis  caroticus  ;  the  amalis  Faihpii;  and  lastly^  the  meatus 
auiiitonus  extent  us  and  uitenms. 

The  cavities  of  the  temporal  bone  are  situated  chiefly  in  the  petrous 
and  mastoid  portions,  and  may  be  divided  into  two  sets  ;  one  belonging  to 
the  middle,  the  other  to  the  inner  ear. 


I.  Canalis  Musmlo^tubamts. 

It  has  already  been  described  how  this  is  formed,  and  that  it  is 
divided  by  a  plate  of  bone  into  two  parallel  canals,  the  one  being  placed 
above  the  other.  The  lower  and  larger  one  forms  the  osseous  part  of  (he 
tuba  Eustaiiiii ;  the  upper,  the  caf talis  s,  semi-eaf/a/is  tepfsoris  tympani. 
The  canal  for  the  tuba  Eustachii  has  the  form  of  a  blunt  cone,  its 
summit  being  directed  towards  the  apex  of  the  petrous  bone,  and  its  base 
towards  the  tympanic  cavity  ;  so  that  the  osseous  part  of  the  tube  widens 
out  as  it  approaches  the  tympanum,  through  the  anterior  wall  of  which 
it  opens. 

The  t^emi-canal  for  the  muse,  tensor,  tympani  reaches  farther  into 
the  tympanic  cavity  than  the  tuba  Eustachii,  since  the  septum  can. 
rausc.-tub.  projects  backwards  a  short  distance  on  the  inner  wall  of  the 
tympanum.  This  septum,  which  separates  the  two  canals,  rarely  reaches 
the  outer  wall  of  the  canal  (the  tympanic  ring)  in  the  infant  ;  and  some- 
times this  condition  persists  in  the  adult ;  although,  as  a  rule,  the  septum 
is  then  complete. 

In  the  recent  bone  the  two  canals  are,  however,  completely  separated 
along  their  whole  course,  since  the  deficiency  in  the  bony  septum  is  made 
good  by  membrane.  In  the  macerated  bone  the  entrance  to  the  canalis 
musculo-tubarius  is  to  be  found  in  the  angle  formed  by  the  junction  of 
the  anterior  margin  of  the  squama  with  the  petrous  portion  (Fig.  13^ 
near  te). 
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2.  Canalis  Caroticus, 

The  canal  for  the  transmission  of  the  art.  carotis  interna  through  the 
petrous  bone  begins  on  its  inferior  surface,  and  ascends  in  the  form  of  a 
well-marked  arch  towards  its  apex  (Fig.  24). 

In  taking  this  curved  direction  it  pushes  the  fundus  tympani  towards 
the  tympanic  cavity,  so  that  it  forms  its  anterior  wall,  which  is  imperfect 
superiorly.  The  large  internal  opening  of  the  canal  is  found  at  the  apex 
of  the  petrous  bone,  and  varies  in  size ;  so  that  the  art.  carotis,  on  its 
entrance  into  the  cranial  cavity,  is  immediately  covered  by  an  expansion 
from  the  dura  mater,  differing  in  size  in  different  cases.  The  tympanic 
cavity  is  separated  only  by  a  thin  plate  of  bone  from  the  art.  carotis; 
while  a  similar  lamella  intervenes  between  the  artery  and  the  osseous  part 

Fig.  24. 
View  of  the  anterior  surface  of  the  petrous  bone  united  with  the  mastoid. 
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sctf  Scmican.  pro  m.  tens.  tymp. ;  //,  apcrt.  spur.  can.  Fallop. ;  p^  promontorium  ;  /o,  foram. 
ovale;  cF,  can.  Fallop.  (at  this  spot  artificially  opened);  //,  continuation  of  tegmen  tym- 
pani ;  rp,  eminentia  pyramidalis ;  jt'5,  mastoid  cells ;  /sm,  for.  stylo-mastoideum ;  ch,  can. 
pro  chorda  tymp. ;  fr,  for.  rotund. ;  //,  fundus  tympani ;  tE,  tuba  Eustachii ;  cc,  canalis 
caroticus ;  .s7,  septum  can.  musculo-tubarii  (a  bristle  has  been  passed  through  the  small  canal 
found  in  this  septum,  and  another  through  the  canalis  Fallop.). 

of  the  tuba  Eustachii,  which  runs  for  a  short  distance  in  the  same  direction 
as  the  vessel. 

The  posterior  wall  of  the  canalis  caroticus  is  pierced  by  numerous 
small  foramina,  which  bring  it  into  communication  with  the  tympanic 
cavity,  and  through  which  pass  many  small  vessels  from  the  carotis 
{L(wgrr),  and  small  nervous  filaments  from  the  plexus  sympatheticus  on 
the  carotis  to  the  mucous  membrane  of  the  tympanic  cavity. 

3.  Canalis  Fallopii, 

The  Canalis  Fallopii^  through  which  the  nervus  facialis  passes,  begins 
at  the  anterior-superior  depression  in  the  bottom  of  the  internal  auditory 
canal,  and  ends  at  the  stylo-mastoid  foramen.     Between  its  two  extremities 
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the  canal  makes  two  angular  curvatures.  The  first  or  oblique  portion 
extends  across  the  long  axis  of  the  petrous  bone  as  far  as  the  accessory 
opening  (Fig.  24,  /j,  apertura  spuria  canalis  Fallopii\  situated  on  the  upper 
surface  of  the  petrous  bone.  At  this  point  it  turns  abruptly  backwards,  so 
as  to  form  a  well-marked  angle  (the  anterior  knee).  The  second  or  horizontal 
portion  extends  backwards  a  short  distance  above  the  fenestra  ovalis,  and 
almost  parallel  with  the  long  axis  of  the  petrous  bone.  Lastly,  it  passes 
in  an  easy  curve  (the  posterior  knee)  downwards,  to  form  the  third  or  vertical 
portion^  which  ends  at  the  stylo- mastoid  foramen.  In  the  horizontal  part 
there  is  a  small  opening  for  the  transmission  of  the  nerve  to  the  stapedius, 
while  near  to  the  stylo-mastoid  foramen  there  is  a  second  aperture,  leading 
to  a  small  canal,  which  curves  upwards,  at  an  acute  angle,  through  the 
substance  of  the  petrous  bone,  and  which  perforates  the  posterior  wall  of 
the  tympanic  cavity.  This  is  for  the  passage  of  the  chorda  tympani,  a 
branch  of  the  nervus  facialis. 

In  the  horizontal  portion  of  the  canal  there  is  a  small  opening  for 
communication  with  the  canalis  tympanicus. 

According  to  Henle,^  there  "almost  constantly*'  exists  an  oval  opening  in 
the  horizontal  part  of  the  canalis  Fallopii,  which  is  closed  merely  by  membrane. 
Every  one  who  has  made  the  anatomy  of  the  temporal  bone  a  special  study 
recognises  the  occurrence  of  this  foramen,  but  it  is  by  no  means  so  frequently 
present  that  one  can  say  it  is  **  almost  constant." 

If,  as  ROdinger  says,  the  canalis  Fallopii  is  developed  from  a  semi-canal 
which  is  originally  open  towards  the  tympanic  cavity,  and  which  subsequently 
becomes  closed  into  an  osseous  canal,  then  such  an  aperture  must  be  considered 
as  an  arrest  of  development. 

That  it  may  be  of  pathological  importance  is  obvious. 

4.    Osseous  Portion  of  the  External  Auditory   Canal  {Meatus   Auditorius 

Extemus  Osseus). 

We  have  already  seen  that  at  birth  the  external  auditory  canal  is 
formed  in  front,  behind,  and  below  by  the  tympanic  ring ;  and  superiorly 
by  the  outer  plate  of  the  horizontal  part  of  the  squama.  Its  measurement 
at  birth  from  without  inwards  is  necessarily  very  short,  but  when  the  tym- 
panic portion  subsequently  becomes  fully  developed,  and  the  horizontal  part 
of  the  squama  has  completed  its  growth,  the  osseous  part  of  the  external 
auditory  canal  assumes  the  form  of  an  elliptical  bony  tube,  in  which 
however  one  can  recognise  throughout  life  the  traces  of  its  composition. 
The  external  margin  of  the  tube,  so  far  as  it  is  formed  by  the  tympanic 
portion,  is  rough,  for  the  attachment  of  the  cartilaginous  part  of  the  auditory 
canal ;  the  internal  opening,  on  the  other  hand,  is  bounded  by  a  smoother 
border.  On  the  part  of  this  border,  which  is  formed  by  the  tympanic 
portion,  a  well-marked  groove  exists,  which  gives  attachment  to  the  middle 

*  "Handbuch  der  Anatomic,"  i.  Bd.,  1855,  b.  147. 
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layer  of  the  tympanic  membrane.  This  groove  is  much  more  distinctly 
marked  in  the  annulus  tympanicus  at  birth  than  in  the  temporal  bone  of 
the  adult. 

But  the  inner  margin  of  the  external  auditory  canal  is  only  very 
seldom  of  a  perfectly  elliptical  form,  because  the  posterior  part  of  the 
upper  wall  usually  projects  downwards  a  little,  and  thus  the  perfectly 
elliptical  form  of  the  limiting  margin  is  lost. 

The  anterior  wall  of  the  canal  is,  as  a  rule,  somewhat  convex  towards 
the  lumen ;  this  being  best  marked  near  the  middle,  and  diminishing  more 
or  less  suddenly  towards  the  membrana  tympani.  Hence  there  is  formed, 
internal  to  the  convex  part,  a  kind  of  recess,  which  is  so  far  of  interest 
in  practice  because  here  foreign  bodies  readily  lodge,  and  on  account  of 
the  curvature  of  the  anterior  wall  are  difficult  of  removal  (//.  Meyer). 
Such  a  curvature  also  will  obscure  a  more  or  less  considerable  portion 
of  the  membrana  tympani,  and  so  render  difficult  the  objective  examination. 
The  inferior  wall  also,  in  exceptional  cases,  presents  a  convexity  upwards 
towards  the  lumen,  and  even  the  posterior  and  superior  walls  sometimes 
exhibit  irregular  prominences ;  all  of  which  conditions  must  have  an 
influence  on  the  form  of  the  canal. 

The  outer  and  inner  openings  of  the  canal  are  not  parallel,  since  the 
margin  of  the  inner  is  placed  more  obliquely  to  the  long  diameter  of  the 
canal  than  the  margin  of  the  outer.  This  difference  is  not  very  considerable ; 
and  speaking  generally,  neither  is  vertical  to  the  long  axis  of  the  canal, 
but  forms  with  it  an  acute  angle  opening  upwards  and  outwards. 

Whilst  the  width  of  the  canal  often  varies,  its  length  in  different 
temporal  bones  is  pretty  constant  (14-16  mm.).  The  length  of  the  different 
walls  is  almost  the  same  if  one  measures  in  a  straight  line  from  the  outer 
to  the  inner  opening,  irrespective  of  prominences  and  depressions.  The 
greater  length  of  the  anterior  and  inferior  walls  of  the  entire  auditory  canal 
is  partly  produced  by  the  addition  of  the  cartilaginous  part  of  the  canal. 

[Polifzer  [op,  cit.,  p.  35)  gives  the  following  measurements  of  the  width  of  the 
different  parts  of  the  meatus : — At  the  external  opening  of  the  meatus  in  the 
vertical  plane  of  the  anterior  edge  of  the  pars  tympanica,  a  high  diameter  of 
12  mm.,  transverse  diameter  10  771m. ;  in  the  middle  of  the  osseous  meatus,  high 
diameter  9  mm.,  transverse  diameter  5  mtti. ;  at  the  inner  extremity  of  the  superior 
wall  (incisura  Rivini),  high  diameter  10  w/;/.,  transverse  diameter  4  m77i.  He 
states  that  Bczold  found  in  corrosion  sections  the  following  average  measurements  : 
at  the  commencing  portion  of  the  osseous  meatus  a  high  diameter  of  8*67  mm., 
a  transverse  diameter  of  6-07  771m.  ;  at  the  end  of  the  meatus  in  the  vertical  plane 
of  the  incisura  Rivini,  a  high  diameter  of  8*13  mm.,  a  transverse  diameter  of 
4*6  77t77i. ;  and  adds  that  the  reason  of  this  perceptible  difference  between  the  results 
of  the  two  measurements  is  probably  to  be  found  in  the  fact  that  the  majority  of 
Hezold's  corrosion  casts  were  taken  from  unmacerated  organs  of  hearing,  in  which 
the  lumen  of  the  meatus,  from  the  periosteal  and  cuticular  lining,  must  appear 
materially  less  than  in  the  macerated  temporal  bone.] 
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Fig.  25. 

Outer  extremity  of  the  internal  auditory  canal. 
(The  osseous  tissue  of  the  petrous  bone  has 
been  removed  from  the  inner  side.)  Drawing 
from  Schwalbe. 


B 


5.  Internal  Auditory  Canal  (Meatus  Auditor ius  Internus  s.  Meatus 
Acusticus  Internus  s.  Porus  Acusticus  Internus). 

We  have  already  seen  the  entrance  to  this  canal  on  the  posterior 
surface  of  the  petrous  bone.  Here  a  furrow,  gradually  deepening,  runs 
backwards  and  outwards,  and  forms  the  approach  to  the  opening,  which  is 
obliquely  oval,  measuring  from  4  to  5  mm,  in  diameter,  and  sharply  bounded 
at  its  posterior  border.  It  leads  to  a  canal,  6-8  mm,  in  length,  which 
passes  backwards  and  outwards,  and  the  outer  extremity  of  which  abuts 
against  the  capsule  of  the  labyrinth.  This  canal  has  its  long  axis  in  the 
same  plane  as  the  long  axis  of  the  petrous  bone,  and  transmits  the  nerv. 
facialis,  the  nerv.  acusticus,  and  the  art.  auditoria  interna.  Its  anterior 
wall  measures  13-14   ww.,  and  its  posterior  6-7  mm. 

On  closer  inspection,  which 
is  facilitated  by  the  removal  of 
the  upper  wall  of  the  canal ;  one 
sees  that  its  anterior  wall  is  con- 
vex towards  the  lumen  of  the 
canal ;  and  that  its  outer  ex- 
tremity is  closed  by  an  osseous 
shell  which  is  perforated  in  several 
places  (^fundus  meatus  auditorii 
intemi),  and  which  is  mainly 
formed  by  the  labyrinthine  cap- 
sule. 

This  osseous  shell  is  divided 
into  two  parts,  an  upper  and  a 
lower,  by  a  bony  crest  (crista 
fala/ormiSf  Fig.  25,  Cr/),  which 
runs  parallel  with  the  upper  edge 
of  the  petrous  portion,  and  which 
projects  about  one-third  across 
the  canal. 

The  superior  segment  (Jbssula  superior)  presents  at  its  anterior  part 
a  tolerably  large  opening  (cF),  the  commencement  of  the  ca f talis  Fallopii, 
The  posterior  part  corresponds  to  the  lamina  cribrosa  superior^  and  exhibits 
many  small  foramina  for  the  transmission  of  those  branches  of  the  auditory 
nerve  which  supply  the  utriculus  and  the  anterior  and  external  ampullae. 
These  two  parts  of  the  fossula  superior  are  separated  by  a  bony  partition, 
which  projects  slightly  inwards  towards  the  auditory  canal. 

The  fossula  inferior^  situated  below  the  crista  falciformis,  is  also 
divided,  by  a  low  crest  of  bone,  into  an  anterior  and  a  posterior  part. 
The  anterior  is  named  the  fossula  cochlearis    (lamina  cribrosa  anterior- 

3 


^J' 


Sp,  Apex  of  petrous  bone;  atB,  section  through 
a  semicircular  canal;  Sj\  sulcus  jugul.;  Crf^ 
crista  falciformis;  cF,  commencement  of  the 
can.  Fallop. ;  /r,  tractus  foraminulentus ;  5/| 
foramen  singulare,  through  which  a  bristle  has 
been  passed. 


infenor),  because  it  exhibits  foramina  for  the  passage  of  the  branches 
of  the  nervus  cochlearis,  These  small  foramina  are  spirally  arranged^ 
around  a  somewhat  larger  opening,  situated  in  the  centre  of  the  fossula 
cochlearis;  and  also  extend  into  the  posterior  part  of  the  fossula  inferior. 
The  larger  opening  just  referred  to  is  named  ih^  foramen  cenirak  cochleare, 
because  it  leads  to  the  canalis  centralis,  which  runs  in  the  osseous 
axis  of  the  cochlea  ;  and  the  whole  group  of  spirally  arranged  foramina 
constitute  the  iracius  spirahs  foramitiuleHtus,  The  foramina  of  the  tractus 
in  the  posterior  part  of  the  fossula  inferior  are  separated  by  a  low 
crest  of  bone  from  the  portion  immediately  above,  which  is  called  the 
fossula  vcstibuim-is^  because  it  is  pierced  by  a  number  of  small  foramina 
for  the  transmission  of  the  rami  sacculi  of  the  auditory  nerve,  and  forms 
the  lamma  cribrosa  media ^  on  the  inner  wall  of  the  labyrinth.  Pos- 
teriorly there  is  seen  a  larger  aperture,  called  the  foramen  singuiarc ; 
which  serves  for  the  passage  of  the  ramus  ampuihr  poskrioris  of  the 
auditory  nerve. 


The  Larger  Cavities  in  the  Temporal  Bone, 
I,  Cavity  of  the  Tympanum. 

The  tympanutn  is  the  largest  cavity  in  the  temporal  bone.  In  the 
macerated  bone,  where  its  various  contents  have  been  removed,  it  has. 
generally  a  very  irregular  shape.  Hyrtl  very  aptly  compares  it  to  a  i 
hollow  cube,  the  walls  of  which  are  unequal  in  their  dimensions,  and 
very  different  in  their  form.  This  cuboidal  cavity  belongs  chiefly  to  the 
petrous  bone,  as  the  squamous,  tympanic,  and  mastoid  portions  only 
contribute  very  slightly  to  its  formation. 

It  is  generally  described  as  having  a  roof,  floor,  and  anterior,  pos- 
terior, external,  and  internal  walls.  We  retain  these  names  on  account 
of  practical  considerations,  although  they  are  not  quite  accurate  if  we  have 
regard  to  the  mesial  plane  of  the  skull. 

The  upper  wail  or  roof  somewhat  curved,  its  concavity  being  directed 
downwards,  ts  mainly  formed  by  the  tegmen  tympani  (Fig.  4,  /) ;  the  small 
remaining  portion  being  completed  by  the  horizontal  part  of  the  squama. 

The  loivcr  wait  or  floor  {vide  Fig.  4,  //)  is  chiefly  formed  by  the 
fundus  tympam\  already  described  ;  this  being  supplemented  in  the  child 
by  the  annulus  tympanicus  ;  in  the  adult  by  the  pars  tympanica. 

The  surface  of  the  floor,  which  is  directed  upwards  towards  the 
tympanic  cavity,  is  very  irregular,  and  is  beset  with  numerous  small 
osseous  plates,  which  are  serrated  at  their  free  margins.  These  stand 
more  or  less  perpendicularly  upwards,  so  as  to  leave  between  them 
irregular  cellular  spaces,  which  from  their  appearance  remind  one  of  the 


more  systematic  arrangement  of  these  loculi  as  they  are  found  in  gramini- 
vorous animals^  beautiful  examples  of  which  are  seen  in  the  horse, 

Hyrtl  states'  that  in  certain  animals  where  the  tympanic  cavity  is  larg^e, 
osseous  growths  (osteophytes)  occur  as  a  normal  coodition,  and  that  these  arc 
developed  only  during  the  first  year  of  life,  and  exhibit  constant  forms.  In  the 
posterior  part  of  the  bulla  of  the  lion  they  are  ven,-'  large,  and  form  pyriform 
masses,  attached  by  slender  pedicles.  In  the  upper  wall  they  are  smaller,  and 
of  less  frequent  occurrence.  Sometimes  several  are  connected  by  cross  bridges 
of  bane»  and  all  consist  of  compact  osseous  tissue  without  medullary  spaces. 
In  the  giraffe  they  resemble  a  comb  with  damaged  teeth. 

The  anterior  wall  is  incomplete  at  the  upper  part,  where  the  opening 
of  the  can.  tnusc.  tubarius  is  seen  {vidr  Ftg.  24,  set  and  /£*). 

The  posterior  zoaii  is  also  imperfect,  and  is  formed  by  the  mass  of  bone 

(which  covers  the  descending  portion  of  the  canalis  Fallopti  and  canalis 

muse,  stapedii,  and  with  which  the  posterior  ascending  part  of  the  Ooor  is 

^continuous.     In  the  upper  portion  of  this  wall,  immediately  opposite  the 

defect  in  the  anterior  wall,  is  seen  the  opening  into  the  mastoid  antrum. 

The   outer   tvali,  formed  chiefly  by  the  membrana  tympani,   is  very 

imperfect   in  the  macerated   bone,  ivhere   only  the   frame  is  left,  across 

which  the  membrane  was  stretched.       This   osseous    frame,   formed  by 

the  tympanic  portion  and  the  horizontal  plate  of  the  squama,  has  already 

I  been  described  as  forming  the  internal  opening  of  the  external  auditory 

I  canal 

The  iuner  ivaii  {vide  Fig.  24)  corresponds  to  the  posterior  part  of 
the  outer  surface  of  the  petrous  bone,  and  has  already  been  fully 
described. 

Thus  it  is  seen  that  of  the  six  walls  which  bound  the  tympanic  cavity, 
only  two  are  complete,  viz.,  the  iloor  and  roof;  and  these  only  if  one  leaves 
■out  of  consideration  the  smaller  openings  for  the  passage  of  vessels  and 
nerves.  The  others  are  defective,  so  that  in  the  macerated  bone  the 
,  tympanum  communicates  with  the  cavities  adjacent  to  it :  t\g.y  in  front  is 
seen  the  canalis  musculo-tubarius  ;  behind,  the  opening  into  the  mastoid 
antrum ;  externally,  the  external  auditory  canal ;  while  internally  it  com- 
municates through  the  oval  and  round  fenestrae  with  the  labyrinth. 

It  is  necessary,  for  the  exigencies  of  practice,  to  know  the  different  diameters 
of  the  tympanum,  as  well  as  the  distances  of  its  individual  parts  from  each 
otiier.  Its  antero*posterior  diameter,  corresponding  with  a  line  drawn  from  the 
l|iiipaiiic  opening  of  the  tuba  Eustachii  on  the  anterior  wall  to  the  opening 
liato  the  mastoid  cells  on  the  posterior  wall,  is,  according  to  Von  TroKsch^ 
I J  mm.  The  vertical  diameter,  />,,  the  distance  between  the  roof  and  (ioorj 
varies  at   different   parts.      This,  according  to  the  same  author,  measures  from 


I    '<  Vergldchende    anatomische    Untcrsuchungen    Qbcr    das    innere    GehCrQrgan    dea 
und  der  S^ugetbiere/'  Prag.  1855,  S.  14. 


5  to  8  mm.  opposite  the  ostium  tympankum  ;  while  in  the  centre  of  the  cavity, 
close  to  the  malleus,  it  is  15  tnm. 

The  distance  between  the  outer  and  inner  walls  also  varies  at  different 
parts.  Opposite  the  tubal  orifice  it  is  from  3  to  4  mm.^  while  opposite  the  most 
coDvex  part  of  the  memb.  tymp,,  />.,  at  the  lower  end  of  the  handle  of  the 
malleusp  it  is  2  mm. 

The  distance  between  the  most  convex  part  of  the  promontor>'  and  the 
membrana  tympani  is  2.4  mm,^  while  that  between  the  most  projecting  part  of 
the  head  of  the  malleus  and  the  inner  wall  is  from  2\  to  3  mm. 

Here  may  be  mentioned  the  deficiencies  in  the  temporal  bone  first  described 
by  Hyril  as  spontaneous  dehiscences  J  These  deficiencies  are  most  frequently  seen 
in  the  tegmen  tympani :  more  rarely  in  the  sulcus  jus^ularis,  and  in  the  lamella  which 
separates  the  sulcus  sig-moideus  from  the  mastoid  cells  ;  while  occasionally  they 
occur  in  the  posterior  wall  of  the  canalis  caroticus^  which  is  directed  to  the  tympanic 
cavity.  Their  mode  of  origin  is  variously  accounted  for,  Hyril  thinks  they  may 
be  due  to  defective  development,  in  consequence  of  the  increased  demand  for  bone 
earth  during-  pregnancy ;  or  may  occur  as  a  result  of  increased  atmospheric 
pressure  in  the  tympanum  through  frequent  blowing  of  the  nose.  Trditsch 
attributes  them  to  the  too  frequent  use  of  the  Valsalvan  method  of  inflalion  ; 
while  they  have  also  been  associated  with  the  gland ula?  Pacchioni.  That  the 
latter,  at  least,  do  not  always  produce  them  is  evident  from  the  fact  that  the 
deficiencies  occur  in  some  parts  to  which  the  glanduKe  Pacchioni  have  no  relation 
whatever  (^.^.1  the  sulc»  jug.,  in  the  floor  of  the  tympanum).  Until  now  the  most 
correct  view  as  to  their  cause  appears  to  be  that  of  Flesch,^  who  associates  them 
with  an  increased  intra-cranial  pressure  and  a  consequent  reabsorption  of  bone  ; 
but  even  this  appears  true  only  in  a  few  cases.  In  the  author's  opinion*  these 
dehiscences  are  produced  by  an  excess  of  that  physiological  process  of  reabsorption 
to  which  the  air-cavities  of  the  temporal  bone  partly  owe  their  existence.  Their 
very  occurrence  in  the  mastoid  process  supports  this  view  ;  for;  as  we  know,  the 
mastoid  cells  are  formed  by  a  process  of  reabsorption,  and  this  reabsorption 
cannot  be  due  to  increased  cerebral  pressure.  That  they  are  very  seldom  seen 
in  the  tegmen  tympani  of  the  newly  born  child  is  not  inconsistent  with  the 
author's  view,  as  the  air-spaces  of  the  temporal  bone  only  reach  their  complete 
development  after  birth.* 

2.  Cavity  0/  (he   Labyrinth  '{Osseous  Labyrinth). 


The  second  large  cavity  found  in  the  temporal  bone  is  the  cavity  of  the 
labyrinth,  which  is  destined  for  the  reception  of  the  most  important  part  of 
the  organ  of  hearing.  It  is  concealed  in  the  petrous  part  of  the  pctro- 
mastoid,  and  does  not  consist  of  a  simple  hollow  chamber,  but  of  a  series 
of  more  or  less  regular  spaces  and  passages  which  communicate  with  each 
other.  Of  the  nature  of  these  one  can  form  the  best  representation  by 
having  regard  to  their  development  both  in  the  embryo  and  after  birth. 


^  *»Ucber  sponlanc  Dchisccnz  des  Tegrticn  tymp«ni  und  dcr  Ccllultt  mastoidcK," 
Sitinngsbcrichlc  cjer  matheniatisch-naturwisscnschafiltchen  Classe  der  kais.  Akadcmic  dcr 
WisacnftchAften,  xnx.  Bd,,  Nr,  16,  S.  273,  Wicn,  1858. 

*  *'Zur  Kenntniss  dcr  sogcimnnten  DLhisceni'dts  Te^incrj  tvropam;*  Archiv  f(ir  Ohren- 
heilkufidi:,  xiv.  Bd.,  S.  15  u,  fl'. 

'  Compare  ^Ds.  Gnt^r,  "  Zur  Entwickelungsgcschichte  dcr  HOrorgancs  der  SAugethicre 
iitiit  dcs  Mcnschcn,*"  Mauatsschrifl  ftkr  Ohrenhcilkundc,  xii.  Jahrg^  Nn  5* 
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Henlt  ver)"  appropriately  remarks,'  "The  osseous  material  of  the  temporal 
bone  is  poured  n>und  the  membranous  labyrinth^  at  some  little  distance  from 
its  surface,  like  the  plaster  of  Paris  around  a  strucltire  to  be  modelled ;  and  just 
as  the  modeller  troubles  himself  little  about  the  outer  form  of  his  cast,  although 
it  may  show  roughly  and  generally  the  outlines  of  the  model,  even  so  little  does 
the  outer  surface  of  the  temporal  bone  betray  the  form  of  the  structures 
enclosed  in  it, 

**  Yet,  by  the  removal  of  the  bone  surrounding  th*j  cavity  of  the  labyrinth, 
an  osseous  capsule  can  be  obtained  which  varies  in  thickness,  and  which  repeats 
the  form  of  the  contained  membranous  labyrinth  somewhat  closely. 

"  We  are  entitled  to  take  tliis  as  the  groundwork  of  our  description,  for  the 
following  reasons  : — 

**  I.  From  the  history  of  its  development  ;  for  an  osseous  capsule  for  the 
labyrinth  exists  before  the  ossification  of  the  rest  of  the  petrous  bone.  2.  Prom 
the  compactness,  both  in  the  infant  and  adult,  of  the  bony  tissue  immediately 
surrounding  the  labyrinth,  as  compared  with  the  spongy  bone  in  its  vicinity ; 
and  from  the  fact  that  in  the  softened  adult  bone,  probably  on  account  of  the 
peculiar  arrangement  of  its  bony  lameIla-%  the  labyrinth  can  be  detached  from 
its  surroundings.  3,  Lastly,  it  is  easier  to  handle  the  bony  labyrinth,  and  thus 
to  become  acquainted  with  its  topography,  than  is  the  case  with  the  membranous 
labyrinth,  which  can  only  be  prepared  with  difficulty.  One  must  look  at  the 
relationship  of  the  bony  to  the  membranous  labyrinth  as  corresponding  with 
that  of  the  skeleton  to  the  soft  parts  ;  viz.,  it  forms  its  support  and  determines 
its  position/' 


The  osseous  tabyrirtth,  or  capsule  of  the  labyrinth ^  is  constrticted  in 
conformity  with  the  inembranous  labyrinth.  Schivalbe  ^  says  it  is  about 
20  ffinu  in  length  ;  and  that  a  line  passing  through  its  long  axis  intersects 
the  mesial  plane  of  the  skull  at  an  angle  of  50''.  The  cavity  in  its  interior 
exhibits  almost  the  same  shape  as  that  of  the  membranous  labyrinth.  A 
portion  of  the  osseous  corresponds  to  each  division  of  the  membranous 
labyrinth,  but  is  negatively  formed  in  relation  to  it ;  so  that  the  concave 
inner  surface  of  the  former  corresponds  with  the  convex  outer  surface  of 
the  latter  ;  and  vice  versa. 

In  addition  to  the  internal  auditory  meatus  already  described,  the 
true  cavity  of  the  labyrinth  consists  of  three  parts  :  viz.,  the  vestibule 
{vfstibulmn)  \  the  cochlea  (concha)  ;  and  the  semicircular  canals  (canales 
semkirculares), 

(a)  The  vestibule  (vestibulum)  is  the  middle  division  of  the  cavity  of  the 
labyrinth.  It  communicates  not  only  with  the  other  parts  of  the  labyrinth 
bordering  on  it,  but  in  the  macerated  bone  opens  freely  into  the  tym- 
panum ;  while  the  so-called  aquaductus  vestibuli  brings  it  into  communication 
with  the  cavity  of  the  skull.  Besides  the  smaller  foramina  (in  the  macula 
cribrosaj  for  the  entrance  of  the  nervus  vestibuli,  seven  large  openings  are 
found  in  the  osseous  wall  of  the  vestibule,  which  together  with  an  elongated 


*  **  Handbuch  der  ^*steiii.  Anatomie  des  Menschen,^'  Braunschweig^  1866^  11.  Bd,«  S.  718. 

•  G»  Sthwatbt,  *'  Lehrbuch  dcr  Anatomic  dcr  Sinncsorgane/'  Eriangen,  1885,  Seite  297. 
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Eig.  26. 

Eony  labyrinth  of  the  right  car,  two 

and  a  half  times  enlarged. 


fissure  bring  about  the  communications  mentioned.*  The  vestibule  will 
therefore  be  seen  to  form  to  some  extent  the  place  of  reunion  of  the  other 
parts  of  the  labyrinth.  It  consists  of  an  elliptical  shell  of  bone  in  which 
one  distinguishes  an  upper,  a  lower,  an  anterior,  a  posterior,  as  well  as  an 
internal  (median),  and  an  external  (lateral)  wall.  The  anterior  part  of 
the  ellipsoidal  chamber  looks -forwards  towards  the  cochlea;  the  posterior 
backwards  towards  the  semicircular  canals. 

In  the  outer  wall  is  seen  the  fenestra  ovalis,  which  in  the  recent 
temporal  bone  is  occupied  by  the  foot  of  the  stapes  and  the  membrana 
obturatoria ;  these  shut  off  the  vestibule  from  the  tympanum.     Its  inner 

wall  is  in  contact  with  the  outer  extremity 
of  the  internal  auditory  meatus ;  and  ex- 
hibits, running  from  above  downwards,  a 
ridge  of  bone — the  crista  vestibuli.  This 
is  well  marked  at  the  upper  part ;  while 
inferiorly  it  divides  into  two  branches 
which  are  gradually  lost  on  the  inner  wall. 
This  crest  separates  two  depressions  :  an 
anterior  (recessus  hcmisphcpricus  s,  rotun- 
{/iis)f  deeper  and  more  rounded,  and  a 
posterior  (reccssns  hemi-el/ipticus  s.  ovaiis), 
somewhat  shallower  and  of  an  elliptical 
shape.  Between  the  two  ridges  into 
which  the  crista  vestibuli  divides  in- 
feriorly, is  seen  a  third  very  shallow  de- 
pression, which  was  described  by  Reicherf 
as  the  recessus  cochlearis? 

In  the  upper  wall  of  the  vestibule, 
immediately  above  the  recessus  hemi-ellipticus,  and  separated  from  it  by 
a  transverse  ridge,  is  seen  the  opening  of  the  ampullae  of  the  anterior 
(superior)  and  external  semicircular -canals.  The  remaining  openings  of 
the  semicircular  canals  are  found-  -according  to  the  position  of  the  curved 

^ul^es behind   or  below   the  ampullary  extremities  just    described.     On 

the  anterior  wall  of  the  vestibule — beneath  the  recessus  hcmisphcpricus — 
is  seen  the  entrance  into  the  scala  vestibuli  of  the  cochlea ;  while  in  the 
floor  just  below  the  fenestra  ovalis,  there  is  a  fissure  through  which  the 
vestibule  communicates  with  the  recess  of  the  fenestra  rotunda. 

Besides  these  larger    openings,   a   number  of  small  foramina — arranged  in 

1  1  "k    Reizius  the  author  also  finds  that  the  anterior  and  external  ampullae  open  into 

^^  ^r^^  !^  *B^tTag°"ur  fcineren  Anatomie  der  GehOrschnecke  des  Mcnschen  und  dcr 
K«e««^-'        <lcn  A^^*"**^""^^"  ^^^  konigl.  Akademie  der  Wissenschaften  in  Berlin 

1864. 


o.  Anterior  (superior)  semicircular 
canal ;  //,  posterior  semicircular  canal ; 
I/,  external  f  inferior)  semicircular  canal; 
the  lines  in  all  cases  point  to  the  am- 
pulla.* ;  ^,  opening:  of  the  canal  common 
to  the  anterior  (superior)  and  posterior 
canals  ;  /<>,  foramen  ovale,  leading  to 
the  vestibule;  /r,  foramen  rotundum, 
which  leads  from  the  tympanum  into 
the  cochlea;  6,  cochlea. 
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groups— are  found  in  the  vestibule  for  the  entrance  of  nerves.  These  are 
generally  larger  in  the  fcEtus  than  in  the  adult,  and  correspond  in  position  with 
the  lamina  cribrosa. 

(b)  The  semicircular  canals  of>en  from  the  posterior  part  of  the 
vestibule,  and  each  forms  more  than  half  a  circle.  They  are  three  in 
number,  and  lie  in  three  planes  almost  perpendicular  to  each  other.  They 
have  been  named  superior,  posterior,  and  inferior,  from  their  relationship 
to  the  petrous  part  of  the  temporal.  Since,  however,  they  do  not  occupy 
strictly  these  positions,  it  is  better,  with  Reisius,  to  distinguish  them  as 
anterior,  external,  and  posterior.  The  anterior  {superior  or  sagittal)  is 
nearly  vertical,  and  lies  transversely  to  the  long  axis  of  the  petrous  bone, 
pushing  forward  the  osseous  wall  towards  p. 

the   cranial   cavity,   as  the  jugum  pyra-      Right  bony  labyrinth  with  the  canals 

njidale.    It  is   the  most    slender  of  the  ia»c*  open. 

t'^ree,   and  approaches   more   nearly  the 

circular  form  than  the  others.     The  pos- 

Mor  {frontal)  lies  more  or  less  parallel 

^*th  the  posterior  surface  of  the  petrous 

^^^  ;    while    the    external    {inferior)    is 

nearly  parallel   with   the    under   surface       ^-t^^p^— *. 

^'  that  bone.     This  last  may  be  said  to        ^^^rtP^^vi 

^   embraced   by  the  others,   and   is  the  ^ 

shortest  of  the  three.    According  to  Crum        ^ '«  "»  Ampullae  of  the  three  canals ; 

D  g^  common   crus  unopened  ;   tf,  coils 

"^02vn,  the  external  canals  of  both  ears  of  the  cochlea  opened,  with  the 
fe  almost  in  the  same  plane;  whilst  the  "^^^T^iT^^  ^elXait! 
plane  of  the  anterior  canal  of  one  ear  is  cochleae ;  d,  rest  of  the  bony  covei- 
^most  parallel  with  the  plane  of  the  i-^-^^^^-"- 
I^sterior  canal  of  the  other  ear.  Regarding  the  length  and  curvature  of 
"^^  Canals,  there  are  many  individual  differences :  the  length  and  diameter 
^^^  Said  to  increase  constantly  in  the  later  years  of  life  {Hyrtl), 

Each  canal  is  somewhat  flattened,  so  that  on  section  its  lumen  appears  elliptical 
*^  ^*c>rTn.    The  absolute  length  of  the  canals  varies  according  as  one  measures  along 

^^^^  convexity  or  concavity.  Measured  along  their  convexity,  the  anterior  is 
^^  ^'^.,  the  posterior  22  mm,,  and  the  inferior  15  mm,  in  length  {Huschke),  The 
^"^^^esponding  canals  on  opposite  sides  of  the  same  skull  are  of  equal  length,  but 
^^^y    vary  much   in   different  individuals  {Schwa/be).    The  width  also   varies  at 

^'^I'ent  places. 

One  extremity  of  each  canal  is  dilated  close  to  its  opening  into  the 
^^^tibule.  This  dilated  portion  constitutes  the  ampulla  (sinus  ellipticus 
^^^rpcB),  and  has  a  diameter  almost  equal  to  twice  that  of  the  rest  of  the 
^^al  (2-5  mm,).  Of  the  three  ampullae,  those  of  the  anterior  and  external 
^^^als  open  by  a  common  orifice  into  the  upper  and  fore  part  of  the  vesti- 
^^^e  ;  whilst  that  of  the  posterior  canal  opens  into  the  lower  and  back 
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part  of  the  vestibule.     Of  their  non-ampuUai 
crus  of  the  anterior  (superior)  canal  and  the  5 
canal  unite  and  open  into  the  vestibute  by 
3  mm,  in  length ;  whilst  the  posterior  crus 
independently.     Hence  only  four  openings  ai 
the  six  crura  of  the  bony  semicircular  canals. 

(r)  The  cochlear  canal  (canalis  cochlearis) 
the  anterior  inferior  part  of  the  vestibule  into 

It  coils  spirally  round  an  osseous  axis  (j 
Its  base  is  directed 


Fig.  as. 

.Section    purailel    with    the 

Axiit  of  the  cochlea. 


rh(«  Umin«  apiralis  ossea 
in  M'tsii  with  the  M*al«  ves- 
\\\\\\\\  Hhove  it,  and  the 
hv^Ih  tvnuHiiii  hflow  it.  At 
\\\\>  ajM'H  I*  »w*cn  the  hamu- 


wards  the  outer  extn 
canal,  while  its  apex 
wards.  From  its  co 
and  lower  part  of  the 
runs  with  a  slight  S 
of  4-S  mm.  It  then 
manner,  so  that  th 
narrower ;  and  each 
the  preceding  one. 

The  canal  forr 
28-30  mm,  in  length  ; 
on  section.  Near  itj 
(/>.,  the  diameter  at 
is  2  vim. J  and  is  gre 
Hftrr  rrnching  the  centre  of  the  first  turn,  i\ 
\\\K^  \\v\^\\X  (*>.i  the  diameter  parallel  to  the 
\\\k\{\\  iM>ly  li  WW.  In  the  last  half-turn  th 
Ml  \\w  rxpf  n»t*  of  the  height. 

Ihr  iH^ohlcar  canal  at  first  runs  for  a  sh 
*|^lii4H,Y.     Fn»n\  the  point  where  it  first  comn 
\4»|H3VWiill  of  e«ch  underlying  coil  appears 
\\M  \»l'  thrtt  JiituatiHl  immediately  above  it ;  an 
i«  \Ky\\\w\\  whirh  becomes  more  and  more  att 

lhi>  u^  hU*H. 

With  ANVdwx.  we  distinguish  the  coil  siti 
sK^l\  \\u\\  Ht  thr  apex  as  the  apex  coil;  while 

\mK<  tho  a^U  turn  upon  themselves,  they  forn 

4  MIovv  vsmo  mio  which  the  axis  of  the  coch  ea 
K\y^  .4.hvi  vuiKvvtiic  «t«Kt^H.  and  ^^^^^^^  f  ^^^^^^^^^^ 

\\\W  i»  mws  K  uuMV  1  oiw|Hict  than  tnai  u 
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^adually  disappears^  and  then  the  modiolus  differs  but  slightly  from  the  other 
osseous  tissue. 


■ 


On  opening  the  cochlear  canal  along  its  entire  length,  it  is  seen  that 
osseous  laminae  {imninm  spini/cs  assar)  project  towards  the  lomen  from 
both  the  inner  and  outer  walls  of  the  canal.  These  laminae — of  which  the 
internal  (hmimi  spiralis  ossea)  is  much  the  broader ^ — do  not  meet  each 
other,  but  end  in  free  edges  along  their  entire  length.  The  external, 
named  the  /am,  spir,  oss,  accessoria  s,  secundaria^  soon  decreases  in  width, 
and  disappears  entirely  about  the  middle  of  the  first  coil.  The  interval 
between  the  laminae  is  filled  up  in  the  recent  bone  by  the  membranous 
ductus  cochkaris  {iamiua  spiralis  mcmbra^aiea)  ;  and  thus  the  cochlear 
canal  is  divided  into  two  passages  or  scalm^  one  above  the  other.  The 
upper  is  called  the  scala  vestihuli,  because  it  opens  into  the  vesttbyle  ; 
the  lower  the  scala  tympatiif  because  it  communicates  with  the  tympanic 
cavity  through  the  fenestra  rotunda.  In  the  first  coil,  the  lam.  spir.  ossea 
and  the  partition  wall  between  the  coils  each  forms  with  the  modiolus  a 
right  angle;  but  as  we  ascend  the  tube,  this  angle  becomes  more  and 
more  acute,  as  the  lam.  spir.  ossea  and  the  partition  wall  both  incline 
towards  the  modiolus.  Hence  the  floor  of  the  last  part  of  the  cochlear 
canal  stands  almost  upright  (/.f.,  in  the  same  direction  as  the  modiolus), 
with  the  result  that  the  apical  part  of  the  cochlear  canal  is  situated,  not 
over,  but  partly  to  the  side  of  the  preceding  coiL 

At  first  the  scala  tympani  is  considerably  wider  than  the  scala 
vestibuli ;  but  as  we  proceed  upwards  the  latter  gradually  enlarges,  since 
the  lam.  spir.  ossea  more  and  more  approaches  the  floor  of  the  cochlear 
canaJ. 

At  the  commencement  of  the  scala  tympani,  b.  semilunar  crest  {crista 
semilunaris )f  described  by  Huschke^  is  seen  stretching  from  the  attached 
margin  of  the  lamina  spiralis  towards  the  fenestra  rotunda.  Close  to  this 
crest  is  found  the  orifice  of  the  afjittrductus  cockle  it  ,  the  outer  opening  of 
which  we  have  already  studied  in  connection  with  the  under  surface  of  the 
petrous  bone. 

At  the  apex  of  the  cochlea  the  lamina  spiralis  ossea  ends  in  a 
sickle-shaped  process  {hamtilKs,  v.  Fig.  2$).  Between  the  convex 
border  of  the  hamulus  and  the  cochlear  wall  is  stretched  the  membranous 
ductus  cochlearis,  whilst  an  opening  is  left  between  its  concave  border 
and  the  border  formed  by  the  united  extremities  of  the  modiolus  and 
the  partition  wall  between  the  coils.  Through  this  opening  (helico- 
trcma\  the  two  scal^  of  the  cochlea  communicate  with  each  other. 

On  closer  inspection,  the  modiolus  and  lamina  spiralis  are  seen  to  be  pierced 
—especially  in  youo^  individuals — by  numerous  openings,  throug^h  which  vessels 
aod  nerves  pass  from  the  modiolus  and  meatus  audit,  int.  to  reach  the  membranous 
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lininj:^  of  the  cochlear  canaL  These  foramina  are  found  chiefly  at  the  boUom  of 
furrows  which  are  arranged  partly  in  a  concentric  and  partly  in  a  radial  manner. 
The  outer  half  of  the  lamina  spiralis  is  smooth,  and  destitute  of  these  foramina, 
whilst  the  inner  part  of  it  exhibits  them  in  great  numbers. 

The  bony  axis  of  the  cochlea  (utodiohis)  conceals  within  it  twa 
comparatively  large  canals.  Om — the  canaiis  aniralis  modioli — runs  in 
the  axis  of  the  modiolus,  and  is  cylindrical.  It  begins  in  the  recessus 
cochlece  as  a  large  central  orifice,  and  reaches  to  the  apex  of  the  madiolust 
where  it  ends,  either  in  one  comparatively  large  foramen,  or  is  closed  by 
a  plate  of  bone  which  is  perforated  by  a  number  of  small  foramina. 

The  other  of  these  canals — \\w  cainitis  spiralis  modioli  (Rosenthal  ^^ 
— runs  along  the  line  of  attachment  of  the  lamina  spiralis  to  the  modiolus, 
and  has  a  very  irregular  lumen,  which  is  divided  by  a  septum  into  an 
upper  and  a  lower  passage.  At  the  base  of  the  modiolus  it  is  separated 
from  the  central  canal  by  a  considerable  thickness  of  osseous  tissue ; 
whilst  towards  the  apex,  this  osseous  layer  becomes  thinner  on  account 
of  the  tapering  of  the  modiolus. 

The  bony  walls  of  the  canaiis  spiralis  are  perforated  by  many 
minute  foramina,  through  which  there  pass,  on  the  one  hand,  vessels 
and  ner\^es  from  the  central  canal  into  the  canaiis  spiralis,  and  on  the 
other,  vessels  and  nerve-fibres  from  the  spiral  canal  out  between  the 
two  plates  of  the  lannina  spiralis  ossea. 

In  the  lower  passage  of  the  spiral  canal,  a  Glamentous  ganglionic 
mass  is  placed,  through  which  the  fasciculi  of  the  nervus  acuslicus  pass 
in  their  course  to  the  lamina  spiralis.  A  vein  is  found  in  the  upper 
passage. 

The  fjf/ueductSf  of  which  two  exist  {aqiKrductus  veslibuli -  and  aqH(r- 
dticitis  cocldefT),  each  possess  an  external  (lateral),  and  an  internal 
(median)   orifice. 

The  aqutrdtidus  vestibuli  commences  at  the  lower  border  of  the 
recessus  hemi-ellipticus  in  front  of  the  opening  of  the  common  crus  of 
the  superior  and  posterior  semicircular  canals.  It  runs  upwards  across 
the  common  crus,  and  then  turns  downwards  to  end  on  the  posterior 
surface  of  the  petrous  bone.     It  is  5-7  mm.  long,  and  0*25   mm,  wide. 

The  aqufrducttis  cochkm,  which  is  somewhat  longer  and  larger  than 
the  last,  has  its  external  opening  on  the  inferior  surface  of  the  petrous 
bone,  and  its  internal  orifice  on  the  floor  of  the  scala  tympani.  Par- 
ticulars regarding  both  of  these  aqueducts  will  be  given  with  the 
description  of  the  membranous  labyrinth. 


»  Mnkif'sArchiv  1823.  S.  74.    **  Auf  ftltercn  Abbildimgcn  "  (S<>mmeHng,  Tafd  iv..  Fig,  14) 
*'achon  in  seiner  unterea  H&lftc  dai^estelU/ 
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DESCRIPTION    OF   THE    ORGAN    OF    HEARING. 


Taking  into  consideration  the  development  of  the  auditory  organ, 
one  would  naturally  divide  it  into  two  parts — an  internal  and  an  external. 
The  former  comprises  the  labyrinth,  and  is  derived  from  the  dorsal 
plates  of  the  embryo ;  while  the  latter  includes  what  are  usually  described 
as  the  external  and  middle  portions  (E.  Huschke^)^  and  is  developed 
in  connection  with  the  ventral  laminae.  It  has,  however,  long  been 
customary  to  describe  the  organ  of  hearing  as  consisting  of  three 
portions — viz.,  external^  middies  and  internal.  This  subdivision  was 
adopted  by  Valsalva^  and  Blumenbach^^  and  is  not  without  its  practical 
advantages/ 

I.  External  Portion  of  the  Ear. 

{a)  The  Pinna  or  Auricle. — The  pinna  {auricula  s.  cartilago  auris) 
is  the  most  external  part  of  the  organ  of  hearing  (Fig.  29),  and  is 
situated  at  the  side  of  the  skull,  in  the  region  of  the  fossa  mastoideo- 
mandibularis.  Its  attached  portion  occupies  the  interval  between  the 
head  and  neck  of  the  jaw  on  the  one  hand,  and  the  mastoid  process  on 
the  other,  while  it  also  projects  upwards  towards  the  squama.  The  upper 
extremity  of  the  pinna  is  on  a  level  with  a  line  drawn  horizontally 
backwards  from  the  eyebrows,  whilst  its  lower  extremity  would  meet  a 
similar  line  from  the  tip  of  the  nose. 

As  a  rule  the  cartilage  projects  from  the  skull  at  an  angle,  opening 
backwards,  of  35°  to  40°.  Superiorly  this  angle  somewhat  decreases,  but 
is  seldom  less  than  10°. 

Very  rarely  the  integument  covering  the  side  of  the  skull  passes  directly 
on  to  the  anterior  surface  of  the  auricle,  so  that  its  upper  part  is  partially  fixed 
to  the  wall  of  the  cranium,  and  only  a  small  angle  exists  posteriorly  between 
it  and  the  occiput 

Of  the  two  surfaces  of  the  pinna,  one — anterior — looks  somewhat 
forwards,  the  other — posterior — is  directed  backwards.  Setting  aside  the 
general  concavity  of  the  former  and  convexity  of  the  latter,  each  exhibits 
elevations  and  depressions  so  arranged  that  an  elevation  on  one  surface 
has  its  corresponding  depression  on  the  other. 

*  Meckel's  Archiv^  1832,  S.  40. 

*  "De  Aure  Humana,"  Cap.  i.,  §  I. 

*  "  Beschreibung  der  Knochen  des  menschlichen  KOrpers."     Gottingen,  1807,  S.  144. 

*  The  nomenclature  "external,  middle,  and  interna!  portions  of  the  ear,"  used  by 
Huschke,  is  more  logically  chosen  than  that  of  the  "  external,  middle,  and  internal  ear," 
since  one  associates  with  the  term  "  ear"  the  whole  auditory  apparatus. 
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On  ihe  anterior  surface  a  crest  is  seen  running  almost  horizontally  from 
behind  forwards,  and  gradually  increasing  in  height  as  it  proceeds.  It  is 
on  a  level  with  the  upper  border  of  the  externa!  auditory  caiial^  and  divides 
the  anterior  surface  into  two  nearly  equal  parts,  while  in  front  it  is  con- 
tinued into  the  outer  border  of  the  pinna.  This  outer  border  of  the  pinna 
is  turned  over  towards  the  anterior  surface,  like  the  brim  of  a  hat,  and  is 
called  the  heiix]  while  the  crest  leading  to  it  is  named  the  radix  s,  spina 

s,  crista  kehcv?,^     In  form  and   size 
^'K-  ^9*  the  helix  presents  many  individual 

^''""^'  differences.      As  a  rule  it  is  most 

turned  over  near  its  commencement, 
and  becoming  flatter  in  its  course 
upwards  and  backwards,  it  is  gra- 
dually lost  towards  the  lobe  of  the 
ear.  Below  and  in  front  of  the 
helix,  and  running  almost  concen* 
tricaliy  with  it,  is  a  prominent  an- 
gular ridge — aniihelix  {a) — which 
begins  superiorly  in  two  converging 
branches  {crura  fufxata)^  and  passes 
downwards  and  backwards  to  join 
what  will  presently  be  described  as 
the  antitragus. 

Between  the  helix  and  the 
antihelix  there  is  a  shallow  fossa 
{fs)  called  the  scaphoid  fossa 
{scaphay  fossa  navicularis  s,  sea- 
pkoidca);  whilst  the  depression 
between  the  crura  furcata  is  termed 
the  fossa  intercrmalis^  triangularis, 
s.  innominata  antiiieiicis. 

Below  the  antihelix  there  exists 
a  deep  depression  (c)  named  the  amcha,  which  is  divided  by  the  crista 
helicis  into  an  upper  smaller  part  (cymba)  and  a  lower  larger  portion 
{concha). 

At  the  anterior  and  deepest  part  of  the  concha  the  entrance  into 
the  external  auditory  canal  {aG)  is  seen,  the  cartilage  of  which  is  a 
continuation  of  that  of  the  pinna.  The  entrance  into  this  canal  is  partly 
concealed  by  two  valve-like  flaps,  one  in  front  and  the  other  behind. 
The  anterior  is  named  the  tragus  {(),  the  posterior  the  antitragus  {at),  and 

'  Many  anthors  apply  the  immc  ^'apirm  helicis"  l«>  ihc  Brttiill  oirtibginous  process  which 
is  seen  at  the  anterior  part  of  ihe  crest,  iind  which  »civc*  fur  the  attiichmcnt  of  some  of  the 
fibres  of  the  muse,  aurkularis  sup.  (muse.  Attollen«  aurem). 


eh^  CnsU  helicis;  h,  helix;  c/^  c/\  crura 
furcata;  «,  antihelix;  /*,  fossa  scaphcudca ; 
fi,  fossa  intercniraUs ;  c,  concha;  uG,  en- 
trance to  the  external  auditory  canal  ;  /, 
iragfus;  o/,  antitragus;  tt\  incisura  inter- 
tragica;  t,  lobulus  auriculie. 
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the  intervening  notch  the  incisura  intertragica  (it).  Below  this  incisura, 
the  pinna  terminates  in  the  so-called  /obe  (/)  of  the  ear  (Jobulus  auriculce  s. 
auricula  inlima),  to  be  subsequently  described. 

The  corresponding  elevations  and  depressions  on  the  posterior  surface  have 
received  similar  names,  and  hence  we  speak  of  an  emine?itia  scaphoidea,  an 
eminentia  conchce,  etc. 

The  form  of  the  pinna  is  obtained  from  the  cartilage  constituting  its 
foundation.  This  cartilage  is  of  the  reticular  variety,  and  has  an  average 
thickness  of  about  2  mm. 

The  elevations  and  depressions  are  produced  by  corresponding  curves  and 
folds  in  the  cartilage,  and  these  are  maintained  in  position  by  connective  tissue ; 
which,  on  being  divided,  allows  the  folds  to  be  obliterated.  The  cartilage  ends 
inferiorly  in  a  pointed  extremity,  which  passes  in  front  of  the  mastoid  process 
towards  the  margin  of  the  external  auditory  canal.  A  smaller  projection  passes 
downwards  towards  the  lobule,  which  otherwise  consists  only  of  a  duplicature  of 
integument  containing  fat  and  cellular  tissue.  This  cartilaginous  projection  is,  in 
some  exceptional  cases,  of  considerable  size,  and  may  descend  almost  throughout 
the  whole  extent  of  the  lobule.  In  a  girl  who  exhibited  this  anomaly,  and  in 
whom  the  lobe  was  pierced  in  the  usual  manner,  a  very  acute  inflammation  of 
the  ear  was  produced,  probably  on  account  of  injury  to  the  perichondrium.  The 
inflammatory  process  spread  to  the  tissues  between  the  mastoid  process  and  the 
lower  jaw,  with  the  formation  of  an  abscess  from  which  the  child  suffered  for  several 
weeks,  and  which  required  very  energetic  treatment.  The  lobe,  moreover,  exhibits 
the  greatest  variety  in  shape,  size,  and  mode  of  attachment. 

Whilst  the  cartilage  of  the  pinna  is  prolonged  inwards  to  form  the 
cartilaginous  part  of  the  external  auditory  canal,  it  is  also  fixed  by 
connective-tissue  to  the  root  of  the  zygoma  and  to  the  mastoid 
process. 

It  is  covered  by  perichondrium,  to  which  is  attached  a  series  of  larger  and 
smaller  muscles  which  are  of  more  interest  to  the  anatomist  than  to  the  aural 
surgeon.  They  are  described  as  the  muse,  tragicus^  antitragicus ,  helicis  minor 
and  major t  on  the  anterior  surface  ;  and  as  the  muse,  transi^ersus  auriculcB  and 
obliquus  aurieulcc  on  the  posterior  surface  of  the  pinna.  The  names  of  those  on 
the  anterior  surface  denote  their  position  ;  of  the  two  last,  the  muse,  transversus 
passes  from  the  eminentia  scaphae  to  the  eminentia  conchas  over  the  furrow 
corresponding  to  the  antihelix  ;  and  the  muse,  obliquus  bridges  over  the  furrow  on 
the  back  of  the  pinna,  which  corresponds  to  the  lower  limb  of  the  crura  furcata  of 
the  antihelix.  These  small  muscles  exhibit  considerable  variety  both  as  to  their 
magnitude  and  their  course,  and  frequently  become  atrophied  in  later  life,  so  that 
little  trace  of  them  may  be  seen.  The  muscles  which  move  the  pinna  as  a  whole 
are:  (i)  the  muse,  attollens  aurieulce^  which  arises  from  the  fasc.  temporalis, 
and  is  inserted  into  the  posterior  surface  of  the  cartilage  ;  (2)  the  muse,  aitra/iens 
aurieulcBt  which  passes  from  the  fasc.  temporalis  to  the  anterior  extremity  of  the 
helix;  and  (3)  the  muse,  retrahens  auriculcs,  which  passes  from  the  mastoid 
process  to  the  posterior  surface  of  the  cartilage.     Rollett  ^  says  the  elastic  fibres 


*  StricktYy — Handbuch   der  Lehre   von   den   Geweben    des   Menschen    und   der  Thiere,. 
Leipzig,  1868. 
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of  the  cartilaginous  reticulum  pass  into  those  of  the  perichondrium,  y,  Pollak 
found  isolated  patches  in  the  auricular  cartilage,  where  its  matrix  had  a  striated 
structure,  and  where  the  cartilage  cells  were  quite  absent.  The  author  has 
repeatedly  seen  in  his  examinations  in  the  post-mortem  room  of  Langer  strong 
muscular  fasciculi  passing  from  the  muse,  sterno-cleido-mastoideus  to  the  posterior 
surface  of  the  pinna,  where  they  had  a  tendinous  insertion  into  the  region  of  the 
eminentia  concha;.  If  one  pulls  upon  such  a  tendon,  the  pinna  is  drawn  downwards 
and  backwards,  so  that  possibly  in  certain  positions  of  the  head  such  a  fasciculus 
may  exercise,  by  its  action  on  the  pinna,  an  influence  on  hearing.  Luschka  ^  states 
he  has  twice  found  a  similar  muscular  slip. 

Fig.  30. 
Section  through  the  ear  parallel  with  the  long  axis  of  the  external  auditory  canal. 


h,  Helix ;  n,  antihelix  ;  c,  c\  concha  ;  k,  cartilage  of  the  pinna ;  aG.  aC,  external  auditory 
canal;  at,  antitragus ;  /,  lobulus ;  K,  cartilage  of  the  external  auditory  canal,  with  the  ind- 
sura  Santorini  auris ;  tt,  subcutaneous  cellular  tissue  and  integument  of  the  auditory  canal ; 
Tf  membrana  tympani ;  T/i,  tympanic  cavity ;  p^  promontorium ;  5,  stapes  :  the  line  pointing 
to  its  base  passes  through  the  'nternal  auditory  canal. 

The  skin  of  the  pinna  is  continuous  with  that  of  the  scalp,  and  is 
closely  adherent  to  the  anterior  surface  of  the  cartilage  by  means  of  a 
dense  subcutaneous  tissue  destitute  of  fat.  Hence  it  can  here  only  be 
raised  in  isolated  places,  and  then  merely  in  small  folds ;  whereas  on  the 
posterior  surface  it  is  more  movable,  since  the  subcutaneous  tissue  is 
looser  and  contains  some  fat.  By  palpation,  one  can  readily  feel  that  the 
cartilage  at  the  lower  part  of  the  helix  is  more  scanty  than  it  appears  on 
superficial  inspection ;  and  that  the  lowest  part  of  it  is  merely  formed  by  a 
duplicature  of  the  integument 

In  the   neighbourhood    of  the   incisura   intertragica,  as  well   as  on 


»  Luschka,  Prof.  Dr.  Hubert :  "  Die  Anatomic  des  menschlichen  Halses.       Tubingen,  1862, 
I.  S.  165. 
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the  surraces  of  the  tragus,  the  skin  exhibits,  especially  in  the  later  years 
of  life,  numerous  long  hairs  \hirciy 

The  sebacrous  glands  of  the  skin  attain  their  largest  size  in  the 
concha,  where  their  mouths  may  he  readily  seen  as  small  pits.  They  are 
rendered  still  more  distinct  if  their  ducts  are  obstructed,  so  that  the  follicle 
IS  filled  with  sebaceous  secretion  (comedones). 

According  to  Trdltsch,  the  hei^jht  of  the  pinna  in  the  embrjo  increases 
according  to  the  age  of  the  fcDtus  as  follows  : — At  the  tenth  week  it  is  2  /;/;//. ;  at 
the  third  month,  4-5  mm,  ;  at  the  fourth  months  h\'l\  fnm. ;  at  the  fifth  month, 
8-12  mm.;  at  the  sixth  month,  14-17  mm.\  at  the  seventh  month*  16-24  ^fn.  ; 
at  the  eighth  month,  26  mm. ;  at  the  ninth  month,  26-28  mm. :  and  at  birth, 
3,^-36  mm.  These  measurements  were  made  on  preparations  which  had  been  in 
spirit,  and  are  therefore  somewhat  less  than  would  be  found  in  fresh  specimens. 

[A  full  description  of  the  development  of  the  pinna  is  given  by  His  {Anatomit 
Menschiicher  Embryonen,  Heft  II L,  pp.  211-21).] 

{b)  The  External  Andiiory  Canal, — This  canal  consists  of  a  tarlilagi* 
nous  and  an  osseous  portion  (Fig.  30),  These  tw*o  parts  are  of  difTerent 
length,  and  do  not  run  in  the  same  straight  line,  but  together  form  at  their 
place  of  union  an  obtuse  angle  opening  forwards  and  downwards ;  and 
hence  the  outer  and  inner  extremities  of  the  canal  are  placed  somewhat 
lower  than  the  intermediate  portion,  where  the  cartilage  is  contiguous  to 
the  bone.  The  lower  part  of  the  circumference  of  the  external  orifice  lies 
almost  in  the  same  horizontal  plane  as  the  corresponding  part  of  the 
internal  orifice. 

Besides  this  angular  curvature,  both  the  cartilaginous  and  osseous 
portions  exhibit  irregular  elevations  and  depressions,  the  chief  varieties  of 
which  will  subsequently  be  more  particularly  described. 

/^wjrAi-^  describes  the  direction  of  the  canal  thus:  *'It  has  three  curvatures. 
Il  first  proceeds  forwards  (pars  externa)  for  a  distance  of  7  mm.  It  then  makes 
a  somewhat  rounded  angle,  and  rises  backwards  (pars  media)  for  about  5  mm,^ 
where  it  forms  a  second  angle,  so  that  its  third  and  most  descending  part  (pars 
interna),  measuring  11  mm.,  again  passes  forwards  to  the  membrana  tympani.  The 
first  part  is  wide  and  somewhat  compressed  from  before  backwards  ■  the  middle 
portion  is  compressed  from  above  and  in  front,  downwards  and  backwards;  while 
the  inner  part  is  especially  flattened  from  above  downwards," 

On  making  a  transverse  section  of  the  canal,  it  is  seen  to  be  elliptical, 
with  its  longest  diameter  from  the  upper  to  the  lower  walL  This  relation 
should  always  be  kept  in  mind  by  the  aural  surgeon  during  his  manipula- 
tions in  this  region. 

According  to  Urbantschitsch }  the  external  auditory  canal  is  not  formed  from 
the  first  branchial  clefts  but  arises  in  consequence  of  an  elevation  and  outgrowth  of 

•  ••  Uebcr  das  Lumen  des  gusserei^  GehOrgang^es  bei  Embryonen  und  Neugicbomen.'* 
SckdMk's  cmbryologischc  Mittheilungen.    Wico,  187S,  S,  431, 
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the  formative  material  around  the  membrana  tympani.  At  first  it  appears  as  a 
funnel-shaped  opening,  with  its  widest  extremity  directed  outwards ;  but  which  is 
later  on  closed  in  the  embryos  of  mice  and  rabbits,  so  that  newly-born  mice  and 
rabbits,  as  well  as  horses,  cows,  cats,  and  pigs,  have  an  impervious  auditory  canal, 
which  is  not  patent  till  the  fifteenth  day.*  In  the  newly-born  child  no  agglu- 
tination is  found,  but  there  is  a  complete  coaptation  of  the  walls,  while  the  mem- 
brana tympani  lies  close  to  the  inferior  wall.  The  air-containing  space  is  only 
subsequently  developed,  and  has  at  first  the  form  of  two  funnels  joined  to  each 
other  at  their  apices  ;  the  persistent  narrow  part  of  the  lumen  corresponding  with 
the  place  where  they  met. 

The  length  of  the  canal  is  variously  stated  by  different  authors,  and  this 
because  the  measurements  have  not  been  made  according  to  the  same  fundamental 
plan.  Thus,  if  we  consider  the  tube  as  a  whole,  it  is  seen  that  the  outer  orifice  is 
parallel  with  the  mesial  plane  of  the  skull ;  whereas  the  inner  is  placed  at  an  angle 
to  it,  on  account  of  the  difference  in  the  length  of  the  walls  of  the  tube  ;  hence  the 
measurements  obtained  vary  according  to  the  part  of  the  wall  measured. 

From  what  has  been  said  in  connection  with  the  osseous  part  of  the  canal,  one 
would  therefore  get  the  greatest  length  on  the  anterior  and  inferior  walls  ;  the  least 
on  the  superior  wall.  Troltsch^  has  given  the  most  accurate  measurements, 
and  he  estimates  the  average  length  of  the  canal  at  24  tnm.^  of  which  16  mm, 
belong  to  the  osseous,  and  8  mm,  to  the  cartilaginous  portion.  He  obtained  these 
figures  by  taking  as  the  most  external  boundary  of  the  tube  a  plane  projected  from 
the  commencement  of  its  posterior  wall  at  right  angles  to  the  longitudinal  axis  of 
the  canal.  From  this  to  the  membrana  tympani  he  measured  each  of  the  four  walls 
in  a  large  number  of  specimens,  and  took  the  average.  He  gives  as  the  avetage 
length  of  the  different  walls  the  following  figures :  anterior,  27  (9,  18)  ;  inferior,  26 
(10,  16)  ;  posterior,  22  (7,  15);  superior,  21  (7,  14)  mm.  Of  the  numbers  within  the 
brackets,  the  first  indicates  the  length  of  the  cartilaginous,  and  the  second  that  of 
the  osseous  part  of  the  canal.' 

The  width  of  the  canal  is  so  very  variable  that  one  rarely  finds  it  equaf  on  the 
two  sides  in  the  same  individual,  and  thus  the  appearance  of  a  section  cut  trans- 
versely to  its  long  axis  varies  much  ;  for,  while  in  the  majority  it  is  oval,  it  sometimes 
approaches  more  to  the  circular  in  form.  The  width  is  greatest  near  the  outer 
orifice  (greatest  diameter  8-9  mm.) ;  somewhat  less  at  its  inner  end  near  the 
membrana  tympani  (greatest  diameter  6-7  /«///.) ;  and  least  of  all  at  the  junction 
of  the  cartilaginous  with  the  bony  portion.     Besides,  it  is  modified  here  and  there 


'  Piedagnel :  Magendie's  Journal  de  Physiol.,  1823,  Janvier,  S.  29. 

'  "  Die  Anatomic  des  Ohres  in  ihrer  Anwendung  auf  die  Praxis  und  die  Krankheiten  des 
GchOrorganes."     WQrzburp,  1 86 1. 

'  Many  authors  (e.g.,  Henle  and  J,  Fr.  Meckel)  refer  the  tragus  to  the  external  auditory 
canal,  and  thus  get  a  greater  length. 

SyiiiittgtuH  (op.  ciL),  taking  the  same  external  boundary  of  the  meatus  as  Von  Trdltsck^ 
gives  the  following  table,  showing  the  length  of  the  meatus  in  children  at  different  ages : — 
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by  occasional  prominences  and  depressions  which  are  met  with  on  its  different 
walls.  Some  of  these  irregularities  occur  so  frequently  that  we  might  almost 
consider  them  as  normal.  Thus,  the  anterior  and  lower  walls  of  the  cartilaginous 
part,  about  3-4  tntn.  behind  the  external  opening,  are  often  bulged  outwards  from 
the  canal,  so  that  at  this  part  it  is  dilated  and  somewhat  trough-like  ;  while  the 
anterior  wall  of  the  bony  part  is  frequently  seen  pushed  inwards  towards  the  lumen 
so  as  to  narrow  it.  These  relations  are  to  be  taken  into  consideration  in  connection 
with  the  examination  of  the  auditory  canal. 

As  has  already  been  stated,  the  cartilage  of  the  pinna  is  continued 
inwards  so  as  to  form  the  cartilaginous  portion  of  the  auditory  canal. 
This,  however,  does  not  form  a  complete  tube,  but  is  deficient  at  the  upper 
and  posterior  part,  where  the  gap  between  its  free  margins  is  filled  up 
by  fibrous  membrane.  This  membranous  tissue  is  continuous  with  that 
which  fixes  the  cartilaginous  to  the  osseous  part  of  the  canal,  and  is  itself 
attached  to  the  adjacent  portion  of  the  temporal  bone  by  tough  tissue 
— which,  however,  allows  of  a  considerable  degree  of  abduction  of  the 
auditory  canal  from  the  bony  parts. 

The  continuity  of  the  cartilaginous  part  is  also  interrupted  by  several 
fissures,  which  run  more  or  less  parallel  with  the  outer  extremity  of  the 
osseous  canal.  These  are  named  the  incisuros  Santorint)  and  are  filled 
up  by  fibrous  tissue.  They  are  two  or  three  in  number,  and  are  found 
chiefly  on  the  antero-inferior  aspect  of  the  canal,  but  sometimes  they 
extend  to  the  posterior  wall,  while  occasionally  they  are  somewhat  forked. 

At  birth  the  cartilaginous  basis  of  the  canal  consists  of  two  or  three  segments, 
which  subsequently  become  only  imperfectly  united  by  fibrous  tissue,  so  as  to  leave 
between  them  the  fissures  of  Santorini. 

The  osseous  part  of  the  external  auditory  canal  has  already  been 
described. 

Towards  the  lumen  of  the  canal  the  cartilaginous  portion  is  covered 
with  perichondrium,  and  the  osseous  portion  with  periosteum  ;  these  exhibit 
the  same  structure  here  as  elsewhere  in  the  body,  and  are  bound  to 
the  integumentary  lining  of  the  canal  by  firm  subcutaneous  tissue,  which 
becomes  denser  as  we  pass  towards  the  inner  part  of  the  canal.  This 
integumentary  lining  is  continuous  with  that  covering  the  pinna;  in  the 
cartilaginous  part  it  resembles  ordinary  skin ;  while  in  the  osseous  part 
it  is  thin,  and  so  altered  in  colour  that  it  has  somewhat  the  appearance 
of  a  mucous  membrane.  It  preserves,  however,  all  the  characteristics  of 
the  integument;  and,  as  we  shall  subsequently  see,  is  liable  to  be  the 
seat  of  diseases  which  are  found  in  other  parts  of  the  general  integument, 
and  not  of  those  occurring  in  mucous  membranes. 

The  cutis  of  the  canal  is  covered  by  stratified  epidermal  cells  on  its 
free  surface ;  and  besides  showing  the  ordinary  structure  of  every  cutis 
{e,g.,  connective  and  elastic  tissues,  etc.),  it  exhibits  (i)  hairs  (hirci),  in 
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cutis,  and  are  convoluted  tubular  glands  which  in  structure  resemble 
sweat  glands.  Their  excretory  ducts,  somewhat  shorter  than  those  of 
sudoriferous  glands,  have  a  diameter  of  0*05 — 0'06  mm,  ;  whereas  the 
gland  measures  0*2 — 0'8  mm. 

According  to  most  observers,  the  gland  duct  consists  of  a  homogeneous 
membrane  surrounded  externally  by  a  layer  of  longitudinal  smooth  muscular 
fibres,  beyond  which  is  a  layer  of  connective  tissue.  The  lumen  of  the  duct 
is  lined  with  cells  (Kdlliker),  These  glands  secrete  the  cerumen,  which  in  the 
fresh  condition  is  of  a  bright  yellow  colour,  and  nearly  fluid.  On  exposure 
to  the  air  it  becomes  firm  and  darker  in  colour,  and  may  form  brown  plugs 
or  crusts. 

The  muscular  bands  which  are  described  as  the  mtiscles  of  the  auditory  canal ^ 
are  situated  on  the  anterior  wall  of  its  cartilaginous  portion,  and  consist  of:  (i)  The 
fn.  incisuroi  Santorini,  which  passes  over  the  fissures  on  the  anterior  surface  of  the 
cartilage ;  (2)  The  styiO'auricuiaris—^escn\iQ&  by  Hyrtl,  and  said  to  be  present  in 


Fig.  32. 

Outer  surface  of  the  tympanic  membrane 
(i^  times  the  natural  size). 


Fig.  33. 

Inner  surface  of  the  tympanic  membrane, 
with  malleus  and  incus. 


G,  Handle  of  malleus;  kf^  short  process 
(cartilaginous  structure);  u€y  lower  end 
of  haadle  of  malleus;  hjf^  posterior  fold. 


A",  Head  of  malleus ;  K\  body  of  incus ; 
As,  horizontal  (short)  process  of  incus; 
ps^  perpendicular  (long)  process  of  incus ; 
cA/,  cMf  chorda  tympani;  tt^  place  of  in- 
sertion of  tensor  tympani ;  G,  handle  of 
malleus;  ue^  lower  end  of  handle  of  malleus. 


about  one  out  of  every  six  cases — which  arises  from  the  upper  part  of  the  styloid 
process,  and  is  inserted  by  a  fan-shaped  tendon  close  to  the  inner  part  of  the 
cartilage  of  the  canal. 

{c)  The  Tympanic  Membrane, — The  tympanic  membrane  {wembrana 
tympaniy  s,  diaphragm,  s.  myrinx,  s,  septum  membranaceum,  s,  operimentum 
auris)  (Figs.  32,  33)  is  stretched  across  the  inner  end  of  the  auditory 
canal,  forming  the  partition  wall  between  it  and  the  tympanic  cavity. 

The  membrane,  like  the  opening  which  it  fills  up,  has  the  form  of 
a  somewhat  bent  ellipsoid,  its  greatest  diameter  (vertical)  being  from 
9  to  ID  mm.j  while  its  transverse  diameter  is  from  8  to  9  mm.  So  far 
as  the  inner  end  of  the  auditory  canal  is  formed  by  the  tympanic  portion 
(tympanic  ring),  the  membrane  is  fixed  in  a  groove  {sulcus  tympanictis)  : 
but  there  is  no  proper  groove  for  its  insertion  into  that  portion  which 
is  formed  by  the  horizontal  part  of  the  squama. 
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\\\  tht^  child,  the  membrana  tympani  lies  more  horizontal  than  it  does 
ill  the  Hviult ;  but  as  the  development  of  the  temporal  bone  progresses^ 
the  uicmbrant^  l>ecomes  more  vertical ;  its  long  diameter,  however,  even  in 
ihc  ailult,  forms  an  obtuse  angle  with  the  roof  and  posterior  wall,  and  an 
,icutv  angle  with  the  floor  and  anterior  wall  of  the  auditory  canal.*  As 
u'ltarilH  its  inclination  towards  the  mesial  plane  of  the  body,  most 
authi>ritirH  agree  that  if  the  long  axes  of  both  membranes  were  pro- 
\k\\\^\\\  ili>wnwards,  they  would  meet  to  form  an  angle  of  130 — 135° 
'\\w  upper  borders  of  the  membranes  of  opposite  sides  are  said  to  be 
^«  7v» « w.  ilistant  from  each  other,  the  lower  borders  775  cm, 

I  ho  iliroition  of  the  tympanic  membrane  as  compared  with  that  of  the  external 
aiulUoiv  ranal  can  be  most  easily  realised  by  drawing-  lines  at  right  angles  to  the 
4  .iiidl  lioin  the  mar>jin  of  the  membrane.  Thus,  if  such  a  line  be  drawn  either  from 
llir  ujijMM-  iHlfje  of  the  membrane  to  the  floor,  or  from  its  posterior  edge  to  the 
aiilriun  wall  of  the  canal,  it  touches  the  wall  about  6  mm.  distant  from  the  lower 
.iiiil  auliTior  attachments  of  the  membrane  respectively.  Hence  it  is  seen  that  at 
<tll  lu'iiiuU  of  life  the  antero-inferior  part  of  the  membrane  is  most  distant  from, 
y\\\\\v\  \\\v  |ii>«tcro-superior  is  nearest  to,  the  outer  orifice  of  the  auditory  canal. 

!•  roin  its  position,  one  surface  of  the  membrane  is  directed  inwards 
( mWnuil  c»r  nin/ian  surface)  towards  the  tympanic  cavity,  the  other  outwards 
{t'sttuhil  or  lateral  surface)  towards  the  auditory  canal.  The  former 
uniiuilly  appears  convex,  the  latter  concave.  The  greatest  concavity  is 
iiliiHibt  at  the  centre  of  the  membrane  (/>.,  corresponding  with  the  lower 
rml  nl  the  handle  of  the  malleus),  and  is  called  the  navel  (umbo). 

SiiH c  the  upper  end  of  the  handle  of  the  malleus  (t.e.,  the  so-called 
^koft  pnness)  is  connected  in  its  entire  length  with  the  membrana  tympani, 
ami  piojei'tH  farther  outwards  than  the  lower  extremity  of  the  handle,  it 
liilliivvM  lluil  the  membrane  is  pushed  more  prominently  outwards  above 
than  It  i»*  below  ;  with  the  result  that  two  folds  are  produced  in  it — one  in 
litihl,  and  lla*  other  behind  the  short  process — the  latter  being  the  best 
iitaiketl.  Iheae  were  first  described  by  the  author,  who  named  them 
lilt  iiiihrior  and  posterior  folds  of  the  membrana  tympani.  As  we  shall 
htr   later,   ihey  play  an  important  part  in  diagnosis. 

I  hii  huppn^ilion  that  the  normal  tension  and  arching  inwards  of  the  tympanic 
iiHiiutiiaiit'  iiir  ilrptMulcnt  upon  the  position  of  the  handle  of  the  malleus  is  quite 
iiiiiiiu'iMiri :  till  il  «)nc  removes,  in  the  cadaver,  a  normal  membrane  from  all  its 
I  tiiiiHH  (inii^,  anil  M*parates  carefully  the  malleus,  it  still  retains  completely — as 
ilir  iiiHlmi  tiiht  pointed  out — its  tension  and  inward  convexity,  which  would  not 
\\v  jMrnhililr  it  itH  connection  with  the  malleus  determined  the  same.     Besides,  its 

y  '•%\t*unj{toH  (op.  tit.)  is  inclined  to  agree  with  J.  Pollakf  who  maintains  there  is  no 
lit  ii«  )ilil>li  ilillrHiur  belwi'<-n  the  inclination  of  the  membrane  in  the  new-born  child  and 
III  till  lulull  I  III*  IniiiKT  objicivrr  says :  "In  the  new-born  child  the  external  auditory  meatus 
imini  H  iiiw.iidn  with  u  decided  downward  inclination,  so  that  the  floor  of  the  meatus  lies 
iHuilv  |»»iiiillt'l  with  the  outer  surface  of  the  membrane;  hence  probably  the  view  that  the 
iiHUibiitiit'  i:»  nearly  hohiuntttl."— Eds.] 
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anterior  segment  appears  somewhat  more  tense  than  the  posterior.  For  further 
particulars  on  this  subject  refer  to  the  author's  contribution  :  **  Ueber  Spannun^s- 
verhaltnisse  des  Trommelfelles  "  (Monatsschrift  fur  Ohrenheilkunde,  Jahrgang  xi., 
Xr.  5,  1877). 

The  colour  of  the  membrana  tympani  varies  considerably  even  in  the 
cadaver, — this  difference  being  due  partly  to  the  nature  of  the  membrane 
itself,  and  partly  to  the  individual  peculiarities  of  its  neighbouring  struc- 
tures. It  is  generally  described  by  anatomists  as  possessing  a  more  or  less 
"pearl  grey  "  colour;  but  when  the  epidermis  has  been  destroyed  by  long 
maceration,  it  appears  somewhat  darker  and  less  brilliant ;  while  its  borders, 
as  well  as  the  outlines  of  the  structures  embedded  in  it  {e,g.y  malleus  ec.) 
strike  the  eye  less  distinctly  than  during  life. 

The  individual  differences  in  the  appearance  of  the  membrane  are 
much  more  readily  recognised  during  life  than  in  the  cadaver,  so  that  even 
a  general  description  of  it  presents  some  difficulties :  for  one  cannot  speak 
in  such  a  description  of  a  colour  as  belonging  to  the  whole  membrane, 
since  the  histological  structure  of  its  different  segments,  as  well  as  the 
varying  conditions  of  the  objects  in  its  vicinity,  must  exercise  a  great 
influence  in  modifying  it  {vide  Plate  I.,  i,  2).  Accordingly,  we  shall  postpone 
a  general  description  of  the  colour  of  the  membrane  until  we  have  studied 
more  minutely  its  neighbouring  structures. 

Attachments  of  the  Membrana  Tympani, — The  membrane  is  fixed 
in  the  sulcus  tympanicus  as  far  as  this  encircles  the  inner  extremity  of 
the  auditory  canal ;  while  around  the  same  extent  of  the  circumference 
the  so-called  cartilaginous  ring  (annu/us  cartilagineus)  is  also  seen.  At  the 
upper  part,  however,  this  structure  is  absent,  and  here  the  cuticular  tissue 
is  continued  directly  from  the  auditory  canal  on  to  the  tympanic  membrane. 

This  cartilaginous  ring  was  recently  described  hy  Ar?io id  aiud  others  as  the 
annulus  tendinosus  s.  membranaceus ^  and  the  presence  of  cartilage  cells  in  it 
denied.  But  the  author's  researches  have  shown  that  cartilage  cells — occurring 
singly  or  in  groups,  and  containing  one  or  more  nuclei — are  found  between  the 
fibres  of  the  tendinous  ring,  both  in  the  infant  and  adult ;  and  hence  it  is  better 
entitled  the  cartilaginous  ring  (annulus  cartilagineus).  The  cartilage  cells  are 
found  chiefly  in  the  part  which  is  nearest  the  bone,  and  are  easily  seen  in  sections 
of  the  decalcified  bone  where  the  membrane  has  been  left  in  its  natural  position. 

Histological  Structure  of  the  Membrana  Tympani — Forming,  as  it  does, 
the  partition  between  the  external  auditory  canal  and  the  tympanic  cavity, 
the  membrana  tympani  receives  part  of  its  tissue  from  the  lining  of  these 
cavities,  that  of  the  tympanum  being  continued  on  to  it  as  well  as  that 
of  the  auditory  canal. 

Its  chief  part  is,  however,  furnished  by  its  own  peculiar  elements, 
which  form  a  membranous  structure — the  so-called  membrana  propria. 
This  gives  to  it  a  considerable  amount  of  strength  and  firmness ;  whilst 
its  inner  and  outer  coverings  are  weak,  and  serve  chiefly  to  support  its 


blood-vessels  and  nerves.^     One  distinguishes,  therefore^  three  layers  in 
the  membrana  tympani,  viz,  :— 

(i)  An  external  J  intcguntentaty  layer; 

(2)  A  middle f fibrous  layer  {nienibraua  propria,  s,  stratum  fibrosum)  ;  and 

(3)  An  internal,  mucous  layer  (tnembrana  mucosa). 

1.  External  or  Integumentary  Layer. — This  is  composed  of  the  same 
elements  as  are  found  in  the  integumentary  lining  of  the  inner  part  of  the 
external  auditory  canaL  The  continuity  of  the  stratified  epidermis  covering 
the  membrane  with  that  lining  the  canal  can  readily  be  demonstrated  in  a 
temporal  bone  which  has  been  macerated  for  a  short  time  ;  when  the  whole 
can  be  separated,  and  is  seen  to  form  a  cui  de  sac  resembling  the  finger 
of  a  glove.  The  tissue  of  the  cutis,  or  true  skin,  is  most  abundant  at  the 
periphery  of  the  membrane,  and  becomes  more  scanty  as  we  approach  the 
centre ;  while,  on  the  other  hand^  the  epidermal  layer  is  thickest  in  the 
immediate  vicinity  of  the  handle  of  the  malleus.  Here  there  is  observed 
a  fairly  well-marked  band  of  tissue,  beginning  superiorly  w^th  a  broad  base 
(3-4  mm,)f  and  passing  downwards  in  the  direction  of  the  malleus.  It  is 
less  distinct  at  the  low^er  end  of  the  handle,  round  which  it  runs  in  almost 
circular  bands,  and  from  w*hich  it  radiates  partly  outwards.  These  fibres, 
lying  close  to  the  handle  of  the  malleus,  contain  the  larger  blood-vessels 
and  nerves  of  the  tympanic  membrane,  and  may  be  seen  with  the  naked 
eye,  but  are  distinctly  observed  under  a  low  power,  A  larger  amount 
of  cutaneous  tissue  is  likewise  found  at  the  upper  part  of  the  integu- 
mentary layer — a  condition  which  influences  the  development  of  the 
objective  pathological  appearances. 

Kessel  describes  a  gland  layer  which  is  said  to  extend  from  the  postero-superior 
wall  of  the  canal  behind  the  maOcus,  downwards  almost  to  its  lower  extremity  So 
far  as  the  author  is  aware,  the  existence  of  this  has  not  yet  been  confirmed. 

2.  Fibrous  Layer  {membrana  propria). — This  consists  of  more  resistant 
tissue  than  that  of  the  integumentary  and  mucous  layers, 

Wharton  Jones '  described  the  membrana  propria  as  consisting  of  two 
strata,  which  were  easily  separated  from  each  other  under  water.  These 
are  described  as  :  (1)  the  external  or  radiating-fibre  layer^  immediately  sub- 
jacent to  the  integument ;  and  {2)  the  internal  or  circtflar-fibre  laver^  next 
the  mucous  membrane,     Gerlaclt  ^  says  that  the  main  part  of  the  tissue 

'  According  ioSrhmt  fit  kit  m  (**KxiJciitTjcntLllr  Studicn  zur  Physiologic  dcs  GehOrorgancs," 
Kid,  1868,  S,  6)  the  resisting  power  of  llic  lyinpanic  membrane  is  much  greater  in  man  than 
in  most  animals,  ll  rcqiiirrd  n  column  of  mercury  143  cm,  in  height  to  rupture  the  membrane 
of  an  car  which  hwd  bctn  preserved!  for  stJiiic  wceksi  in  spirit.  The  rupture  was  in  a  ^itraight 
line  parallel  witli  the  handle  ol  the  innlUuH,  uitdl  corresponding  with  its  lower  three-fourths. 
Kvcn  supposing  the  spirit  to  have  rciulcicd  the  membrane  somewhat  tougher  than  normal, 
the  cxjKrnroc-nl  proves,  it  lo  possc^s  a  very  cmiKiiilcrttblc  amount  of  rcsiiitancc. 

i  "  Organ  of  Hearing  '*  in  Tottdfi  **  Cyciopu'dia  tjf  Anatomy  and  Physfulogy,"  vol  ii^  p.  545- 
L4:indon:  i8jy. 

*  '*  Mikroskopische  StutJicn  aui  dcm  Ccbicte  dcr  mcnachltchcn  Morphologic.*'  Erbngcn, 
1858,  S.  53.  u.  f. 
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composing  the  membrana  propria  may  be  said  to  be  intermediate  between 
the  ordinary  fibrillated  and  the  homogeneous  tissue  of  RficherL  The  fibres 
(Fig.  34)  are  00068— 0*0095  mm.  broad^  and  possess  '^  sharp  but  fine 
outlines^  which  bound  on  either  side  the  perfectly  homogeneous  substance 
of  the  fibre.  Not  even  the  least  trace  of  fibril Jse,  such  as  characterise 
ordinary  connective*tissue,  is  seen  in  these  fibres.  They  run  parallel  with 
and  close  to  each  other,  but  are  frequently  connected  so  as  to  form  a 
fibrous  meshwork  containing  elongated  narrow  spaces  which  taper  above 
and  below.  Notwithstanding  this  meshwork,  the  direction  of  the  fibres  is 
well-marked/' 


Fig.  34^ 
Fibres  of   the  membrana   propria   of 
tympanic  membrane* 


the  Connective- tissue   corpuscles,   as  they  arc 

met  with  between  the  fibre,^  of  the  mem- 
brana propria  of  the  tympanic  membrane, 
in  longitudinal  sections. 


Everard  Homv  ^  erroneously  considered  they  were  smooth^  muscular 
fibres.  On  attempting  to  isolate  the  fibres  from  one  another  under  a  lens, 
they  constantly  tend  to  resume  their  former  position.  When  however  they 
are  teased  out,  one  can  recognise^  on  careful  examination,  small  spindle- 
shaped  cells  (Fig,  35)  at  the  margins  of  the  fibres.  These  are  granular  in 
Ihe  centre,  and  terminate  in  fine  filaments  at  either  end.  They  are  the 
young  connective  tissue  corpuscles  which  are  lodged  in  the  spares  remaining 
between  the  fibres. 

Gerluck  showed  that,  if  the  fibres  of  the  membrana  propria  be  treated  with 
acetic  acid,  two  very  different  conditions  are  recognised,  depending  upon  whether  one 
is  examining  a  longitudinal  or  a  transverse  section.  The  acid  causes  the  fibres  to 
swell  up  and  become  clearer  ;  so  that,  on  looking  at  a  longitudinal  section,  the  spaces 
between  the  fibres  have  disappeared,  while  the  spitidle-shapt^d  corpuscles  are 
rendered  evident  in  great  numbers  (Fig.  55).  The  nuclei  in  the  body  of  the  cor- 
puscles become  distinctly  visible,  and  one  sees  in  some  cases  connections  between 
ihe  filiform  processes  of  adjacent  corpuscles.  On  transverse  section  the  oval 
outline  of  the  fibres  has  disappeared,  and  they  now  form  a  homogeneous  mass ;  and, 
instead  of  the  previously  mentioned  spindle  cells,  star-shaped  corpuscles  come  into 


•  "On  the  Structure  and  Uses  of  the  Membrana  Tympani  of  the  Ear,"     Philosophical 
Trmntactions^  vol.  xc,  p.  i,  iSoo. 
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view,  having  three  to  four  processes  passing  in  different  directions.  They  each 
have  a  rounded  nucleus  distinctly  visible  in  the  central  part  of  the  cell,  and  resemble 
certain  forms  of  corneal  corpuscles  {Troltsc/i,  Gerlach),  or  even  the  stellate  cells 
of  the  enamel  organ  {Gerlach),  The  connective-tissue  corpuscles  are  especially 
numerous  m  the  membrana  propria  of  children  ;  while  on  the  other  hand  the  fibres 
are  much  more  delicate,  and  resemble  the  loose  connective-tissue  found  in  the  foetus. 
In  this  respect  the  membrana  tympani  of  the  infant  approaches  the  condition  which 
exists  in  the  lower  animals  (birds). 

The  spindle-shaped  cells  are,  according  to  the  views  of  most  obser\-ers,  nothing 
but  the  nucleus  fibres  of  Henley  or  the  connective-tissue  corpuscles  of  Vtrchaw,  or 
the  so-called  lymph  or  formative  cells  of  Kolliker,  Through  the  action  of  a  20  per 
cent,  solution  of  nitric  acid  for  a  short  time,  one  obtains  both  in  the  longitudinal  and 
transverse  sections  of  the  membrana  propria,  ver}'  pretty  isolated,  but  never  star- 
shaped  cells ;  while,  if  such  sections  be  treated  for  twenty-four  hours  with  acetic  acid, 
the  isolated  cells  are  now  destitute  of  processes,  and  seem  to  represent  the  nuclei 
only,  these  alone  being  able  to  resist  the  action  of  the  acid. 

If  treated  with  carmine,  the  spindle-shaped  cells  appear  ver>-  distinctly  in  the 
longitudinal  sections,  since  they  are  more  deeply  stained  than  the  fibres;  but  if 
transverse  sections  are  examined,  the  star-shaped  cells  do  not  appear.  If,  however, 
acetic  acid  is  added  to  such  sections,  the  fibres  lose  gradually  their  crimson  colour  ; 
and  if  they  have  not  been  deeply  stained,  may  become  quite  colourless ;  while,  on 
the  contrary,  both  the  spindle-shaped  cells  in  the  longitudinal  section,  and  the 
star-shaped  cells  in  the  transverse  section  come  into  view,  having  a  dark  reddish 
colour. 

The  histological  elements  of  the  membrana  propria  which  have  just 
been  described  are  arranged  in  two  layers:  {\)  an  external  or  lateral^ 
situated  immediately  under  the  integument ;  and  (2)  an  internal  or  median^ 
next  the  mucous  membrane. 

The  fibres  of  the  external  layer  radiate  outwards  from  the  malleus, 
being  fixed  on  the  one  hand  to  the  cartilaginous  structure  of  the  malleus, 
and  on  the  other  to  the  cartilaginous  ring  at  the  periphery  of  the  mem- 
brane. Hence  this  is  called  the  radial  layer^  and  on  account  of  the 
arrangement  of  its  fibres  they  appear  more  closely  packed  together  in 
the  vicinity  of  the  malleus ;  this  being  especially  marked  at  the  lower 
end  of  the  handle.  A  small  triangular  area  of  the  tympanic  membrane, 
with  its  base  directed  upwards,  is  found  above  the  small  process  of  the 
malleus,  where  the  radial  fibres  are  altogether  wanting.  This  will  sub- 
sequently be  considered. 

The  fibres  of  the  internal  or  median  layer,  lying  next  to  the  mucous 
membrane,  have  in  general  a  circular  direction ;  and  hence  they  are 
spoken  of  as  forming  the  circular  layer.  In  successful  sections  one  can 
readily  convince  oneself  that  these  circular  fibres  reach  into  the  annulus 
cartilagineus  at  the  periphery  of  the  membrane,  and  that  many  of  them  are 
even  connected  with  the  periosteum  of  the  auditory  canal.  These  fibres 
are  not  uniformly  arranged,  being  more  numerous  in  some  parts  than  in 
others ;  but  the  author  cannot  agree  with  TrOltscHs  statement  that  they 
are  altogether  wanting  in  the  neighbourhood  of  the  annulus  cartilagineus 
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and  handle  of  the  malleus  respectively.  They  are  certainly  more  scanty 
in  those  two  regions,  but  nevertheless  they  exist.  If  one  imagines  the 
membrane  divided  by  lines,  placed  at  equal  distances,  into  five  concentric 
areas,  it  is  found,  on  examining  these  from  without  inwards,  that  the 
circular  fibres  are  scanty  in  the  outer  fifth,  but  plentiful  in  the  next 
two-fifths,*  becoming  again  scattered  in  the  central  two-fifths — near  the 
handle  of  the  malleus.  Above  the  short  process  of  the  malleus  they  are 
found  only  in  its  immediate  vicinity,  while  they  are  quite  absent  over 
that  triangular  area  where  we  have  already  described  the  radial  fibres  as 
being  deficient. 

Besides  these  circular  and  radial  fibres,  others  may  be  seen  on 
carefully  removing  the  integumentary  and  mucous  iayers  from  a  fresh 
membrana  tympani,  so  that  it  still  remains  attached  to  the  cartilaginous 
structure  to  be  subsequently  described  as  existing  at  the  handle  of  the 
malleus.     These  lie  on  the  outer  side 


of  the  radial  layer,  and  taking  their 
origin  from  the  upper  segment  of  the 
annulus  cartilagineus,  run  obliquely 
downwards  towards  the  middle  line, 
in  order  to  be  inserted  into  the 
outer  aspect  of  the  cartilaginous 
structure  at  the  handle  of  the  mal- 
leus. Below  the  end  of  the  handle 
they  are  feebly  marked,  and  consist 
at  best  only  of  isolated  fibres. 
They  lie  immediately  subjacent  to 
the  integumentary  layer,  and  the 
author  has  named  them  the  descend- 
ing fibres  of  the  membrana  propria. 


Fig.  36. 

Dendritic  fibrous  structure  of  the  Membrana 
Tympani. 


The  outer  and   inner  layers  of  the 


membrana  tympani  are  loosely  held  together  by  delicate  patches  of  con- 
nective-tissue ;  whilst,  on  .the  other  hand,  the  former  is  intimately  connected 
with  the  integumentary,  and  the  latter  with  the  mucous  layer. 

(3)  The  Mucous  Layer  (membrana  mucosa)  forms  the  inner  covering 
of  the  membrana  tympani,  and  is  a  continuation  of  that  which  lines  the 
tympanic  cavity.  It  is  strongest  at  the  upper  part  of  the  membrane ; 
while,  like  the  integumentary  layer,  it  thins  off  somewhat  as  we  approach 
its  centre.  It  is,  as  a  whole,  very  delicate,  and  covered  with  pavement 
epithelium. 

Dendritic  Fibrous  Structure  in  the  Membrana  Tympani. — Besides 
the  layers  already  described,  a  structure  is  met  with  in   the  tympanic 


'  According  to  Ger/ac/i,  the  thickness  of  the  radial  layer  at  this  spot  is  0-018'",  whilst  the 
thickness  of  the  circular  layer  at  the  same  place  is  0026'". 
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membrane,  which  was  first  described  by  the  author,  and  which,  on  account 
of  Its  peculiar  arrangement,  he  named  the  dcndntic  fibrous  strudure 
(Fig,  36).  If  one  brushes  away  under  water  the  epithelium  of  the  mucous 
layer  and  the  epidermis  of  the  integumentary  layer^  a  structure  comes  into 
view  which  can  generally  be  recognised  with  the  naked  eye,  but  which 
is  rendered  very  evident  by  a  low  power,  and  which  is  most  strongly 
developed  in  the  posterior  segment  of  the  membrane.  Its  fibres  arise  in 
a  somewhat  fanlike  manner  out  of  the  substance  of  the  membrane  ;  then 
draw  closer  together  in  their  further  course,  to  be  again  divided  into 
processes  which  radiate  in  different  directions  and  become  lost  in  the 
membrane.  Just  as  the  structure  began  with  a  broad  base  at  the  peri- 
phery, so  also  the  ends  of  its  branches  broaden  out  through  the  separation 
of  their  fibres  where  they  pass  into  the  substance  of  the  membrane. 

When  well  developed,  it  is  not  confined  to  the  posterior  part  of  the 
membrane— where  however  it  is  always  best  marked^ — but  is  seen  also  in 
its  anterior  part ;  and  the  fibres  arise  not  only  from  the  periphery,  but  from 
other  parts  of  the  membrane,  to  be  inserted  again  into  the  membrane  itself. 
The  fibres  of  the  different  bands  frequently  join  or  become  interwoven,  so 
that  the  whole  structure  has  an  irregular  arrangement.  In  some  parts  it 
is  altogether  wanting,  while  in  others  it  is  well  marked  ;  and  its  fibres  are 
seen  crossing  those  of  the  membrana  propria  in  various  directions. 

In  the  central  part  of  the  membrane  it  lies  immediately  beneath  the 
mucous  layer ;  whilst  near  the  periphery  it  is  found  between  the  radiating 
and  circular  fibre  layers.  It  consists  essentially  of  connective-tissue 
resembling  that  of  tendinous  structures  generally. 

Under  polarised  light,  the  dendritic  structure  appears  in  light  bands,  while  that 
of  the  other  tissue  is  darker.  This  structure  materially  strengthens  the  membrane, 
and  may  assist  in  bringing  it  back  to  its  natural  position  when  too  tensely  bulged 
outwards  or  inwards  ;  or  may  be  for  the  purpose  of  preventing  its  overdistension* 

Kessel^  associates  the  dendritic  fibrous  structure  with  the  lymph-vessels  of  the 
membrane.  He  considers  the  spaces  which  exist  between  its  bands  as  lymph- 
sifinses  which  communicate  with  the  lymph-vessels  in  the  integumentary  and 
mucous  layers  of  the  membrane.  These  sinuses  are  said  even  to  be  lined  with 
cpttheliura,  which  may  be  displayed  by  treating  with  silver  nitrate. 

Conmction  of  the  Membrana   Tyutpam  tviih  the  Maileus, 

On  examining  the  membrana  tympani  while  it  is  still  connected  with 
the  malleus,  it  is  seen  that  this  ossicle  is  attached  to  its  inner  surface,  so 
that  the  inner  two-thirds  of  the  circumference  of  its  handle  project  free  and 
crest-like,  while  the  outer  third  appears  as  if  embedded  in  the  membrane 
(Fig.  33)* 


*  *^Nervcfi  und   Lymphgeflwe  des  nemsch lichen  Trommclfellcs,"  Centralblatt  fttr  die 
inediciniach«  WiMcntchali,  1869,  Nr.  13,  M* 
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I-'ig-  37. 
Cartilaginous     structure,    with 
the  ^brcs  of  the  membrana 
propria. 


If  in  a  fresh  preparation  one  makes  a  circular  incision  round  the 
neck  of  the  malleus,  and  a  longitudinal  cut  along  the  entire  inner  edge  of 
the  handle,  and  then  shaves  off  the  mucous  membrane  from  it  with  a  small 
knife,  it  is  found  that  the  membrana  tympani  can  be  separated  readily  from 
the  upper  third  of  the  handle,  whilst  its  lower  portion  is  firmly  attached  to 
the  bone.  The  connection  is  especially  loose  in  the  vicinity  of  the  short 
process;  but  after  disengaging  the  mucous  membrane  from  the  handle, 
one  can  succeed  in  removing  the  membrane  from  the  entire  handle,  and 
is  thus  in  a  position  to  study  that  portion  which  is  in  relation  to  the 
outer  third  of  its  circumference.  On  inspecting  this  with  the  naked  eye, 
or  on  palpating  it  with  the  sound — but  still  better  on  examining 
it  with  a  lens — one  can  convince  oneself 
that  another  structure  is  here  met  with 
besides  the  elements  of  the  membrana  tympani 
already  described.  This  appears  under  the 
microscope  as  a  cartilaginous  formation,  and 
was  discovered  by  the  author;  who  like 
Kolliker  regards  it  as  a  constituent  part  of  the 
malleus ;  forming  indeed  a  residue  of  that 
stage  of  development  when  the  entire  hammer 
was  cartilaginous.  On  examining  this  structure 
(Fig.  37)  it  is  seen  to  be  grooved,  the  con- 
cavity being  directed  towards  the  handle  of  the 
malleus,  so  as  to  form  as  it  were  the  negative 
of  the  outer  third  of  its  circumference  which 
is  lodged  in  it.  It  begins  at  the  short  process, 
and  extends  for  about  \  mm.  below  the  handle. 
On  examining  transverse  sections  of  it,  it  is 
seen  that  the  cartilage  is  most  largely  de- 
veloped at  its  upper  part ;  and  that  here  also 
the  largest  and  most  perfect  cartilage  cells  are 

found.  In  its  lower  part,  and  also  along  its  sides,  the  cells  resemble 
those  of  young  cartilage ;  so  that  the  hyaline  nature  of  the  structure  is 
only  pronounced  at  its  upper  part. 

The  author  found  this  cartilaginous  structure  not  only  in  man,  but  also  in  the 
horse,  bullock,  sheep,  pig,  fox,  polecat,  hare,  rabbit,  dog,  cat,  rat,  and  mouse ;  so 
that  there  can  no  longer  be  any  doubt  as  to  its  presence  in  all  mammals  ;  although 
it  was  always  found  best  developed  in  man.  A  cartilaginous  structure — formed, 
it  is  true,  in  quite  another  manner,  but  embedded  in  the  membrana  tympani 
of  the  bird,  and  connecting  it  to  the  single  auditory  ossicle  (the  columella) — serves 
as  an  analogue. 

The  individual  layers  of  the  membrana  tympani  are  connected  with 
this   cartilaginous   structure ;    the   more    deeply   placed    fibrous    bundles 
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of  the  integumentary  layer,  which  descend  from  the  postero-superior 
segment  of  the  annulus  cartilagineus,  pass  mostly  downwards  and  forwa^xis, 
and  are  somewhat  tense.  These  cross  each  other  in  their  course  down- 
wards; and,  opposite  the  lower  part  of  the  neck  of  the  malleus,  wind 
themselves  in  circular  bands  round  the  cap-shaped  extremity  of  the 
cartilaginous  structure,  so  as  partly  to  cover  its  outer  aspect  (Fig.  38). 
The  upper  end  of  the  cartilaginous  structure  hangs,  therefore,  in  a  sort 
of  sling,  the  extremities  of  which  are  attached  to  the  upper  aspect  of  the 
inner  extremity  of  the  external  auditory  canal.  From  these  circular  bands 
which  surround  its  upper  part,  slender  fibres  pass  downwards  towards  the 
anterior  and  posterior  segments  of  the  membrana  tympani.     These  were 

by     many     observers     erroneously 


Fig.  38. 

Upper  end  of  the  cartilaginous  formation, 
with  the  fibres  winding  round  it.  The 
largest  cartilage-cells  are  seen  in  its  cen- 
tral portion. 


described   as   fibres    of    the    mem- 
brana propria. 

Externally  the  integumentary 
elements  descend  from  the  upper 
part  of  the  external  auditory  canal 
to  the  cartilaginous  structure,  and 
form  its  outer,  although  not  its  only 
covering,  since  the  fibres  of  the 
membrana  propria  also  reach  ic. 

The  generally  accepted  view 
that  the  fibres  of  the  membrana 
propria  are  inserted  directly  into 
the  handle  of  the  malleus  must 
now  be  abandoned.  The  fibres 
arise  in  the  annulus  cartilagineus, 
and  pass  to  the  cartilaginous  struc- 
ture just  described,  into  which  they 
are  inserted.  This  is  also  the  case 
with  the  descending  fibres  lying 
externally  to  the  radiating  fibres,  as  well  as  partly  so  with  the  circular 
fibres  of  the  membrane. 

Above  the  cartilaginous  structure — 1>.,  above  the  short  process  of  the 
malleus — the  radiating  fibres  are  quite  wanting  for  about  i  ww.,  while 
the  circular  fibres  are  very  scanty  in  this  vicinity.  Hence  the  membrana 
tympani  is  looser  in  this  situation,  being  composed  only  of  the  integu- 
mentary and  mucous  layers,  and  was  described  by  Odo  Shrapnell^  as  the 
membrana  flaccida.  It  is  very  variable  in  size,  and  here  also  is  found  the 
so-called /omwf^w  Rivini;  for  this  reason  Hclmholtz  has  applied  the  name 
*^ pars  Rivini''  to  this  part  of  the  membrane. 


'  "On  the  Form  and  Structure  of  the  Membrana  Tymp. '     London  Medical  Gazette,  vol.  x., 
p.  120. 
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[Shrapneirs  membrane  is  seen  when  the  membrana  tympani  is  viewed  from  the 
outer  surface.  It  is  bounded  above  by  the  incisura  Rivitii  {margo  tympanictis  of 
the  squama)  and  below  by  two  bands  (plicae  membranae  tympani  extemae)  which  pass 
from  the  end  of  the  short  process  of  the  malleus  to  the  extremities  of  the  incisura 
Rivini.     {Politzer,  op.  cit,  p.  78,  and  Schwalbe's  Sinnesorgane,  p.  442.)] 

The  foramen  Rivtnt,  which  has  also  been  considered  as  a  normal  condition 
by  Bochdalek,  occurs  as  a  single  or  double  perforation,  either  above  the  short 
process,  or  immediately  in  front  or  behind  it.  The  author  believes  that  it  is  most 
frequently  to  be  explained  as  a  simple  perforation  occasioned  by  an  inflammation 
of  the  middle  ear. 

A  discontinuity  is  sometimes  met  with  between  the  upper  part  of  the  handle  of 
the  malleus  and  the  corresponding  part  of  the  cartilaginous  structure.  Repeated 
examinations  have  convinced  the  author  that  this  is  by  no  means  a  regular  occur- 
rence. It  extends  more  or  less  downwards,  and  is  most  perceptible  at  the  posterior 
part  of  the  handle ;  whilst  anteriorly  the  cartilaginous  structure  is  more  frequently 
found  adherent  to  the  handle . 

The  assertion  that  the  author  has  spoken  of  **a  true  joint"  as  existing 
between  the  handle  of  the  malleus  and  the  cartilaginous  structure,  is  devoid  of 
foundation.  Even  in  his  preliminary  communication  concerning  it,  it  is  said  that  the 
short  process  of  the  malleus  as  well  as  a  large  part  of  the  handle  of  the  bone  is 
found  in  "  a  kind  of*'  articular  connection  with  the  membrana  tympani  (Wochen- 
blatt  der  k.  k.  Gesellschaft  der  Aerzte  in  VVien,  1867,  Nr.  i).  Equally  erroneous 
is  the  statement  that  he  has  described  '*  the  whole  handle"  as  being  movably 
connected  with  this  cartilaginous  structure.  What  the  author  has  always  main- 
tained, and  what  he  repeats  to-day  after  many  recent  observations,  is  that  the 
malleus  is  united  to  the  membrana  tympani  in  such  a  way  that  a  displacement  of 
a  part  of  the  hammer,  up  to  a  certain  degree,  and  in  a  fixed  directicpn,  is  possible 
without  the  membrana  tympani  being  compelled  to  follow  all  its  movements,  as  has 
up  till  now  been  supposed.  This  independent  movement  is  rendered  possible  by 
the  discontinuity  which  has  been  described  as  sometimes  occurring  between  the 
upper  part  of  the  handle  of  the  malleus  and  the  cartilaginous  structure  ;  and  also  by 
the  elasticity  of  the  cartilaginous  structure  itself,  which  is  of  considerable  thickness 
in  the  region  of  the  short  process.  Moreover,  Heltnholtz^  in  his  treatise  **Die 
Mechanik  der  Gehorknochelchen  und  des  Trommelfelles,"  ^  has  not  only  corro- 
borated the  author's  statements,  but  has  experimentally  proved  that  such  a  mode 
of  connection  is  a  physiological  necessity. 


Relation   of  the    Chorda    Tympani   Nerve   to   the   Membrana    Tympani. — 
Description  of  the  Pouches  of  the  Membrana  Tympani. 

As  already  stated,  the  mucous  layer  covers  the  inner  two-thirds  of  the 
handle  of  the  malleus — 1>.,  the  part  of  the  handle  which  projects  free 
towards  the  tympanic  cavity.  The  mucous  membrane  covers  the  handle 
closely,  and  passes  from  it  to  the  anterior  and  posterior  segments  of  the 
membrane.  It  is,  however,  otherwise  with  the  covering  which  it  gives  to 
the  chorda  tympani  nerve  as  it  passes  from  behind,  forwards  and  upwards 
between  the  descending  process  of  the  incus  and  the  neck  of  the  malleus 

*  See  "Archiv  fQr  die  gesammte  Physiologic  des  Menschen  und  der  Thiere."     Heraus- 
gegebcn  von  E.  F.  IV.  Pflitger^  1868,  i.  Jahrgang,  I.  Heft. 


mSEASES  OF  TBB  EAR. 


(F«.    33,  olf  and  dk>    AAcr  the  ■aeon 
ioi  the  poof  oT  liic  tjvpmnHi  Ins  uivacu  n 
^  a^ia  fio  reach  the  qropafefcncg  of  the 
I  tjwffom,  tto  as  to  be  irilr<tr<l  on  to  it  as  its  nmer  or  ■uopus 
The  cbonia  tyvpnt  scoe  i»  tkereferc  shuated  at  dK  free  laargiB 

ni  Ip^K  cxteraal  10  k^  a  pQadi  opming  dowmvardiL     This  is  divided 
jtdhiifTfft  of  the  diorda  tj^wpaiii  to  the  laljpiti^  mto  a  laip  posteriory 

If ;  TVilBtalX     Moreover,  a  snail  laraella  of  booe  (spina  tyiopanica) 
aooulos  tjnppanints  also  takes  part  in  the  formation  of  the  aotjerior 


Jr»Us€Jk»  idio  fifst  furectca  attcotioo  to  the  signittcaace  dl  1 
fmhu&om  to  pafhologiGal  ciioJiliom.  regards  the  Mds  di  mocm 
\  of  the  »e«facasai  tympani,  and  m.f%  he  ha 
to  Ihoie  ia  the  tacmbraixa  tjraipaiiL  The  aathor,  after  die 
I  of  waajr  bttman  spccimcos,  »m  veB  as  those  of  a 
maaher  ol  iaaaimals»  ia  vfdkh  these  pooches  are  also  Ibond,  has  never  1 
m  pfomg  the  eMtence  of  the  fibfcs  of  the  okeaibcaaa  propria  in  these  Mds.  No 
dooht  dense  cooaeetiire-tisstie  in  lai|^  quantity  is  seen  passing  ia  this  fold  ima  the 
potKro-sopcrior  part  oC  tJne  ammlBs  cartitagmeas  tovards  tbe  malletis.  but  the 
aiiUMT  coald  not  dssconrer  any  fibres  of  the  memhcana  propria-  He  is  therefore 
oli%ed  to  repaid  these  foldSt  oot  as  **  true  dnpticatores  of  the  raembfana  tympaai/^ 
hot  as  folds  of  RHicoos  membrane.  Rudinger  regards  them  as  fonntn^  bands  of  j 
attachment  for  the  upper  part  of  the  maUens. 

Gerlach  describes  peculiar  villous  processes  as  existing  on  the  mucous  layer 
of  the  membraoa  tympani.  They  occur  in  considerabJe  numbers  in  the  perxpberal 
third  of  the  lower  half,  and  in  the  peripheral  tm'o-thirds  of  the  upper  half  of  die 
membrane.  The  auehor  has  found  them  well  marked  in  delicate  children.  Tbey 
occur  as  peculiar  processes  which  their  discoverer  states  may  be  regarded  as 
papillae  or  villi.  In  sections  from  hardened  preparations  of  the  membrane,  they 
appear  more  or  less  spherical ;  while  sections  of  fresh  specimens  show  them  to  be 
fingier^Iike  and  resembling  the  intestinal  villi,  Gerlach  says  tbe  spherical  have 
a  <hamefer  of  0*10 — 0*12'",  and  a  length  of  o'i2 — 0-14"';  while  the  digitate  are 
0*06 — 0'o8'"  in  thickness,  and  o'lo— o'i2'"  in  length.  Their  central  portion  con- 
sists, according  to  their  discoverer,  of  ordinary  connective-tissue,  in  which  are 
■eon  one  or  more  capillary  loops.  **  At  the  periphery  of  the  process  the  connective- 
llssne  appears  more  homogeneous ;  and  like  the  mucous  membrane  is  covered  by 
«e¥eral  layers  of  flattened  epithelial  cells/*  Gerlach  was  not  able  to  discover  nerve 
6brei  in  these  structures ;  and  this,  together  with  the  fact  that  some  of  them  are 
only  connected  to  the  mucous  membrane  by  pedicles,  determined  him  to  regard 
them  as  villi.  JUoos  found  similar  structures  on  the  inner  wall  of  the  t>Tnpanum  in 
m-o  cases:  viz.,  once  in  a  newly  bom  child,  and  again  in  a  four-months*  foetus,* 

Betides  the  two  pouches  just  described,  A^  Prussak^  mentions  as  a  third  the 
space  which  is  bounded  above  by  the  e:Ktemal  ligament  of  the  malleus,  below  by  the 


*  **lTcb<r  fTcflMfriche  Zotten  der  TrommelhOfalcnachleimbaul.'' 
hdlkuode,  xW.  B4  ,  t.  Heft 

■  CeatrmlbUtt  fOr  die  oiedicmische  Wissenachaa,  1867,  Nr  1$. 


Zeitschria  (lir  Ohren* 


short  process  of  the  malleus,  internally  by  Us  neck*  and  externally  by  the  membrana 
flaccida.  Helmholiz  has,  however,  called  attention  to  the  fact  that  the  so-called 
openinj?  into  this  pouch  situated  above  and  in  front  of  the  head  of  the  malleus  does 
not  lead  into  the  space  over  the  ligamentum  mallei  ext. :  />.,  does  not  lead  to  the 
membrana  tympani. 

[Pmssak's  space  is  figured  by  Politzer,  op.  cit.  Fig*  142.] 

Blood  and  Lymph  Vessels  of  the  External  Portion  of  the  Ear, 

I  Arteries. 

I,  Arteries  of  the  Pinna. 

(a)  The  aHerta  auricularis  anterior  superior  arises  from  the  art. 
temporalis,  and  passes  backwards  to  the  helix.  As  a  rule  only  one  vessel 
is  present,  but  occasionally  there  are  two, 

(b)  The  arte  pin-  auncniares  anteriores  in/eriores  are  from  two  to  four 
in  number ;  they  spring  from  the  art,  temporalis  and  pass  to  the  lower  part 
of  the  pinna,  m  order  to  supply  the  lobe,  the  tragus,  and  the  region  of 
the  concha.  Smaller  branches  are  also  carried  along  the  lower  wall  of 
the  auditory  canal,  to  terminate  in  its  cartilaginous  portion*  All  these 
branches  run  on   the  anterior  surface  of  the  auricle. 

On  the  posterior  surface  of  the  pinna  are  seen  the  rami  auricularts 
fiasUrioreSf  which  represent  the  terminal  branches  of  the  art,  auricular, 
posterior.  These  rami  not  only  supply  the  posterior  surface  of  the  pinna, 
but  send  their  rami perforantes  to  its  anterior  surface,  where  they  anasto- 
mose with  the  art,  auric,  anteriores, 

2-  Arteries  of  the  External  Auditory  Canal, 

The  canal  receives  a  small  part  of  its  vascular  supply  from  the 
terminal  branches  of  the  art  auric,  ant.  inferiorcs  just  described  ;  but  its 
principal  artery  is  the  aHcria  auriatiaris  profunda^  a  branch  of  the  art. 
maxillaris  interna.  After  perforating  the  anterior  wall  of  the  auditory 
canal,  this  supplies  both  its  cartilaginous  and  osseous  portions,  and  sends 
a  tolerably  large  terminal  branch  to  the  membrana  tympani, 

3,  Arteries  of  the  Membrana  Tvmpafii. 

This  membrane  derives  its  blood  supply  from  two  diflferent  sources : 
viz*,  (i)  the  art.  auric,  profunda  above  mentioned;  and  (2)  the  arL 
tympanica.  The  latter,  a  branch  of  the  ramus  tympanicus  of  the  art. 
stylo-mastoidea,  is  reinforced  by  small  branches  from  the  art.  auric, 
profund.,  and  enters  the  tympanic  cavity  through  the  fissure  of  Glaser. 
The  art.  tympanica  ext.,  derived  from  the  art.  auric,  profunda,  ramifies 
in  the  integumentary  layer  of  the  membrane ;  while  the  art.  tympanica 
int,  arising  from  the  art  stylo-mastoidea,  spreads  out  in  the  mucous  layer. 
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Each  artery  forms  a  vascular  network  in  its  own  layer,  while  between  the 
two  is  found  the  non-vascular  membrana  propria.  The  vascular  networks 
of  the  mucous  and  integumentary  layers  anastomose  with  each  other  only 
at  the  periphery  of  the  membrane. 


The  integumentary  layer  has  the  more  abundant  vascular  supply.  One  large 
branch  descends  from  the  upper  wall  of  the  auditor)^  canal,  while  other  smaller 
branches  pass  inwards  from  the  sulcus  tympanicus.  The  branch  [sometimes 
represented  by  two  twig^s),  which  descends  from  the  upper  w*all,  passes  downwards 
along  the  handle  of  the  malleus  towards  the  centre  of  the  membrane.  It  gives 
off  numerous  radiating  branches  in  its  course,  and  finally  breaks  up  into  a 
capillary  network,  which  anastomoses  with  the  small  vessels  passing  inwards 
from  the  sulcus  t>Tnpanicus.  Under  the  microscope,  small  vessels  can  be 
distinctly  seen  passing  from  those  of  the  integumentary  layer  to  the  cartilaginous 
structure.  They  form  a  sort  of  wreath-like  arrangement  around  its  upper  part, 
but  are  irregularly  arranged  in  relation  to  its  lower  portion. 

Kessei  says  the  membrana  propria  possesses  a  delicate  capillary  network 
which  anastomoses  with  the  vessels  of  the  integumentary  and  mucous  layers, 
Wendt  corroborates  this  ;  while  Moos  only  observ*ed  communications  between 
the  veins  of  the  two  layers. 

Gerlach  says  the  vessels  in  the  mucous  layer  are  much  finer,  and  form  a 
complete  network,  which  is  chiefly  derived  from  the  art,  tymp,  inf.,  accompanying 
the  handle  of  the  maJleus.  He  states  that  he  was  once  able  to  inject  the 
vessels  of  the  mucous  layer  when  he  injected  the  brain  through  the  internal 
carotid  arteries  after  ligature  of  the  art,  vertebrales.  He  thinks  that  the  filling  of 
the  inner  network  in  this  case  was  brought  about  through  anastomoses  between 
the  art.  auditiva  interna  and  the  arteries  of  the  tympanic  cavity.  According  to 
Langer  *  the  carotis  interna  itself  gives  small  twigs  to  the  mucous  membrane 
of  the  tympanum,  and  thus  it  would  be  easy  to  fill  these  vessels  directly  by 
injecting  the  carotis  interna. 

n.  Veins. 

The  venous  blood  from  the  structures  of  the  external  portion  of  the  ear 
is  drained  away  by  the  w.  auriculares  anierions^  superiorts  ei  hifenorcs 
into  the  v.  tempomlis,  and  through  it  into  the  ik  jugtJaris  externa.  The 
blood  from  the  pinna  is  carried  away  chiefly  by  the  \^.  auriculares 
superiores,  whilst  that  from  the  externa!  auditory  canal  passes  through 
the  w.  auriculares  inferiores. 


m.  Lymph  Vesseli. 

The  lymph  vessels  of  the  external  portion  of  the  ear  communicate 
with  the  glandulo'  suhaiiriculan'S  (gL  auricui  posfenores),  found  in  the 
neighbourhood  of  the  mastoid  process,  and  with  the  glandula  faciaies 
superficiales  (gi  auriculares  ifi/enores)^  found  in  the  region  of  the  parotis. 
The  glanduia-   cenicales    superficuiles,    which    lie    between     the    m.    sub- 


*  **Lelirbych  dcr  Axiatonue  dcs  Mcnschcn,"  Wien,  1S65- 


cutaneus   colli  and    the  m.  sterno-cleido-mastoideus,  also    receive  lymph 
vessels  from  the  external  ear. 


Nerves  of  the  External  Portion  of  the  Ear. 

The  exkrnai  portion  of  (he  ear  is  supplied  with  nerves  from  the 
cervical pkxHs^  the  nennts  facialis ^  the  w.  vagus^  and  w.  trigeminus. 

The  tL  aimcularis  magnns,  from  the  anterior  branch  of  the  third 
cervical,  ramifies  in  the  skin  on  the  anterior  surface  of  the  pinna ;  while 
the  n.  occipitalis  minor  sends  also  a  small  branch  («.  auricularis  superior) 
to  the  pinna. 

The  ramus  auricularis  nervi  vagi  supplies  the  posterior  surface  of  the 
auricle,  the  lower  part  of  its  anterior  surface,  and  the  cartilaginous  part  of 
the  external  auditory  canaL 

The  n.  facialis  also  sends  branches  (the  rami  auriculares  posteriores 
exierm\  and  the  ramus  auricularis  anL)  to  supply  the  muscles  of  the 
pinna. 

The  n.  auriculo- temporalis  from  the  third  division  of  the  n.  trigeminus 
gives  off  two  branches — the  n,  meatus  auditorii  extcnti  inferior  and  the 
n.  ntfaL  aud.  sxt  superior— to  the  external  auditory  canaL  The  former 
ramifies  in  the  integument  of  the  cartilaginous  part  of  the  auditory  canal ; 
while  the  latter^  ascending  behind  the  art  temporalis  and  the  head  of  the 
inferior  maxilla,  divides  into  two  branches.  One  of  these — the  ramus 
extern  us — gives  branches  to  the  helix,  concha,  and  upper  wall  of  the 
auditory  canal :  whilst  the  other  perforates  the  auditory  canal  to  reach 
the  membrana  tympani,  on  which  a  branch  accompanies  the  handle  of  the 
malleus,  and  spreads  out  in  the  membrane. 


Most  of  the  nerves  of  the  tympanic  membrane  are  found  in  its  integumentary 
layer — ^indeed,  TrOltsch  says  he  has  never  found  nerve-fibres  either  in  the  mucous 
layer  or  in  the  membrana  propria  ;  while,  on  the  other  hand,  both  Gerlach  and  the 
author  have  seen  tine  nerve-filaments  in  the  mucous  layer.  No  definite  statements 
have  as  yet  been  advanced  as  to  the  mode  of  termination  of  the  ner\'e-filaments 
in  the  membrana  tympani.  The  largest  branches  descend  from  the  upper  wall 
of  the  auditory  canal,  and  accompany  the  vessels  along  the  handle  ;  while  smaller 
twigs  likewise  accompany  the  vessels  passing  in  from  the  periphery.  They  form 
a  coarse  network  in  the  integumentary  layer. 

Gerlach  states  that  he  once  saw  unmistakably  the  division  of  a  primitive 
tube.  The  author  has  also  made  a  similar  observation  in  a  preparation  which 
was  also  seen  by  Herr  Professor  WedL  With  chloride  of  gold,  a  rich  network 
is  seen ;  but  the  author  questions  whether  all  the  fibres  are  ner\^es, 

Kcssel  says  nerve-fibres  also  occur  in  the  membrana  propria.  According 
to  this  author,  they  are  derived  from  the  integumentary  layer,  and  penetrating 
between  the  fibres  of  the  radiating  layer,  either  end  in  the  fibres  or  form 
connections  with  the  nerves  of  the  mucous  layer. 
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n.   Middle  Portion  of  the  Ear. 

(a)  The  Eustachian  Tube  {tuba  s.  ductus  Eustachit,  canalis  palatino^ 
tyvipanicuSf  tuba  acustica). 

The  Eustachian  tube  is  the  passage  between  the  naso-pharynx  and 
the  tympanic  cavity.  It  somewhat  resembles  in  its  structure  the  external 
auditory  canal.  Thus  it  is  not  a  straight,  but  an  angular  tube, — the  obtuse, 
somewhat  rounded-ofF  angle  opening  forwards  and  downwards  ;  and  it 
consists  of  a  cartilaginous  and  an  osseous  portion  {pars  cartilaginea  et  pars 
ossca),  which  together  have  a  length  of  33-40  mm., — 10-15  ^^^-  belonging 
to  the  osseous  part ;  the  angle  referred  to  occurs  at  the  junction  of 
these  two  portions.  The  osseous  part  has  already  been  described,  while 
the  cartilaginous  portion  is  situated  at  the  base  of  the  skull,  and  occupies 
the  groove  which,  in  the  macerated  cranium,  is  seen  between  the  great 
wing  of  the  sphenoid  and  the  petrous  portion  of  the  temporal  bone.  The 
openings  of  the  tube  are  named  after  the  cavities  with  which  they  com- 
municate ;  and  hence  we  speak  oi  di  pharyngeal  orifice  (ostium  pharyngeum), 
and  a  tympanic  orifice  (ostium  tympanicum).  Of  these  two  the  tympanic 
lies  posterior  to,  and  on  a  higher  level  than,  the  pharyngeal  orifice.  The 
former  measures  3-5  mm,  in  its  vertical  diameter,  the  latter  IO-13  mm., 
and  is  bounded  on  the  lateral  wall  of  the  pharynx  by  the  free  projecting 
extremity  of  the  cartilage  {limbus  cartilagineus). 

From  the  free  margin  of  the  posterior  cartilaginous  wall,  which  forms 
at  the  same  time  the  anterior  wall  of  the  fossa  of  Rosenmiiller,  the  mucous 
membrane  descends  to  the  lateral  wall  of  the  pharynx  as  a  tolerably  thick 
fold  (plica  salpingo-pharyngea) ;  and  from  the  free  margin  of  the  anterior 
wall,  a  more  slender  fold  (plica  salpingo-palatina)  passes  towards  the 
posterior  nares.^ 

According^  to  Urbantschitsch '  the  difference  in  the  form  of  the  ost  phaiyng. 
tubae  E.  depends  upon  the  individual  conditions  of  the  cartilage  and  mucous  mem- 
brane, as  well  as  on  the  ligam.  salpingo-palatinum,  the  development  and  direction 
of  which  varies.  In  infants  and  in  very  old  people  the  opening  is  said  to  be 
sometimes  circular. 

I .  Bony  Part  of  the  Tuba  Eust. — This  extends  from  the  anterior  wall  of 
the  tympanum,  downwards  and  forwards ;  and  has  a  somewhat  three-sided 
lumen,  with  rounded-off  angles.  This  narrows  as  it  proceeds,  so  that  it 
appears  narrowest  (2-3  /;/;;/.)  at  its  lowest  extremity,  which  is  somewhat 
indented  for  the  attachment  of  the  cartilaginous  portion.     L.  Mayer  says 


*  Compare  Z«M/?i/,  "Ueber  die  Plica  salpingo-phan-ngea.'*  Archiv  ftlr  Ohrenheilkunde, 
Band  xv. 

-  **Anatomischc  Bemerkungcn  Ubcr  die  Gestalt  und  Lagc  des  Ostium  pharyngeum  tuba 
E.  beim  Menschen."    Archiv  fttr  Ohrenheilkundc,  x.  Bd.,  S.  i. 
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this  attachment  is  brought  about  after  the  manner  of  the  insertion  of  the 
costal  cartilage  into  the  bony  rib. 

Fig.  39. 

View  of  the  entire  middle  portion  of  the  ear,  after  it  has  been  divided  through  the  centre  by 
an  incision  parallel  with  its  long  axis.  The  outer  (lateral)  half  is  represented  above 
the  line  5  S\  the  inner  (median)  half  below  it. 

T      k       k  T  T"  h  JV 


JJ     tS       f3     ifj    ^i  ,^ 

On  the  Outer  HalJ, 

7*,  7*',  7*",  Tuba  Eustachii  {T\  isthmus,  T*",  tympanic  orifice)  ;  k^  k\  cartilaginous  por- 
tion. Below  the  Tuba  the  muscles  are  indicated ;  /r,  handle  of  the  malleus,  with  remains  of 
the  tendon  of  the  m.  tensor,  tymp.  Behind  the  handle  is  seen  the  descending  (long) 
process  of  the  incus;  and  above,  the  connection  between  the  head  of  the  malleus  and  the 
crown  of  the  incus.  Between  the  handle  of  the  malleus  and  the  process  of  the  incus  is 
seen  the  chorda  tympani  nerve,  passing  from  behind  and  below,  forwards  and  upwards. 
It  also  represents  the  margins  of  the  folds  of  the  membrana  tympani.  The  tympanic 
membrane  itself  is  accurately  limited;  W^  opening  into  the  mastoid  cells;  W\  large  cavity 
in  the  mastoid  process ;  above  it  are  seen  smaller  cells. 

On  the  Inner  Half, 

CCf  Part  of  the  canalis  caroticus  laid  open  ;  7*,  T'f  Tuba  Eustachii ;  ct,  canalis  muse. 
tensor,  tymp. ;  ct\  rostrum  cochleare,  with  a  portion  of  the  tendon  of  the  muse,  tensor. ; 
pf  promontorium  on  inner  wall  of  tympanum :  at  its  posterior  part  is  seen  the  recess  of 
the  fenestra  rotunda;  s/,  stapes;  c/J  transverse  part  of  the  canalis  Fallopii ;  cp,  eminentia 
pyramidalis  with  tendon  of  muse,  stapedius  attached  to  head  of  stapes;  W,  entrance  to 
mastoid  cells;  IV \  mastoid  cells. 


2.  Cartilaginous  Part. — This,  like  the  cartilaginous  part  of  the  external 
auditory  canal,  is  not  formed  by  a  complete  tube  of  cartilage,  but  by  a 
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cartilaginous  furrow  opening  downwards  and  forwards.  One  distinguishes, 
in  connection  with  this  furrow,  a  posterior  {median)  and  an  anterior 
{lateral)  cartilaginous  plate.  These  are  continued  into  each  other 
superiorly  without  a  break ;  the  median  plate  being  much  broader  than 
the  lateral.  This  fundamental  type  of  tubal  cartilage  is  found,  according 
to  RUdinger^  in  the  other  mammalia.  The  posterior  (median)  plate  is 
attached  to  the  base  of  the  skull,  while  the  anterior  (lateral)  is  movable. 
The  cartilaginous  part  of  the  tube  gradually  expands  as  it  descends,  so  that 
it  is  widest  where  it  opens  into  the  pharynx ;  and  hence  the  narrowest  part 
of  the  entire  tube  {isthmus  tubce  Eust.)  is  found  where  the  cartilaginous  and 
osseous  parts  are  joined.     Here  the  diameter  is  2-3  mm. 

We  are  indebted  to  Riidinger  for  more  accurate  information  concerning 

the  structure  of  the  cartilaginous  part  of  the  tube.^     According  to  him  the 

p.  cartilaginous  plates,  which   are  continuous  with 

-,  ..        r  .u       each  other  superiorly,  form  a  hook  which  is  open 

Transverse  section    of   the  . 

cartilaginous  part  of  the  inferiorly.      The  median  plate   is  much   broader 

tuba Eustachii.  ^^^^  ^^  lateral;  but  whilst  the  former  becomes 

I  narrower  as  we  pass  backwards,  the  latter  broadens 

*  somewhat  as  it  approaches  the  osseous  part  of  the 

■^  tube.     In  the  middle  of  the  cartilaginous  part  of 

—L  the  tube  its  walls  come  into  apposition  by  means 

—"jg  Q^  ^j^^jj.  ^^j^g  ^^  mucous  membrane,  which  will  be 
subsequently  referred  to. 

O,  Upper  wall;    /i,  pos-  The  tubal   cartilage   is,    according  to  Riidinger, 

terior  wall ;  z/,  anterior  attached  to  the  fibro-cartilago-basilaris  in  such  a  man- 
vT^^l  •  /  ^\  *^**'^*^*^*"°!Jf  ner  that  the  surface  which  looks  backwards  and  upwards 
lin^'  by  mucTus^  m^em-  ^^  intimately  connected  with  it,  while  the  hook  projects 
•brane ;  M,  tubal  muscle.  downwards  and  outwards  free.     The  fibres  of  the  basilar 

cartilage  pass  into  those  of  the  tubal  cartilage,  and  bind 
the  two  structures  firmly  together,  so  that  only  the  lowest  part  of  the  latter,  which 
projects  free  towards  the  pharynx,  possesses  a  proper  perichondrium. 

The  tubal  cartilage  belongs  to  the  variety  known  as  fibro-cartilage. 
In  its  median,  and  less  frequently  in  its  lateral  plate,  interruptions  are 
found,  to  which  Zuckerkandl  and  Moos  first  called  attention.  The  neigh- 
bouring parts  are  in  those  cases  united  by  soft  tissue,  which  may  be 
studied  in  transverse  sections.  On  the  surface  of  the  fibro-cartilage  is 
found  a  fibrous  layer,  containing  elongated  nuclei,  and  closely  connected 
with  the  vascular  perichondrium.  Where  the  tube  is  not  supported  by 
cartilage — />.,  in  front  and  below — its  so-called  membranous  part  is  found, 
which    with    its   mucous    lining    has    a    tolerably    thick    diameter.     This 


"Ein  Beitrag  zur  Anatomic  und  Histologie  der  Tuba  Eustachii  von  Dr.  Rudinger  in 
Mflnchen,  mit  eincr  Fafel "  (Scparatabdruck  aus  dcm  baierischcn  arztlichen  Intelligenzblatt, 
1865   Nr.  37);  auch  Monatsschrift  fOr  Ohrenheilkunde,  Jahrgang  i.,  ii.,  iii. 
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membranous  part  consists  of  a  dense  membrane  {tunica  propria)  containing 
nuclei  and  permeated  by  vessels,  which  is  continued  on  to  the  inner  surface 
of  the  cartilaginous  furrow.  Near  the  upper  part  of  the  fissure,  the 
mucous  membrane  forms,  through  the  greater  development  of  its  tunica 
propria,  two  constant  valve-like  projections,  which  cannot  be  obliterated, 
and  whichy  according  to  RUdinger,  are  capable  of  completely  closing  the 
middle  part  of  the  lumen  below  the  cartilaginous  hook. 

Accessory  cartilages  are  frequently  found  at  the  lower  extremity  of  the 
cartilaginous  tube,  also  in  the  lig.  salpingo-pharyngeum,  and  in  the  membranous 
part  of  the  tube.  They  appear  in  the  form  of  small  rods  or  nuclei,  and  have  no 
physiological  significance.  Zuckerkandl^  MooSy  Urbantschitschy  and  others  have 
instanced  such  conditions.  The  author  has,  in  his  collection,  a  preparation  in 
which  a  small  cartilaginous  plate  is  met  with  behind  the  median  plate  :  />.,  a 
sort  of  double  median  plate  connected  by  fibrous  tissue. 

The  membranous  part,  taken  as  a  whole,  is  about  2  mm,  thick  ;  this 
thickness  being  due  to  the  layer  of  adipose  tissue  which  intervenes,  even 
in  thin  individuals,  between  the  mucous  membrane  and  the  adjoining 
muscle.  The  muscles  of  the  soft  palate  partly  arise  from  this  membranous 
portion  of  the  tube. 

The  mucous  membrane  which  lines  the  interior  of  the  tuba  Eustachii  is 
continuous  with  that  of  the  pharynx.  It  becomes  more  and  more  delicate 
the  nearer  we  approach  the  tympanic  cavity ;  while  its  glandsare  also  less 
numerous,  and  its  submucous  tissue  becomes  gradually  more  scanty. 

As  a  continuation  of  the  pharyngeal  mucous  membrane,  its  structure  exhibits, 
first  of  all,  a  ciliated  layer  of  epithelium  resting  on  a  basement  membrane.  The 
submucous  layer,  according  to  RUdinger,  is  a  thick  fibrous  layer  traversed  by 
vessels,  which  takes  the  place  of  the  perichondrium  in  the  concavity  of  the 
cartilage.  The  direction  of  the  ciliary  movement  is  from  the  tympanum  towards 
the  pharynx. 

Several  well-marked  vascular  longitudinal  folds,  belonging  to  the  membranous 
part  of  the  tube,  are  found  at  the  ostium  phar>'ngeum  tubae.  These  folds  allow 
of  a  dilatation  of  the  lumen  of  the  tube  without  necessitating  a  simultaneous 
stretching  of  its  mucous  lining. 

The  glands  of  the  tube  are  numerous  at  the  pharyngeal  orifice,  but  are  most 
abundant  in  its  middle  part,  again  decreasing  in  number  as  we  approach  the 
tympanic  orifice.  Rudinger  says  they  are  found  chiefly  in  the  membranous  part, 
and  are  quite  wanting  below  the  cartilaginous  hook.  They  are  acinous  glands, 
and  their  lumen  is  lined  by  cylindrical  epithelium.  The  mucous  membrane,  accord- 
ing to  HenUy  has  at  its  thickest  part  a  diameter  of  0*6  tntn.y  while  the  glands  have 
a  diameter  of  0*15 — o'6  mm, 

Liuiwig  Mayer  found,  in  many  transverse  sections  of  the  tubal  mucous  mem- 
brane villous-like  structures  projecting  into  the  lumen  of  the  tube.' 

In  the  cartilaginous  part,  with  the  exception  of  its  uppermost  portion, 
the  lumen  of  the  tube  appears  as  a  narrow  fissure,  in  which  the  surfaces 


"Studien  Qber  die  Anatomie  des  Canalis  Eustachii,"  Mdnchen,  1S66. 
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of  the  mucous  membrane  are  in  contact,  or  only  very  slightly  separated. 
Under  normal  conditions  this  fissure  is  always  found  open  at  its  pharyngeal 
orifice,  and  in  exceptional  cases  along  the  entire  length  of  the  tube.  This 
was  first  described  by  Riidingery  and  confirmed  by  Ludw,  Mayer^  Rebsa^ 
^  and  Lucce?^     As  a  rule,  however,  this  is  not  the  case,  as  the  canal, 


men. 


especially  towards  the  isthmus  tubae,  is  usually  closed,  owing  to  the  con- 
tact of  its  walls. 


LuccB  says  that  the  part  of  the  lumen  situated  below  the  hook  ends  blindly 
where  it  joins  the  osseous  portion,  and  that  only  the  upper  part  of  the  lumen  is 
immediately  continued  into  the  bony  portion.  The  author  finds,  from  his  own 
examinations,  that  a  pouch  sometimes  exists  where  the  cartilaginous  joins  the  bony 
tube ;  but  this  appears  to  be  of  little  importance,  as  such  recesses  are  found  quite 
as  frequently  in  the  membranous  wall. 

The  tuba  Eustachii  of  the  child  differs  essentially  from  that  of  the  adult,  both 
as  regards  its  direction  and  its  various  measurements.  As  a  whole,  the  tube  is 
relatively  wider  in  children,  especially  at  the  isthmus  and  at  the  ostium  tympanicum. 
The  osseous  portion  is  much  shorter  than  in  the  adult ; '  the  angular  flexion  much 
less ;  consequently  the  tube  is  more  horizontal.  According  to  Kunkel^  the 
pharyngeal  orifice  is  below  the  plane  of  the  hard  palate  in  the  foetus ;  in  the  newly 
bom  child  it  has  reached  this  plane  ;  while  at  the  fourth  year  it  is  3-4  mm.,  and  in 
the  adult  10  vim,  above  it.  The  ostium  pharyngeum,  on  the  contrary,  is  much  less 
gaping  in  children  ;  and  the  cartilage  of  the  tube,  as  a  whole,  projects  less  towards 
the  middle  line  of  the  pharynx.  The  membranous  part  preponderates  over  the 
cartilaginous  part  in  the  infant,  and  hence  the  lu?nen  of  the  cartilaginous  part 
can  be  much  more  easily  expanded  in  the  child  than  in  the  adult,  * 

Concerning  the  question  whether  the  tuba  Eustachii  is  normally  open  or  closed, 
opinions  are  still  divided,  although  the  literature  on  the  subject  is  very  voluminous. 
That  the  tube  is  normally  so  far  open  as  to  allow  a  stream  of  air  passing  its 
pharyngeal  opening  to  enter  it  directly,  certainly  cannot  be  accepted ;  for  clinical 
experience  shows  us  that  people  with  wide,  easily  permeable  tubes  are  troubled  with 
morbid  subjective  symptoms ;    proving  that  a  continually  patent  tube  cannot  be 


»  Monatsschrift  fQr  Ohrenhcilkunde,  1868. 

*  Archiv  fQr  Ohrcnheilkunde,  ii.  Bd. 

•  According  to  Trolisch,  the  length  of  both  sections  is  said  ' 
the  osseous  canal  being  proportionately  longer  than  in  the  adult, 
in  the  least  confirm. 

«  Masses  "  Anatomische  Studien,"  1869,  Heft  i. 

[*  Symington   (op.   at.)  gives   the  following  table  showing  the   length   of  the  tube  at 
different  ages  :— 


to  vary  less  in  the  child  ; 
which  the  author  cannot 


Age  of  Subject. 


Two  9  months  foetuses. 
Child  6  weeks  old. 

„  I  year      „ 

„  1  year  3  months  old. 

„  2  years  old. 

»»  5      »»      i» 

M  7  "  »l 


Three  adult  subjects. 


Length  of  Tube 

t 

17  mm.  and  18  tnm. 

17  mm. 

20  „ 

20  „ 

23  » 

31   M 

30  „ 

30  » 

im.  35  mm.  36  /;/;;/. 

Eds.] 
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xmonnal.  Its  form  and  structure  would  even  indicate  that  a  too  easy  passage  does 
wxot  correspond  with  its  physiological  purpose.  The  angular  curvature  between  its 
<^artilag^nous  and  osseous  portions,  as  well  as  the  fact  that  the  cartilaginous  part 
is  not  surrounded  by  rigid  cartilaginous  walls,  would  support  the  view  that  a  too 
ftee  communication  between  the  naso-pharynx  and  the  tympanic  cavity  would  not  be 
<iesirable.  Again,  if  one  takes  into  consideration  the  fact,  as  proved  by  Hartmantiy 
Chat  the  pressure  could  be  raised  up  to  200  mm,  of  mercury  in  the  pneumatic  chamber 
'with  the  muscles  of  the  tube  at  rest,  without  air  entering  the  tympanum,  one  is  easily 
<:onvinced  that  the  tuba  Eust.  is  normally  closed  when  the  muscles  are  at  rest. 

Of  much  greater  practical  importance  is  the  question  concerning  the  degree  of 
Jhis  closure,  in  connection  with  the  necessary  power  for  opening  the  tuba  Eustachii, 
The  individual  differences — all  within  the  normal  limit — are  so  numerous  that  a 
general  average  cannot  be  laid  down.  Cases  are  found  within  the  latitude  of 
normal  hearing  where  the  passage  is  extraordinarily  easy,  and  others  where  it  is 
tolerably  difficult ;  but  the  author  has  never  seen  a  case  of  perceptible  respiratory 
movement  of  the  membrana  tympani  with,  at  the  same  time,  normal  hearing  and 
absence  of  morbid  subjective  symptoms.  He  considers  a  tube  sufficiently  patent 
which  is  so  far  opened  during  deglutition  that  the  air  can  enter  from  the  pharynx 
into  the  t3rmpanic  cavity,  and  vice  versa.  On  the  other  hand,  he  regards  a 
tube  as  abnormally  dilated  in  which  the  respiratory  movements  produce  per- 
ceptible subjective  or  objective  pressure  oscillations  in  the  tympanic  cavity.  No 
one  to-day  seriously  doubts  that  the  tuba  Eustachii  is  under  normal  circumstances 
opened  during  deglutition,  more  especially  during  the  first  stage  of  the  act. 
Nicoladotii^  saw,  in  a  case  which  was  operated  upon,  a  haematoma  at  the  orifice 
of  the  tuba  Eust.  sink  deeper  into  the  tube  during  each  act  of  swallowing,  and 
return  again  to  its  previous  position  after  the  act  was  over.  This  speaks  irrefutably 
for  the  opening  of  the  tube  during  the  act  of  swallowing. 

[That  the  pharyngeal  orifice  of  the  Eustachian  tube  is  dilated  during  the  act  of 
deglutition  is  conclusively  proved  by  the  following  experiment  of  Politzer : — If  the 
ends  of  the  branches  of  a  vibrating  tuning-fork  (C*  =  512  vibrations  per  second)  be 
held  in  front  of  the  nostrils  of  a  person  with  normal  hearing,  a  feeble  sound  is  audible 
which  becomes  notably  louder  when  the  act  of  swallowing  is  performed.] 

(A)  The  Tympanic  Cavity  {tympanum ^  cavum  tympani). 
We  distinguish  as  the  tympanic  cavity  the  part  of  the  middle  ear 
situated  between  the  Eustachian  tube  and  the  mastoid  antrum.  [We 
have  seen  that  by  some  anatomists  it  is  divided  into  (i)  the  tympanum 
proper,  and  (2)  the  epitympanic  recess.]  Externally  it  is  separated 
from  the  external  auditory  canal  by  the  membrana  tympani ;  internally 
it  is  contiguous  to  the  labyrinth  ;  above  to  the  cranial  cavity ;  and  behind 
to  the  cells  of  the  mastoid  process.  On  its  anterior  wall  the  canalis 
musculo-tubarius  opens  at  the  upper  part ;  while  the  bulbus  venae 
jugularis,  lying  in  the  fossa  jugularis,  is  the  nearest  adjacent  structure  to 
it  below.  The  opening  of  the  canalis  musculo-tubarius  lies  at  a  variable 
distance  from  the  floor  of  the  tympanum,  while  the  opening  into  the 
mastoid  antrum  is  found  high  up  in  the  posterior  wall.  In  the  tympanic 
cavity   is   situated  the  complete  chain    of  auditory   ossicles;    the   outer 

'  "  Beobachtungen  am  Lebendcn  Ober  die  Bewegung  der  Tuba  Eust."  Monatsschrift  fQr 
Ohrenheilkunde,  1875,  ^f-  ^- 
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eziremky  of  the  chain  is  formed  by  the  handle  of  the  maDeus  connected 
witli  the  membrana  t^^mpani,  whilst  its  inner  extremity — represented 
by  the  UxA  of  the  stapes — is  fixed  in  the  oval  fenestra.  The  tendons 
of  the  miiiclcs  which  control  the  movements  of  the  ossicles  He  partly 
Cree  in  the  tympanic  cavity.  These,  together  with  the  small  blood-vessels 
and  nerves,  will  subsequently  be  spoken  of  in  greater  detail.  Since  the 
osseous  walls  of  the  tympanum  have  already  been  described,  m*e  can  at 
ODoe  pass  to  the  more  minute  description  of  the  structures  found  in  iL 

The  Auditory  Ossicles  (ossicula  auditus). 

In  the  tympanic  ca\ity  of  the  mammalia  three  small  bones  are  found, 

which   c^oslitule  the  audiiory  ossicks   (Fig.  41).     They  are  the  hammer 

{mmUmSf  H)^  the  amvil  {tnats^  A%  and  the  sitrntfi  (sto/«5,  S). 


Tbe  tbree  MMitary 


Fir.  41. 


Eiynt 


Tbe 


lposit>c». 


ns.4*- 


H 


cnfee 


watdsctei 


or  tbe 


l^lMtoltkej 


tnciis;  ^  s^q^cs.  From  tlie 
s  it  sees  the  Ions  process^  the 
k  fmadn^  forwrnrdSb  Tbe  mtticvK 
iacBS  is  directed  ferwrmrds  to- 

The  eaancttity  of  tU  dcsceiidaii( 
inwiifhat  tnn^ardv  whilst  its 
pBiocs  directly  btckm-mnis.  Go 
3  IIk  bfoad  bmlling  oiarfin  may 


K.HtaA;  Kmtek;    G/lundlej 
I,  mrtkslv  svIkc;  i/t  lo«| 
cess;    t,  prolshcnnce;   4^ 
process;  j»  pvt  d  the  (endoo  ofJ 
the  m.  tcttsor  tympMu;  mt,  towerf 
end  oClundleL 


I.   Th€  Maiiens  {hammer^ 

This  ofiside,  which   was  named   by    Vesalms^  consists  of  a   head 
(caput  s.  capitulum),  a  ntck  (coHum  s.  c^nix),  and  a  kttmJBe  (manubrium) 

(rig-42X 

The kiudcfthi  mdkms  \K)  is  the  uppermost  and  roost  prominent  part 
of  it,  and  in  the  natural  position  of  the  ossicle  is  concealed  by  the  outer 
pan  of  the  arched  roof  of  the  tympanic  cavity.     On  its  posterior  aspect  is 
sees  the  cartik^giiKHis  articular  surface  for  the  crown  of  the  incus.     Tlus  ^ 
swfiice  runs  somewhat  spirally  outwards  and  downwards^  and  its  margins  1 
project  mofic  or  less  prominently,  especially  at  its  extremities. 

Accotrdio^  to  Byril,  t«x>  fbnunina  outriliiw  ate  fiwaid  in  the  enbcyo  on  the 
asleiior  aspect  of  the  head,  for  the  iran&missioii  of  capiQaiy  vessels  to  the  spong}* 


*  0)f|w  llttaift&L  Kabr,  Ub^  1  cmp^  K 
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^mssue  of  the  bone.     By  the  third  year  these  foramina  are  said  to  be  closed,  atid  the 
l>one  also  is  destitute  of  medullary  spaces. 

The  head  is  continued  into  the  short  neck  (//) — flattened  somewhat 

on  both  sides — and  this  again  into  the  handle  (G).     The  head  and  neck 

form  with  the  handle  an  obtuse  angle  which,  according  to  Hyrtl,  measures 

X  50^    in  man,  and  in  the  natural    position    of  the  bone  opens  towards 

'the  tympanic  cavity.     Close  to  the  bend  of  this  angle  is  seen  the  short 

( small) /ror^S5  (*/),  and  from  the  fore  part  of  the  neck  the  long  process  (Jf) 

^processus  longus,  sptnosus,  s.  Ravii)  passes  off.     This  last  appears  longer 

in  the  foetus  and  infant  (Fig.  41,  H)  than  it  does  in  the  adult,  where  it  is 

rudimentary,  since  the  greater  part  of  it  coalesces  with  the  neighbouring 

bone  in  the  fissura  Glaseri,  and  separates  itself  from  the  part  projecting 

free  into  the  tympanic  cavity. 

The  handle  consists  of  a  slender  plate  of  bone  having  the  form  of 
an  elongated  triangle,  in  which  one  can  distinguish  two  surfaces  and 
three  borders.  Of  the  surfaces,  one  (the  anterior)  is  directed  forwards 
towards  the  anterior  wall  of  the  tympanum,  while  the  other  (the  posterior) 
is  directed  backwards.  On  the  anterior  surface  one  notices  almost 
constantly  a  slight  projection  running  from  without  inwards,  which 
corresponds  to  a  furrow  on  the  posterior  surface.  Of  the  borders  of  the 
handle,  one  (the  external  or  lateral)  is  directed  outwards  towards  the 
tympanic  membrane;  another  (the  internal  or  median)  projects  towards 
the  tympanic  cavity  ;  while  the  third  (or  superior)  is  directed  upwards,  and  is 
very  short.  The  outer  and  inner  borders  meet  at  the  lower  end  of  the 
handle,  and  this  extremity  {ue)  generally  appears  somewhat  flattened 
from  without  inwards.  The  border  of  the  handle  which  is  directed 
upwards  is  only  free  in  its  outer  half ;  its  inher  part  is  lost  on  the  lower 
part  of  the  neck. 

The  short  process  of  the  malleus  is,  properly  speaking,  not  an  inde- 
pendent process,  but  represents  only  the  upper  end  of  the  handle,  which 
is  partially  free.  This  end  projects  upwards  to  form  a  more  or  less 
pointed  process,  which  is  generally  bent  backwards ;  so  that,  as  a  conse- 
quence, it  resembles  in  some  measure  a  separate  process.  That  which 
is  generally  described  as  the  short  process  of  the  malleus  (kf)  is  therefore 
nothing  more  than  the  upper  end  of  the  handle ;  and  the  structure  which  is 
distinguished,  as  seen  from  the  external  auditory  canal,  as  the  short  process, 
is  not  the  upper  osseous  extremity  of  the  handle,  but  the  cartilaginous 
structure  of  the  hammer  previously  described.  The  internal  border  of  the 
handle  is,  as  compared  with  the  external,  more  convex,  but  exhibits  many 
individual  varieties. 

According  to  Moldenhauer ,^  the  handle  of  the  malleus  in  the  vicinity  of  the 

»  "  Verglcichende  Histologic  dcs  Trommelfelles.'     Archiv  fQr  Ohrenheilkunde,  xiii.  Bd., 
S.  113. 
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k  alkmoA  oval  m  tzan^vne  seclicNu  widi  its  gieaSese  dJamniy  paiaPd  to  tbe 
of  the  tjmp^a^  waeahtxati   wlulst  l^g1tfr  vp,  ks    gf«;^)est    diimieter  is 
to  t^  plaae  of  t^  mnnhfane.     Bf  tliis  anaageoieat  d»e  booe  is 
where  it  kas  Ike  greatest  weiglit  to  cairj^^^  the  resi$t3u»ce  of  the 
aenibnae ;  «Ue  tbe  bnader  ritirmitji  of  tbe  handle  is  suited  isr  the 
better  attmcfaoMMt  of  the  tympaojc  membrane^ 

2.  The  Imcms  (mmiy 
On  aoooont  of  tbe  r^emblaDce  of  tliis  cissicle  to  a  molar  toothy 
the  older  anatooiists  named  it  tbe  dems  mobms  (T%.  41,  yf).  It  consists 
of  a  body  or  crmm  {co&pms)^  aod  tev  /nsosses  {crmm^  s.  pmfcesstts,  5. 
jvdUbsju  Hie  bodj  has  sooiewhat  tbe  farm  of  a  tnolar  tooth-crown^ 
flatfmrd  loore  or  less  fnMn  without  inwanls^  Accxirdbig  to  Hmschtt,  its 
dianiftfT  from  below  upwards  is  i^"',  from  before  backwards  i",  and 
withoot  inwards  ^'".  The  body  exhibits  a  somewhat  spiraUy-running^ 
artitular  surface^  with  weD-raaHLed  edges^  directed — in  the  cKsnTnal  position 
of  the  bone — forwards  towards  the  head  of  the  hammer.  Of  the  two  pr 
cesses,  one  is  pJaced  horizootallj^ — Aormmtai  ^rvcess  of  ike  mats  (crusr^ 
kmwtdmle,  5.  imnsversmmt  s,  Armr »  s.  fasiemai) ;  the  other  more  or  less 
pcrpendiculariy— /irr^jM&nAir,  Awi^,  descending^  or  inferior  process  {crus 
perpendiadare^  s,  descemdens^  s,  langum,  s,  inferius).  The  horizontal  is  the 
thicker  and  shorter  of  tbe  two,  having  a  loQg  diameter  of  from  5  to  4  mm. 
Its  apex  is  directed  towards  the  posterior  wall  of  the  tympanum^  with 
which  it  is  connected.  The  perpendicular  process  proceeds  downv 
from  the  body,  and  measure  from  3  to  5  iRHii.  in  lec^th  It  forms,  wit! 
the  horizontal »  almost  a  right  angle,  opening  backwards  and  outwards^  and 
havii^  the  comer  of  the  angle  rounded  off  The  lowest  extremity  of  the 
perpendicular  process  is  bent  inwards  for  articulation  with  the  head  of  the 
stapes;  and  this  inwardly  directed  pordoci  was  formerly  described  as  a 
M^mmund  btme  {mstcmimm  Syivii  5,  leniicnhr€\  The  articular  surface  on  the 
hodjy  of  the  inctts^  as  well  as  the  free  extremities  of  its  processes,  are 
coimed  by  a  thin  la>^r  of  cartilage. 

3<  The  Stapes  (stirrmp^  s.  deJkndd). 
The  sinpes  is  named  from  its  shape ;  and  in  it  one  distinguishes  tf /oa^ 
l»o  ermm^  and  a  keud  The  foot  is  kidne>^shaped,  and  is  thinner  at  its 
oentfe  than  at  its  border,  where  it  is  almost  I  miml  in  thtcknessw  It  is 
abotit  3  mnm.  in  length  and  1*5  mm.  in  breadth,  and  in  the  natural 
posiiion  of  the  bone  it  is  fixed  into  the  oval  fenestra.  Its  sur&ce,  which 
is  directed  towards  the  vestibule*  is  somewhat  convex,  while  that  directed 
towards  the  t3rm panic  caWty  is  concave.  Henk  calls  attention  to  a  more  or 
less  distinct,  though  delicate,  crest  (crisia  stapedis)  on  the  t^Tnpanic  surface, 
which  connects  the  two  extremities  of  the  ar^  formed  by  the  cmra.^ 


*  IMs  cnat  mas  already  known  to  WM$m  Mid  Fmkn^  (*  Ttftctot»s  AmA.-njmt^L  de 
im  lUaunL'*    Itosqtju  i&iS.  4  ".  |n  101  v.    Tia«ctLkc  sajr*  he  has  sees  it  aot  iafnHiuctitly. 
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The  two  limbs  {crura  stapedis)  may  be  distinguished,  the  one  as 
anterior  (o-w5,  rrctilimum),  and  the  other  as  posterior  {cms.  curvilineum)^ 
Together  they  form  an  arch,  and  where  they  meet,  the  head  of  the  stapes 
(capitulum  stapedis)  is  found.  This  is  covered  on  its  free  surface  by 
cartilage,  while  there  is  a  slight  roughness  on  its  posterior  aspect  for 
the  attachment  of  the  tendon  of  the  muse,  stapedius.  A  tolerably  wide 
medullary  cavity  is  seen  on  making  microscopical  sections  of  the  head, 
while  both  crura  are  furrowed  on  their  concave  sides.  According  to  some 
authors,  a  sort  of  double  interosseous  membrane  {memlnana  obtttratoria 
stapedis f  s,  ty^npanum  secundum ^  Tcichm,)  is  said  to  fill  up  the  whole 
interval  between  the  crura.  This,  however;  is  found  only  in  very  rare 
cases,  and  is  of  no  physiological  significance. 

[Regarding  the  different  opinions  which  have  been  expressed  as  to  the  develop- 
ment of  the  auditory  ossicles^  reference  may  be  made  to  an  article  by  AI  Z.  DoHo 
{Quarter iy  Journal  of  Aficroscopical  Science,  voL  xxiii,,  new  series),  where,  in 
tabular  form  (p.  581),  he  indicates  the  views  held  by  different  observers;  also  to 
articles  by  Parker^  Eraser^  and  Gadow  in  the  *'  Philosophical  Transactions  for 
1879,  1882,  and  1888.''] 


Coanection  of  the  Auditory  Ossicles  with  eacli  other* 

I*  Union  of  the  Malleus  with  the  Incus, 
The  articular  surfaces  on  the  head  of  the  malleus  and  the  crown 
of  the  incus  are  joined  together  so  as  to  form  an  articulation  with  two 
cavities,  these  being  separated  by  an  interarticular  cartilage,  or  memscus^ 
as  in  the  temporo-maxillary  joint.  The  capsular  ligament  is,  according 
to  Radingcr^  stronger  externally  than  internally^  and  sends  a  synovial  fold 
between  the  articular  surfaces  ;  while  the  interarticular  cartilage,  which  is 
fixed  to  the  capsule,  is  strongest  internally,  and  becomes  attenuated 
externally. 

Magnus  *  disputes  the  existence  of  a  s>Tiovial  articulation  between  the  malleus 
and  the  incus,  and  defines  the  joint  as  a  symphysis.  It  is  certainly  \c\y  n^id,  and 
its  cavity  small,  so  that  it  is  difficult  to  prove  the  presence  of  synovial  fluid  in  it ; 
nevertheless,  the  form  of  the  articular  surfaces  and  the  gaping  of  the  joint  cavity 
00  opening  the  capsule,  support  the  view  that  it  is  a  synovial  joint.  Magnus  says 
that  the  only  true  joint  in  the  whole  chain  of  ossicles  is  that  which  is  found  between 
the  descending  process  of  the  incus  and  the  head  of  the  stapes.  Helmholtz  says  : 
••The  articulation  between  the  malleus  and  incus  permits,  it  is  true,  of  only  slight 
rotation  around  an  axis  passing  through  the  head  of  the  malleus  towards  the  short 
process  of  the  incus.  This  rotation  for  the  movement  inwards  is  opposed  by  a  pair 
of  locking  teeth  ;  whilst,  on  the  other  hand,  the  handle  of  the  hammer  can  be 
moved  outwards  without  dragging  the  incus  with  it/' 

So  long  as  the  malleus  and  incus  stand  in  their  natural  relation  to  each  other, 
but  with  the  incus  separated  from  the  stapes,  they  can  execute  movements  with 


•Beitrflgc  zur  Anatomic  des  Mittlcren  Ohres/'     yin/iow's  Archiv  xx.,  i.  2,  iJ>6o. 
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each  other,  in  which  the  handle  of  the  malleus  and  the  descending  process  of  the 
incus  move  inwards  or  outwards  simultaneously  with  the  tympanic  membrane. 
According  to  Helmholtz^  the  incus,  suspended  as  it  were  in  the  air,  is  carried  by 
the  malleus,  since  it  has  no  connection  except  with  the  latter,  which  would  fix  it 
in  position. 

HelmholtZy  after  further  describing  the  different  movements  which  the  ossicles 
may  execute,  writes :  **  At  the  same  time  it  is  evident  that,  with  this  displacement, 
the  short  process  of  the  malleus  must  also  slide  a  little  on  the  tympanic  membrane  : 
a  condition  which  is  rendered  possible  by  the  peculiar  connection  which  exists 
between  them,  as  described  by  J.  Gruber^ 

When  the  joint  between  the  malleus  and  incus  is  fixed,  the  excursion  of  the 
extremity  of  the  long  or  descending  process  of  the  latter  is  only  two-thirds  of  that 
of  the  handle  of  the  former.  On  the  other  hand,  the'  force  of  the  pressure  which  the 
incus  exercises  upon  the  stapes  is  one-and-a-half  times  as  great  as  that  which 
operates  against  the  end  of  the  handle  of  the  malleus  [Helmholtz), 

When  the  membrana  tympani  is  driven  outwards,  the  capsule  sur- 
rounding the  joint  between  the  malleus  and  incus  relaxes,  and  this  allows 
of  a  separation  of  the  articular  surfaces. 

2.  Connection  of  the  Incus  with  the  Stapes. 

The  lower  extremity  of  the  descending  process  of  the  incus 
(ossiculum  Sylvii)  is  covered  with  cartilage,  and  is  united  to  the  some- 
what socket-like  head  of  the  stapes,  which  also  has  a  cartilaginous 
covering.  This  last  is  so  thick  that,  as  Riidinger  correctly  observes, 
in  a  transverse  section  the  area  of  cartilage  exceeds  in  size  that  of 
the  bone.  The  author  has  not  been  able  to  find  a  distinctly  defined 
interarticular  cartilage,  as  Riidinger  supposed;  and  hence  he  cannot 
regard  this  joint  as  exhibiting  two  cavities.  The  connection  is  brought 
about  by  a  fibrous  capsule,  somewhat  stronger  anteriorly,  which  certainly 
permits  of  a  movement  of  the  articular  extremities. 

The  end  of  the  descending  process  of  the  incus  has,  according  to  HelmfioJtz^  a 
slightly  rounded  surface,  with  its  convexity  towards  the  stapes.  The  lowest  side  of 
the  capsular^  ligament  possesses  stronger  fibres,  which  when  the  incus  is  drawn 
upwards  are  put  on  the  stretch,  and  carry  the  stapes  along  with  it. 

Connection  of  the  Auditory  Ossicles  with  the  Membrana  Tympani 
and  with  the  Walls  of  the  Tympanic  Cavity. 

Articulated  together  in  the  manner  just  described,  the  bones  of  the 
middle  ear  form  the  so-called  ''chain  of  auditory  ossicles,"  the  outer 
extremity  of  which  is  formed  by  the  malleus,  and  the  inner  by  the  foot 
of  the  stapes.  The  descending  process  of  the  incus  has  a  direction 
almost  parallel  to  the  handle  of  the  malleus,  while  the  former  is  joined 
to  the  stapes  almost  at  a  right  angle.  Thus,  if  we  imagine  the  chain  so 
placed  in  the  tympanum  that  the  handle  of  the  malleus  is  directed  out- 
wards towards  the  tympanic  membrane,  while  the  foot  of  the  stapes  is 
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turned  inwards  towards  the  oval  fenestra,  the  direction  of  the  other 
processes  is  easily  understood.  The  connected  upper  extremities  of  the 
malleus  and  incus  are  situated  above  the  tympanic  membrane  within  the 
outer  part  of  the  roof  of  the  tympanic  cavity  in  the  so-called  recessus 
€pitympanicus.  The  short  process  of  the  incus  is  directed  backwards,  and 
the  long  process  of  the  malleus — />.,  the  ligamentum  mallei  anterius — 
forwards,  towards  the  anterior  wall  of  the  tympanic  cavity. 

The  relation  of  the  malleus  with  the  tympanic  membrane  has  already 
been  spoken  of.  As  for  the  remaining  connections  of  the  tympanic  ossicles, 
they  are  attached  to  the  different  walls  of  the  tympanum  by  special  struc- 
tures: the  head  of  the  malleus  to  the  roof  by  a  tolerably  strong  band 
(^iiganientum  superius  5.  suspensoriiim  fnallei) ;  and  the  horizontal  process 
of  the  incus  to  the  posterior  wall  by  means  of  an  articulation ;  the  end  of 
the  process  being  covered  with  cartilage,  and  articulating  with  a  shallow 
cartilaginous  surface  (fossa  incudis)  on  the  posterior  wall  of  the  tympanic 
cavity  {HcnlCy  Helmholtz^),  From  the  long  process  {p,  gracilis)  of  the 
malleus,  the  ligamentum  mallei  anterius  passes  to  the  fissura  petro- 
tympanica,  s.  Glaseri.  This  is  the  strongest  ligament  of  the  malleus,  and 
was  formerly  described  by  many  authors  under  the  name  musculus  laxator 
tympani? 

The  base  of  the  stapes  is  covered  on  its  vestibular  aspect  by  a  layer  of 
hyaline  cartilage  which  also  extends  over  the  margin  {RUdingery  Brunner^ 
Eysell),  The  interval  which  exists  between  the  margin  of  the  oval  fenestra 
and  the  base  of  the  stapes  is  occupied  by  a  delicate  ligament  which  brings 
the  two  into  connection  with  each  other.  This  is  called  the  ligamentum 
obiuratorium  stapedis  {mevtbrana  obturatorid)  :  it  is  seen  from  the  vestibular 
side  to  be  a  distinct  continuation  of  the  periosteum,  and  is  strengthened  next 
the  tympanic  cavity  by  a  thin  layer  of  the  lining  membrane  of  the  latter. 

According  to  Helntholtz^  this  ligamentum  obturatorium  is  not  everywhere  of  the 
same  strength,  but  is  thicker  at  its  posterior  and  inferior  margin.  On  account  of 
this,  the  foot  of  the  stapes  makes  greater  excursions  during  its  movements  with  its 
upper  and  anterior  than  with  its  lower  and  posterior  part,  and  a  kind  of  lever 
movement  is  brought  about  by  which  the  head  is  displaced  backwards  and 
downwards. 

According  to  the  same  observer,  the  malleus  is  joined  to  the  spina  tympanica 
major  s.  anterior  by  a  band  of  short  tendinous  fibres  which  passes  between  it  and 
the  base  of  the  processus  mallei  longus.  This  band  has  been  named  by  Helmholtz 
the  ligamentum  mallei  anterius.  Further,  a  ligam.  mallei  externum  passes  from 
the  crista  colli  to  the  upper  part  of  the  inner  margin  of  the  auditory  canal  (**  notch 


'  According  to  Arnold^  the  crown  of  the  incus  is  also  said  to  be  attached  to  the  roof  of 
the  cavity ;  but  this  is  not  the  case. 

'  [Schwalbe  proposes  to  call  this  ligament  the  band  of  Meckel^  in  order  to  distinguish  it 
from  the  ligamentum  mallei  anterius  of  Helmholtz.'] 
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of  Rivini '').  This  ligament  consists  of  a  number  of  separate  glistening  tendinous 
fibres  which  radiate  from  the  crista  of  the  malleus  to  their  much  broader  and  curved 
line  of  attachment  into  the  temporal  bone»  The  posterior  part  of  this  ligament  is 
the  strongest  and  roost  stretched,  and  has  been  named  by  Helm  ho  Ui  the  ligam. 
mallei  posHcum.  This  forms,  together  with  the  lig.  mallei  antenus,  the  axis 
around  which  the  malleus  rotates  {axis  Ugament  of  the  malleus).  The  fibres  of 
the  lig.  externum,  lying  above  this  axis  ligament^  and  passing  directly  outwards, 
serve  as  check  ligaments  for  the  outward  movement  of  the  handle  of  the  malleus. 

On  strong  contraction  of  the  tensor  tympani,  the  handle  of  the  malleus  is 
prevented  from  being  drawn  too  far  inwards  by  the  tension  of  the  t>'ropanic 
membrane,  while  the  above-mentioned  fibres  of  the  external  ligament  prevent  the 
handle  from  being  dragged  outwards  beyond  a  certain  degree. 

According  to  Heule^nd  Helmhol/x,  there  exists  an  amphiartbrosis  between  the 
horizontal  process  of  the  incus  and  the  fossa  incudis  on  the  posterior  wall  of  the 
t>TT»panum  ;  a  thin  layer  of  cartilage  being  found  both  on  the  short  process  of 
the  incus  and  the  corresponding  part  of  the  posterior  wall  of  the  tympanum. 

VoUoliHi^  has  shown  that  the  joint  which  Toynbee^  described  beh^'een  the 
margin  of  the  oval  fenestra  and  the  foot  of  the  stapes  does  not  exist. 

Bochdalek^  jun.,  describes,  under  the  name  of  iigam.  transx-ersum  mallei, 
s,  ligam.  mallei  iniernum^  a  tendinous  band  about  i  mm.  in  length  and  breadth, 
which  passes  from  the  pars  squamosa  to  the  lower  part  of  the  head  of  the  hammer. 
It  is  however  certainly  not  constant,  and  appears  only  to  be  an  accidental  fold  of 
mucous  membrane. 

Dh  Vcrga  *  describes  on  the  malleus  a  band  which  represents  a  remnant  of 
Meckel's  cartilage,  and  which  he  calls  the  lig,  malleo-maxillare.  It  is  said  to 
pass  firom  the  malleus  to  the  lower  jaw,  and  is  easily  demonstrable  in  the  human 
fcetus  during  the  last  five  months  of  foetal  life,  and  also  for  some  months  after  birth. 

According  to  Eugtn  Korner\*  the  auditor^'  ossicles  consist  of  compact  osseous 
tissue,  which  at  the  periphery*  forms  a  dense  cortical  layer  of  firmly  compressed 
lameltx.  These  lamellae  surround  the  numerous  Haversian  canals,  while  the  bone- 
corpuscles  increase  in  size  as  we  pass  towards  the  deeper  layers,  and  are  largest 
where  the  joint -extremities  are  covered  with  cartilage.  A  medullary  canal,  which 
was  pointed  out  by  RudiHger,  is  found  nmning  in  the  long  axis  of  the  malleus  i 
and  incus.  Towards  this  the  Haversian  canals  run  radially^and  open  into  it  The] 
same  author  says  *  that  in  old  persons,  the  entire  medullary  system  may  be  widened 
out  as  if  a  process  of  osteoporosis  had  been  going  on ;  while  on  the  other  hand 
signs  of  osteosclerosis  may  also  be  seen,  Brunner  denies  the  existence  of  the 
medullar)*  spaces  in  the  tympanic  ossicles.  The  covering  of  hyaline  cartilage  is, 
according  to  Kdmer^  thicker  on  the  incus  than  on  the  malleus :  it  varies  from 

O^gtl   to   0*916   MMV. 

The  Utung  0/  the  Tympanic  Cavity  mni  Masioid  C^s} 

This  is  a  continuation  of  the  mucous  membrane  of  the  tuba  Eust^  but 
IS  much  more  delicate  than  that  which  lines  the  tube  itself.  It  covers,  not 
ODly  the  different  walls  of  the  tympanum,  including  the  inner  aspect  of  the 


•  Hedko-duntTn.  Review,  18^^  xl.»  p,  JJt5. 

•  Immnu  4e  Med.  CKir.  et  Pham* ,  Br uvrfk-s  1S64,  pp.  417-3$. 

•  /#.,  187^  N'r  4. 

•  Tbe  rekftMMis  will  K:  .  i%>ly  uiHlci^tood  if  w«  firat  describe  the  Uninf  membrane 
^tW  iimptiMMii,  •b4  then  CMMukr  the  muscuIm'  ftpiwratus  of  the  middle  car  as  a  whole. 


tympanic  membrane,  but  also  the  different  structures  found  in  the  cavity. 
It  represents  also  the  penosteum  of  the  bony  structures,  and  is  therefore 
the  carrier  of  many  blood-vessels  and  nerves.  As  it  covers  the  various 
structures  in  the  cavity,  it  sometimes  forms  duplicatures  or  folds  in  passing 
from  the  one  to  the  other,  and  to  some  of  these  folds  has  been  attributed 
the  importance  of  ligaments.  It  forms  as  a  whole  a  delicate  membrane 
covered  by  epithelium,  which  secretes  a  mucous  fluid.  No  glands  have  yet 
been  seen  in  it,  and  hence  many  authors  are  inclined  to  regard  it  as  being 
of  the  nature  of  a  serous  membrane. 

The  epitheliuTTi  is  differently  described  by  different  authors.  K^Uiker,  in  the 
fifth  edition  of  his  handbook  (1867),  still  describes  it  "as  a  delicate  single  or 
double  layer  of  ciliated  epithelium  "  ;  and  adds  that,  in  the  case  of  a  man  who  was 
executed  in  Wurzburji^,  "  it  was  replaced  by  a  single  layer  of  non-ciliated  pavement 
epithcHum  over  the  tympanic  membrane,' '  According  to  TtiUisch,  ciliated  epithelium 
is  found  only  on  the  floor  of  the  tympanum.  The  author,  as  a  result  of  his  own 
investigations,  admits  ihe  presence  of  ciliated  epithelium  in  the  anterior  third,  but 
he  has  never  been  able  to  find  it  in  the  posterior  two-thirds  of  the  tympanum. 

The  air-cells  of  the  mastoid  process  are  hned  by  a  continuation  of  the 
mucous  membrane  of  the  tympanic  cavity.  Here  it  also  represents  the 
periosteum  in  the  mastoid  cells,  and  sometimes  forms  folds  in  passing  from 
one  osseous  lamella  to  another ;  these  folds  serving  to  limit  the  cellular 
spaces. 

The  tympanic  cavity  of  the  infant  presents  some  peculiarities  which  are  not 
seen  at  a  more  advanced  age,  and  which  are  to  be  associated  with  the  incom- 
plete development  of  the  cavity.  In  the  fcetus  of  live  months,  as  Tniitsch  has 
pointed  out,  the  tympanic  cavity  is  filled  with  a  gelatinous  substance,  which  at  this 
stage  seems  to  represent  the  lining  membrane  of  the  cavity.  Gradually  however 
this  substance  is  removed  by  absorption,  and  thus  the  lining  of  the  cavity  with  its 
normal  epithelium  is  brought  about.  Depending  therefore  upon  the  stage  to 
which  this  course  of  development  has  advanced,  the  tympanic  cavity  will,  after 
birth,  exhibit  more  or  less  of  the  residue  of  this  embryonic  formation.  Thus  it  is 
frequently  found  filled  with  a  fluid  rich  in  leucocytes  {Kiitschartanz),  which  re- 
sembles a  muco-purulent  exudation  ;  whilst  in  other  cases  it  is  found  to  contain 
air,  as  in  the  adult.  The  mucous  membrane  in  the  infant  is,  as  a  rule,  much  thicker 
and  more  vascular  than  in  the  adult,  especially  on  the  inner  wall  of  the  tympanic 
cavity  ;  it  may  also  form  abnormal  connections  between  the  different  strtictures 
contained  in  the  cavity.  This  embryonic  condition  disappears  on  further  develop- 
ment and  the  folds  and  threads  met  with  in  the  tympanic  cavity  of  the  adult,  by 
which  irregular  connections  may  be  brought  about,  are  in  this  way  accounted 
for.  The  condition  of  the  tympanic  cavity  in  the  newly  bom  child  bears  no  relation 
to  the  respiraton,'  process ;  so  that  nothing  is  to  be  inferred  in  this  respect  for 
forensic  purposes;  and  the  so-called  *' ear- test,"  so  highly  esteemed  by  many 
appears  quite  inconclusive. 

The  *' peilunculated  sirticiures^^*  described  by  ^jj^/and  PoHtzer^  are  some- 
times found  in  the  tympanic  cavity  and  in  the  cells  of  the  mastoid  process.  They 
are  situated  mostly  on  folds  of  the  mucous  membrane,  or  bands  of  connective  tissue, 
and  consist  of  the  latter  tissue.  A  connective-tissue  band^"  pedicle '* — forms 
a  somewhat  large  oval  or  triangular  structure,  having  a  concentrically  stratified 
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IvBellar  aifaiigefiieiit.  And  this  again  becomes  a  more  aiteanated  cord.  These 
stmctttres  have  so«xte  resemblance  to  the  Pacinian  corpuscles,  but  are  essentially 
diflEnetit.  W  TrSUsch  first  observed  them,  but  r^arded  them  as  pathological. 
Resstl^  <m  the  other  hand,  declared  from  the  first  that  they  m-ere  not  to  be  so 
regarded.  The  antfaor  constders  them  as  slxuctuigs  of  involvidoD,  and  prodaoed 
by  an  actire  oieCanioffphosis  of  the  embryonic  nmoous  i 


■uc  riag  of  an 
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Obeerratioiis  concenung  the  Flssnra  &laseri  (fisran  petro-tympaiuca)« 

This  fissure  is  of  special  interest,  not  only  because  important  structures 
pass  through  it — €.g^  the  art  tympanica  anterior  passing  into,  and  the  lig. 
iiia]ld  animus  with  the  chorda  tympani  passing  out  of,  the  tympanum — but 
also  for  the  reason  that  it  sotnetimes  serves  as  a  passage  by  which  purulent 
infbmmalions  may  spread  from  the  tympanic  caWt^^  into  the  region  of  the 
paroCici  gland. 

If  one  observes  the  atmuius  tympamicus  somewhat  more  closely  from  its 
inner  aspect  (Fig.  43X  there  is  seen  on  its  anterior  secdoo  (to  the  right 

hand  in  the  figure )»  dose  to  its  upper  ex* 
tremity,  a  soinewhat  oblique  furrow  {sm}^ 
nmning  from  behind  and  above^  fonK^ards  and 
downwards,  which  in  the  recent  condition  of 
the  temporal  bone  lodtges  the  processus  longus 
of  the  malleus  {sulcus  malkolanSf  Henk). 
Below  this  furrow,  and  having  a  similar  direc- 
tion, a  crest  is  seen  (ri),  whkh  the  author  has 
described  as  the  arisia  tympamiat}  It  is  this 
which  later  on  unites  with  the  legmeo  tympani 
that  advances  to  meet  it;  and  which  draws 
nearer  and  nearer  to  the  anterior  part  of  the  lower  margin  of  the  squama, 
so  separating  the  fissuia  Glaseri  from  the  caiL  muscuky-tubarius.  Tht: 
fisaam  Glaseri  appears  disproportionately  wide  in  the  infant,  and  is  in 
coaanoBiication  with  the  can.  musc-tubarius  {vnie  Fig.  9);  but  in  the 
later  stages  of  de\*elop«nent,  the  union  just  described  takes  place  ;  and  thus 
the  Glascrian  fissure  is  separated  from  the  canaL  Both  the  crista  t}^- 
panka  and  the  tegm^i  tympani,  but  especially  the  latter,  are  lengthened 
darisg  the  ftnther  growth  of  the  temporal  bone ;  and  since  the  tegmen 
tjBpasii  is  united  with  the  os  tympanicum,  the  upper  part  of  the  lateral  or 
oviter  wall  of  the  canalts  wusculo-lubarius  is  formed.  The  crisu  tym- 
panica in  adults  is  normally  united  superiorly  with  the  tegmen  tyrap 
<iaUEr  Fig.  14) ;  but  temporal  bones  are  sometimes  met  with  where  this 
Mi  eonpkte.  In  such  cases  the  t^niipanic  cavity  conununicates  through 
ifcc  isanra  petro-iympanka,  not  only  with  the  fossa  retro-roaxiUaris,  but 
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also  farther  below  with  the  pharynx.  It  is  not  difficult  to  understand  that, 
according  to  the  varieties  which  this  fissure  exhibits,  extension  of  an 
inflammation  may  more  or  less  readily  take  place  from  the  tympanum  to 
the  neighbouring  structures,  and  that  it  is  indispensable  to  be  famihar 
with  this  relation  in  order  to  understand  the  pathology  of  such  conditions. 

Muscles  for  the  Various  Structures  of  the  Middle  Ear. 

Both  anatomists  and  aurists  have,  until  recently,  considered  only  those 
muscles  as  belonging  to  the  middle  portion  of  the  ear  which  are  situated 
within  it,  and  are  inserted  by  their  tendons  into  the  auditory  ossicles. 
They  had  solely  the  movements  of  the  ossicles  in  view,  and  left  all  the 
other  structures  out  of  consideration.  On  a  more  accurate  examination  of 
the  physiological  facts,  it  is  however  evident  that  a  great  part  of  those 
muscles  which  have  been  associated  solely  with  the  soft  palate  or  pharynx 
are  of  great  importance  in  connection  with  the  tuba  Eustachii ;  and  that 
some  of  the  structures  which  until  now  have  been  regarded  only  as 
pQlokHpharyngeal  muscles^  must  also  be  enumerated  with  the  muscular 
apparatus  of  the  middle  ear. 

We  can  therefore  describe  the  muscles  belonging  to  the  middle  ear, 
according  to  their  position,  as  internal  and  externai 

I.  Internal  Muscles  of  the  Middle  Ear, 

These  are  i  (a)  the  tensor  of  the  mcmbmna  iympani  {muse,  tensor 
tympJ) ;  and  {h)  the  muscle  of  the  stapes  (muse,  stapedius). 

(a)  The  m,  tensor  tympani  (also  m,  mallei  internus)  arises  from  the 
cartilaginous  portion  of  the  Eustachian  tube,  and  from  the  portion  of  the 
great  wing  of  the  sphenoid  situated  close  to  it  {Schwalhe),  It  increases  in 
size  as  it  passes  through  the  upper  compartment  of  the  can.  muse,  tubarii, 
since  it  receives  some  fasciculi  which  arise  from  the  septum  of  that 
canal.  It  is  bound  to  the  walls  of  the  canal  in  which  it  lies  by  connective 
tissue,  and,  reaching  the  inner  end  of  the  canal,  its  tendon  passes  round 
the  rostrum  cochleare,  in  order  to  reach  the  outer  wall  of  the  tympanum, 
where  it  is  inserted  into  the  inner  edge  and  anterior  surface  of  the  handle 
af  the  malleus,  the  fasciculi  of  the  tendon  spreading  out  in  a  fanlike 
manner.  According  to  what  has  been  said,  the  tendon  passes  outwards 
almost  at  a  right  angle  from  the  muscular  belly,  and  crosses  from  the 
inner  to  the  outer  wall  of  the  tympanic  cavity.  The  fibres  of  the  muscle 
run  almost  parallel  with  the  long  axis  of  the  canalis  tensoris  tympani,  and 
ane  closely  surrounded  by  perimysium ;  whereas  the  mucous  membrane 
covering  the  tendon  is  only  loosely  connected  with  it. 

Ludwig  Mayer  found  the  tensor  tympani  constantly  in  connection  with  the 
muse,  tensor  veli  palatj,  and  in  the  following  manner:  "  a  tendinous  fasciculus  of 
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fibres  "  is  continued  from  the  latter  into  the  middle  portion  of  the  former  ;  and  henc^ 
he  considered  the  two   muscles  as  a  muse,  biventer.     This  statement  was  zorf^ 
roborated  by  Rebsamen.    The  author  found  the  two  muscles  frequently  connected 
in  the  cadaver,  but  this  condition  is  not  constant.     Toynbee  describes  the  sheatli 
of  mucous  membrane  on  the  tendon  under  the  name  of  **  tensor  ligament  of  tho 
membrana  tympani.'*  *     He  fixes  its  length  at  about  }'",  and  attaches  it  on  the  one- 
side  to  the  processus  cochleariformis,  and  on  the  other  to  that  portion  of  the  malleus 
where  the  long  process  joins  the  neck.     He  attributed  to  this  so-called  ligament 
quite  a  peculiar  functional  signification  :  viz.,  that  during  relaxation  of  the  muscle, 
the  membrana  tympani  is  still  kept  at  a  certain  degree  of  tension,  which  however 
is  lost  as  soon  as  the  ligament  is  divided,  even  although  the  tendon  of  the  tensor 
tympani  muscle  remains  uninjured.     Sappey  holds  a  similar  opinion  concerning 
this  relation  between  the  tendon  of  the  tensor  tympani  and  its  sheath ;  while  all 
other  recent  anatomists  regard  this  envelope  merely  as  a  covering  of  mucous 
membrane.     The  author  agrees  with  the  statement  of  Henle,  that  one  is  not  able  to 
separate  artificially  the  mucous  membrane  from  the  tendon  at  all  places. 

The  sheath  of  mucous  membrane  on  the  tendon  was  frequently  found  by  the 
author  to  be  continued  as  a  fold  to  the  antero-extemal  wall,  so  as  to  roof  over 
in  a  manner  the  most  anterior  part  of  the  tympanum.  This  condition  is  almost 
constantly  found  during  the  first  year  of  childhood. 

Erroneous  views,  as  a  rule,  prevail  concerning  the  insertion  of  the  tendon 
of  the  muse,  tensor,  tympani,  since  it  is  generally  described  as  being  inserted  only 
into  the  inner  border  of  the  handle.  That  must  be  regarded  as  the  usual  insertion 
which  was  first  described  by  the  author  in  his  previously  quoted  work  on  the 
tympanic  membrane  and  the  auditory  ossicles:  viz.,  that  the  tendon  is  attached 
to  the  inner  margin  and  to  the  anterior  surface  of  the  handle  of  the  malleus.  In 
exceptional  cases,  a  few  fibres  of  the  tendon  run  to  the  posterior  surface  of  the 
handle.  It  follows  from  this — the  normal  mode  of  insertion — that  when  the  muscle 
contracts,  the  malleus  is  not  only  drawn  inwards,  but  is  also  rotated  more  or  less 
around  its  long  axis,  so  that  the  posterior  surface  of  its  handle  is  directed  some- 
what outwards. 

Helmholfz  describes  the  action  of  the  m.  tensor,  tympani  as  follows  :  "  It 
first  of  all  draws  the  handle  of  the  malleus,  and  with  it  the  tympanic  membrane, 
inwards.  But  at  the  same  time,  by  its  contraction,  it  acts  upon  the  axis  ligament 
of  the  malleus,  which  it  draws  inwards  and  puts  upon  the  stretch.  Thereby 
the  head  of  the  malleus  is  farther  removed  from  the  inco-tympanal  articulation 
(Amboss-Paukengelenk) ;  and  the  accessory  ligaments  of  the  incus— not  only 
towards  the  hammer,  but  also  at  the  apex  of  its  short  process— are  stretched,  the 
latter  being  even  lifted  from  the  bone.  In  doing  so,  the  incus  comes  into  the 
position  where  the  interlocking  teeth  of  the  articulation  between  it  and  the  malleus 
grip  each  other  most  firmly.  Finally,  its  long  process  is  obliged  to  take  part  in 
the  inward  movement  of  the  handle  of  the  malleus,  and  thus  presses  the  stapes 
towards  the  vestibule." 

From  this  it  appears  that  Helmholtz,  like  the  author,  considers  that  when  the 
tensor  tympani  contracts,  the  hammer  is  not  only  drawn  inwards,  but  is  also  caused 
to  make  a  slight  rotation  round  its  long  axis,  and  that  the  incidental  observation 
made  by  the  author,  to  the  effect  that  when  the  m.  tensor,  tympani  contracts  it  is 
able  to  act  on  the  other  ossicles,  is  well  founded.* 


'  "Diseases  of  the  Ear,"  p.  133. 

«  Compare  yos.  GrubtTy  **  Anatomisch-Physiologische  Studien  Qber  das  Trommelfell  und 
die  Geh0rkn6chelchen,"  S.  53,  u.  ff. 


(6)  The  musculus  stapedins, — The  stapedius  muscle  lies  in  that  canal 
which  is  found  in  the  substance  of  the  pars  petrosa,  internal  to  the 
descending  part  of  the  can.  Fallop.,  and  opening  into  the  tympanum  by 
the  narrow  aperture  on  the  eminentia  pyramidalis*  Bonna/oni  correctly 
names  it  ul  pvrafitido-stapmk.  It  is  about  7  mm,  long,  quite  fills  the 
canal  just  mentioned,  and  sends  its  delicate  tendon  into  the  tympanum 
through  the  aperture  in  the  eminentia  pyramidah's,  to  be  inserted  into  the 
head  of  the  stapes,  and  according  to  Rfidinger  into  the  lower  extremity 
of  the  descending  process  of  the  incus.  An  accessory  fold  of  mucous 
membrane  is  not  unfrequently  seen  on  its  tendon,  similar  to  that  on 
the  tendon  of  the  tensor  tympani.  This  may  abnormally  unite  it  to 
the  inner  wall  of  the  tympanic  cavity  at  its  lower  part.  This  fold 
of  mucous  membrane  has  the  same  significance  as  that  on  the  tendon 
of  the  tensor  tympani.     The  chief  action  of  the  muscle,  w^hen   it   con- 

t tracts,  is  to  raise  the  anterior  part  of  the  foot  of  the  stapes  out  of  the 
oval  fenestra. 


2.  Externa  I  Muscles  of  the  Middle  Ear. 


We  must  include  here  all  those  muscles  of  the  palate  and  pharynx 
which  stand  in  direct  relation  to  the  tuba  Eustachii,  As  such  are  to  be 
particularly  considered  :— 

(/?)  The  muscuhs  sphefiO'SaJpiNgo-sfaphyhmis  s,  ctrcumflexus  paiati\ 
s.  tensor  palati  mollis^  which  has  been  classified  by  anatomists  amongst 
the  muscles  of  the  palate,  but  which  all  recent  investigators  unanimously 
admit  has  little  or  nothing  to  do  with  the  movement  of  the  soft  palate,  but 
almost  exclusively  controls  the  movements  of  particular  portions  of  the 
tube.  We  shall  therefore  describe  it,  according  to  Rudmger,  as  abductor 
iubm.     It  was  named  by  TrOltsch  also  ddator  ttibi^, 

{b)  The  mt4sct4lits  palatO'pharvngeus  (also  pharyngo-staphyimus  s. 
levator  pharymgis  interniis). 

(c)  The  musculus  levator  palati  tHollis,  s.  petro-salpingo-staphylinus. 

(a)  M,  adductor  tuba'  (nt.  tensor  palati  mollis)  arises  by  a  short  tendon 
from  the  inner  aspect  of  the  spina  angularis  of  the  sphenoid  bonCi  from  the 
under  surface  of  the  posterior  part  of  its  great  wing,  and  from  the  inner 
^surface  of  the  processus  pterygoideus,  on  the  posterior  margin  of  which 
be  origin  of  the  muscle  can  be  followed  for  some  distance.  The  carti- 
laginous part  of  the  tuba  Eustachii  therefore  lies  immediately  behind  its 
|Origin.  The  muscle  increases  in  size  through  the  addition  of  fibres  which 
I  arise  from  the  wider  border  of  the  outer  plate  of  the  cartilaginous  part 
of  the  tube,  and  occasionally  by  some  fibres  which  may  arise  from  its 
membranous  part. 
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The  flattened  belly  of  the  muscle  lies  upon  the  inner  aspect  of  the 
musculus  pterygoideus  internus,  and  its  fibres  in  their  further  course 
downwards  gradually  end  in  a  flattened  tendon  which  turns  round  the 
hamulus  pterygoideus  in  order  to  be  inserted  into  the  fibrous  membrane 
of  the  palate  and  into  the  fibrous  margin,  which  according  to  Henie  is 
attached  to  the  posterior  border  of  the  hard  palate.  A  small  bursa 
mucosa  intervenes  between  the  tendon  of  the  muscle  and  the  hamular 
process. 

From  the  course  of  this  muscle,  it  must  evidently  have  a  greater  action 
upon  the  tuba  Eustachii  than  upon  the  soft  palate  ;  and  when  it  con- 
tracts, the  cartilaginous  hook  and  the  membranous  part  of  the  tube  will  be 
drawn  downwards  and  forwards,  and  in  this  way  the  lumen  of  the  tube 
is  widened. 

(J))  M.  palato-pharyngeus.  The  action  of  this  muscle  is  not  ex- 
clusively limited  to  moving  the  different  parts  of  the  tube;  but  since 
a  few  of  its  fasciculi  are  attached  to  the  lowest  part  of  the  cartilaginous 
tube,  it  has  on  this  account  great  functional  significance.  It  springs 
from  the  septum  of  the  velum  palati ;  from  the  fibrous  border  on  the 
posterior  margin  of  the  hard  palate ;  and  a  little  farther  away  from 
the  median  plate,  as  well  as,  by  means  of  a  few  fibres,  directly  from  the 
membranous  tube  {Rebsamen,  Henle),  Its  fibres  partly  intermingle  with 
those  of  the  musculus  petro-staphylinus  (m.  levator  palati  mollis)  and  of 
the  superior  constrictor  of  the  pharynx.  The  more  laterally  situated 
fibres  of  the  muscle  pass  to  the  middle  line  of  the  pharynx  posteriorly 
and  are  there  inserted ;  while  some  of  them  pass  across  to  the  opposite 
side.  Its  most  external  fibres  are  inserted,  according  to  Henle^  into  a 
strip  of  elastic  tissue  which  passes  from  the  postero-median  line  of  the 
pharynx  to  the  inferior  cornu  of  the  thyroid  cartilage.  Those  which 
arise  from  the  velum  palati  pass  to  the  outer  surface  of  the  thyroid 
cartilage ;  while  some  are  also  said  to  reach  over  the  edge  of  this 
cartilage  to  the  interior  of  the  larynx.  According  to  Rebsanien — with 
whom  the  author,  from  researches  of  his  own,  agrees — those  fibres  which 
spring  from  the  tuba  Eust.  "draw  the  inner  cartilaginous  plate  of  the 
tube  backwards  and  inwards,"  when  the  point  of  application  of  the  muscle 
is  removed  to  the  tube.  By  this  means  the  angle  which  the  outer  plate 
forms  with  the  inner  is  somewhat  increased,  and  the  membranous  part 
of  the  tube  is  at  the  same  time  "stretched  backwards  and  outwards" 
by  the  contraction  of  those  fibres  which  are  attached  to  it.  If  one 
causes  the  m.  palato-pharyngeus  to  act  simultaneously  with  the  levator 
palati,  which  is  found  in  its  immediate  vicinity,  and  with  which  it  is 
to  some  extent  united,  one  sees  "the  normal  lumen  of  the  tube  to  be 
considerably  enlarged." 

Rebsamen^  on  good  grounds,  proposes  the  name  retraliens  iubot  for 
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those  fibres  of  the  m.  palato-pharyngeus  which  are  attached  to  the  inner 
plate  of  the  cartilage. 

{c)  The  musculus  levator  palati  mollis  (m.  petro^salpingo^staphylinus) 
springs  from  the  under  surface  of  the  petrous  part  of  the  temporal  bone, 
close  to  the  entrance  of  the  carotid  canal,  and  from  the  lower  margin  of  the 
posterior  part  of  the  tube.  It  passes  downwards  and  forwards,  lying  behind 
the  abductor  tubae,  from  which  it  is  separated  by  adipose  tissue.  In  its 
further  course  the  muscle  becomes  flattened,  and  is  inserted  by  a  broad  fan- 
like tendon,  partly  into  the  fibrous  margin  of  the  hard  palate,  and  partly  into 
the  velum  palati.  Some  of  its  fibres  intermingle  with  those  of  the  opposite 
muscle,  and  some  are  inserted  into  the  fibrous  raphd  of  the  soft  palate. 

When  the  m.  levator  palati  mollis  contracts,  it  produces  an  elevation  of  the  floor 
of  the  lowest  part  of  the  tube  {Zaufal\  and  thus  it  appears  as  if  the  lumen  of  the 
tube  were  momentarily  narrowed  ;  this  however  is  not  the  case. 

Although  our  knowledge  regarding  the  actions  of  the  various  palatal  muscles  and 
of  their  relations  to  the  tuba  Eustachii  has  been  greatly  extended  by  recent  careful 
researches,  yet  in  this  direction  there  still  remains  a  considerable  field  for  future 
observers.  The  attachments  of  the  pharyngeal  fascia,  and  its  intimate  connection 
with  the  different  muscles,  as  well  as  its  relation  to  the  different  parts  of  the  tube, 
appear  to  be  of  especial  importance.  Rildinger  was  not  able  to  confirm  the 
existence  of  rXi^  fascia  saipingo-pharyngea  described  by  Trdltsch. 

[The  motor  innervation  of  the  levator  palati  is  generally  described  as  from  the 
great  superficial  petrosal  branch  of  the  facial  nerve  by  way  of  Meckel's  ganglion, 
and  that  of  the  tensor  palati  from  the  inferior  maxillary  division  of  the  trigeminus 
by  way  of  the  otic  ganglion.  Recent  investigations,  however,  tend  to  discredit 
the  accuracy  of  the  former  statement,  and  point  to  the  true  motor  nerve  supply 
as  being  derived  from  the  bulbar  portion  of  the  spinal  accessory  nerve  (nervus 
accessorius  vagi).  Thus  Dr,  Beevor  and  Professor  Horsley  (**  Proceedings  of  the 
Royal  Society,"  vol.  xliv.)  were  unable  to  produce  contraction  of  the  palatal  muscles 
by  stimulating  the  portio  dura  inside  the  cranium,  while  movements  of  the  levator 
palati  were  produced  when  the  nervus  accessorius  vagi  was  stimulated.  The 
muscles  of  the  soft  palate  are  probably  innervated  through  the  upper  branches  of 
the  pharyngeal  plexus — the  pharyngeal  branch  of  the  vagus  to  this  plexus  receiving 
its  motor  fibres  from  the  nervus  accessorius  vagi. 

Dr.  Aldren  Turner  (Innervation  of  the  Muscles  of  the  Soft  Palate,  Journal 
of  Anat.  and  Physiol.,  vol.  xxiii.,  p.  523)  gives  a  very  complete  review  of  the 
evidence  advanced  on  this  subject,  and  suggests  that  **  if  the  tensor  palati  be  not 
innervated  through  the  pharyngeal  plexus,  the  following  is  a  possible  course  for  the 
motor  nerve-filaments: — They  leave  the  medulla  by  the  accessory  nerve  and  join 
the  vagus  ;  from  this  they  pass  to  the  glosso-pharyngeus  by  communicating  branches, 
and  entering  the  tympanic  branch  are  conveyed  to  the  small  superficial  petrosal 
nerve,  so  as  to  reach  the  otic  ganglion,  and  from  this  be  distributed  to  the  muscle." 
Drs.  Howard  Tooth  amd  Aldren  Turner  {Brain,  Winter  part,  1891)  found,  in  a 
case  of  bulbar  paralysis  with  paresis  of  the  soft  palate,  that  the  common  nucleus 
of  the  ninth,  tenth,  and  eleventh  nerves  was  quite  healthy,  and  add  that  *'  by  a 
process  of  exclusion  we  are  driven  to  localise  the  nucleus  of  origin  of  the  motor 
fibres  of  the  eleventh  nerve  in  the  sphere  of  the  hypoglossal  nucleus ;  the  clinical 
facts  of  nearly  all  cases  of  bulbar  paralysis  point  to  this  conclusion." 

The  nerve  supply  of  the  tensor  palati  must  however  in  all  probability  be  regarded 
as  similar  to  that  of  the  tensor  tympani,  i.e.  the  motor  root  of  the  trigeminus.] 
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Blood-  and  Lymph-Vessels  of  the  Middle  Ear. 

The  middle  ear  receives  its  blood  supply  from  llie  external  and  internal 
carotid  arteries.     The  branches  specially  distributed  to  it  are  :^ 

(a)  Sma/i  branches  from  the  art.  pharvngea  ascendens  supply  the  tuba 
Eustachii  and  its  muscles,  and  some  penetrate  the  mucous  membrane  of 
the  tympanom  to  supply  it* 

{b)  The  art^  stylo-ma stotdea^  a  branch  of  the  art.  auric,  post.,  in  its 
passage  through  the  canalis  Fallopii,  gives  off  small  branches  which  enter 
the  tympanic  cavity  through  its  posterior  wall  It  also  supplies  twigs  to 
the  mucous  membrane  of  the  mastoid  cells  and  to  the  m.  stapedius, 

(c)  The  art.  memngm  media  of  the  art.  maxiilaris  interna,  before 
entering  the  cranial  cavntVt  sends  small  branches  to  the  tuba  Eustachii ; 
while  after  it  has  reached  the  interior  of  the  skull  it  gives  off  a  ramus 
peirosHS  SNperficia/is,  which  passes  into  the  hiatus  canalis  Fallopii  to  anasto- 
mose with  the  art.  stylo-mastoidea.  Small  branches  of  the  art.  mening. 
media  also  enter  the  roof  of  the  tympanum  in  the  neighbourhood  of  the 
fissura  petro-squamosa.  The  art.  mening.  med.  accessorial  according  to 
Hyrtl,  sends  a  iwig  through  the  floor  of  the  tympanum  to  the  pro- 
montory. A  small  branch  is  said  to  take  its  course  between  the  crura 
of  the  stapes. 

^ttcJtrrkandP  found  that  a  small  branch  of  the  art.  stylo^tnastoidea  passes 
out  constantly  from  the  middle  part  of  the  Fallopian  canal,  as  the  arttria  siapedia. 
It  supplies  the  stapes  and  the  membrana  obturatoria.  and  then  passes  over  the 
promontoT>^  to  anastomose  with  the  artery  to  the  nerv.  Jacobsonii. 

The  anastomosis  between  the  art.  stylo- mastoidea  and  the  ram.  petrosus 
superficialis  is  said  to  have  given  rise  to  the  supposition  of  an  anastomosis  between 
the  n,  petrosus  superticialis  minor  and  the  ganglion  geniculi.  This  is  however 
believed  by  BresckH,*  and  marc  recently  by  Beck^  and  Bischojf^^  to  be  non-existent, 
Krause  on  the  other  hand  states  that  one  can  easily  demonstrate  with  the 
microscope  a  connecting'  branch  between  the  n.  petrosus  superficialis  minor  and 
the  ganglion  geniculi.  .\ccording  to  this  Author,  the  connecting  branch  between 
the  two  is  *aid  to  have  been  frequently  overlooked,  since  it  is  often  buried  in  the 
gatigUon  gieniculi  in  company  with  the  n.  petrosus  superficialis  major.  Kramc 
Bays  that  some  individual  nervc-tibres,  with  a  double  contour,  branch  off  from  the 
ganglion  geniculi,  and  also  run  into  the  hiatus  canalis  Fallopii.  On  examining 
with  a  lens  of  1 50  dtamctrrs»  they  are  found  to  end  in  the  Pacinian  corpuscles,  which 
*»  ittnmted  luider  the  dura  mater,  close  to  the  n.  petros.  superfic.  major. 

i/i)  Smalt  bnmckfs  0/  iht*  aritria  tempomlis  pass  through  the 
Ciliseruin  fissure  into  the  tympanic  cavity.    The  small  twigs  which  are 
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•  ^Uebcr  di#  Art.  itapedtii  dc»  Mcn^hiMi."  MoiiAt&^chrifl  flir  OhrcnhcUkundc,  iS;^,  Nr.  1. 
„       ^^  kouiactkc  Analyse  clrr  AnastoiaosendcrKopfnervcn,*' 


distributed  to  the  tympanum  from  the  carotis  ioterna  have  already  been 
mentioned. 

The  venous  blood  is  drained  away  by  veins  which  accompany  these 
arteries,  and  which  pour  it  into  the  venous  plexuses  near  the  tcmporo- 
maxillary  joint,  into  the  veins  of  the  pharynx,  and  also  into  the  middle 
meningeal  veins. 

According  to  Prussak^^  the  arteries  in  the  mucous  membrane  of  the  tympanic 
cavity  have  an  extensive  course,  without  however  anastomosing  with  one  another* 
They  divide  at  acute  angles  into  branches,  the  calibre  of  which  is  large  in  com- 
parison with  that  of  the  parent  trunk.  These  branches  pass  almost  at  once  into  the 
small  veins,  the  intervening  capillaries  in  many  parts  being  quite  absent.  The 
veins  of  the  tympanum  form  a  free  anastomosis  with  each  other,  so  that  the  blood 
can  readily  tiow  away  in  various  directions.  This  method  of  circulation  should 
render  difficult  the  possibility  of  exudation. 

ITie  iymphatic  vessels  of  the  middle  ear  are  brought  into  connection 
with  the  glandulte  auriculares  anteriores  and  posteriores,  but  more  especially 
with  the  lymphatic  glands  of  the  pharynx. 


Nerves  of  the  Middle  Ear. 


The  middle  ear  receives  its  nervous  supply  from  the  fifth,  seventh,  and 
ninth  cranial  nerves,  as  well  as  from  the  sympathetic ;  thus  the  tuba 
Eustachii  and  the  muse,  tensor,  tympani  receive  their  nerves  from  the 
ganglion  oticum  ;  the  muse,  stapedius  from  the  nervus  facialis ;  whilst 
the  mucous  membrane  of  the  tympanum  is  supplied  from  the  glosso- 
pharyngeal, which  gives  off  the  ramus  tympanicuSf  s.  Jacodsomi\  from  its 
ganglion  petrosum. 

The  plexus  tympankus  {Jacobsotis  plexus)  is,  according  to  Bischoff^  a 
true  anastomosis  or  plexus  between  the  ganglion  oticum,  the  ganglion 
petrosum,  and  the  plexus  caroticus  internus.  The  nerves  from  this 
plexus  to  the  tuba  Eustachii  take  their  origin  from  the  ram,  tympanicus, 
n.  p^etrosus  superficialis  minor,  and  n.  sympatheticus,  A  small  micro- 
scopical ganglion  is  found  as  a  rule  on  the  filament  going  to  the  oval 
fenestra. 

W^  Krause'*  subjected  the  n.  tympanicus  to  a  minute  examination,  and  he 
Dd  in  many  places  ganglionic  cells— it  might  be  singly ♦  or  in  smaller  or  larger 
These  send  out  processes  which  may  be  followed  into  the  nerve-fibres. 
ICoet  of  the  cells  were  however  uni-  or  bi-polar ;  and  as  many  as  twenty  or  forty 
were  sometimes  seen  in  a  group.     According  to  this  author,  the  ner\'es  from  the 
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Z«jr  Physiologic  iind  Anatomic  des  Blutstromes  in  dcr  TrommelhOhle.'' 
ich.  sachsischcn  G^hcllachaft  dcr  Wissenschafl.     l86S. 
♦•Zcitschrift  fOr  Rationdle  Medicin."     5  Rcihe,  Bd.  28,  1866. 
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plexus  tympanicus  to  the  mucous  membrane  of  the  tuba  Eustachii  are  microscopical 
filaments,  while  a  larger  branch  can  be  followed  to  the  cartilaginous  portion  of  the 
tube.  The  mucous  membrane  of  the  whole  tube  is  very  rich  in  nerves,  on  which 
Riidinger  has  lately  described  microscopical  ganglia.  Moreover,  he  associates 
the  same  with  the  acinous  glands  of  the  tube,  and  considers  them  analogous  to  the 
ganglia  existing  in  the  salivary  glands.  Pappenheim  and  KdliikerYi2iye  confirmed 
the  presence  of  ganglia  on  the  n.  tympanicus. 

The  n.  tympanicus  passes  through  the  floor  of  the  tympanum  to  the 
promontory,  on  which  it  anastomoses  with  the  branches  of  the  sympathetic 
to  form  the  tympanic  plexus  (plexus  Jacobsonii).  The  n.  sympatheticus 
sends  filaments  from  its  plexus  caroticus  through  the  posterior  wall  of 
the  carotid  canal  to  anastomose  with  the  twigs  of  the  glosso-pharyngeus 
and  possibly  the  trigeminus,  in  order  to  form  with  them  the  plexus.  The 
muse,  stapedius  receives  its  branch  from  the  descending  portion  of  the 
n.  facialis. 

The  chorda  iympani,  as  has  already  been  stated,  passes  through  the 
tympanic  cavity  in  close  relation  to  the  inner  aspect  of  the  tympanic 
membrane.  It  has  an  oblique  direction  from  the  posterior  wall  to  the 
fissura  Glaseri,  and  leaves  the  tympanic  cavity  through  the  canal  of 
Huguier.  At  its  place  of  exit  from  the  tympanum  it  gives  off,  in  most 
cases,  a  filament  to  the  facialis  itself,  the  origin  of  which  is  most  probably 
to  be  sought  in  the  ganglion  oticum,  since  from  this  ganglion  fibres  run 
both  centrally  and  peripherally  into  the  chorda  tympani.  According  to 
Bischqff's  latest  investigations,  the  greater  part  of  the  fibres  of  the 
chorda  tympani  come  from  the  central  portion  of  the  n.  facialis. 

[The  chorda  tympani  must  be  considered,  it  would  appear,  not  as  a  branch  of 
the  facial  nerve,  but  as  the  continuation  of  the  pars  intermedia  of  Wrisberg, 
which  has  its  origin  in  the  anterior  part  of  the  central  nucleus  of  the  glosso- 
pharyngeal nerve.  On  this  view  the  latter  nerve  would,  as  will  be  seen,  minister  not 
only  exclusively  to  the  sense  of  taste,  but  also  to  the  secretory  function  of  both 
parotid  and  submaxillary  glands  (vide  Landois  and  Stirling's  **  Physiology," 
vol.  ii.,  4th  ed.,  and  Obersteiners  "Anatomy  of  the  Central  Nervous  Organs"). 
Reference  may  also  be  made  to  a  paper  on  "  Le  Nerf  interm6diare  de  Wrisberg,'' 
by  Carlos  Tavares,  Professeur  A  TEcole  de  Medicine  de  Lisbonne.] 


III.  Internal  Portion  of  the  Ear. 

This,  the  most  important  part  of  the  auditory  organ,  since  it  contains 
the  structures  which  are  affected  by  the  sound-waves,  lies  most  internally, 
and  is  enclosed  in  a  special  osseous  chamber,  which  on  account  of  ife 
peculiar  structure  is  distinctly  differentiated  from  the  bony  substance 
surrounding  it. 

The  older   anatomists,   who  as   regards  thoroughness   of  study  are 
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not  to  be  considered  inferior  to  the  inquirers  of  to-day,  have  investigated 
with  the  most  wonderful  success  the  macroscopical  anatomy  of  this  part 
of  the  ear.  We  are  however  chiefly  indebted  to  the  researches  of  more 
recent  times  for  the  knowledge  we  possess  concerning  the  minute  structure 
of  the  labyrinth. 

The  work  of  Corti^  on  the  lamina  spiralis,  which  appeared  towards 
the  end  of  the  first  half  of  the  present  century,  marks  a  new  epoch  in 
these  investigations.  Along  with  it  must  be  placed  in  the  highest  rank 
the  distinguished  works  of  Reissner^  O.  De iters ^^  A.  K6lliker^^  Claudius^" 
Boettcher,''  NueV  M.  Schulize;  F.  E.  Schulize;  Foitolim,'^  Hensen,''^  Rcicheri,'' 
Rildinger,^^    Ibsen,^*    Kuhn,^'    Schwa/be,^^    Ldwenberg,^'    Henle^^    Hasse,^' 


*  A,  Corii^  "  Recherches  sur  I'organe  de  Touie  des  mammiftres."  Zeitschrift  ftlr 
wissenschaftliche  Zoologie,  iii.,  S.  109. 

*  De  auris  internae  formatione,  Dorp.,  1851. — **Zur  Kenntniss  der  Schnecke  im  GehOr- 
organ  der  Saugethiere  und  des  Menschen,"  Mullers  Archiv,  1854. 

■  Untersuchungen  iibcr  die  Lamina  Spiralis  Membranacea,  Bonn,  i860.  Ferner,  Vir- 
chows  Archiv,  xix.,  S.  445;  sodann,  MulUrs  Archiv,  1862,  S.  405,  und  1862.  S.  262. 

*  Dessen  Gewebelehre ;  ferner,  WQrzburger  Naturwissenschaftliche  Zeitschrift,  ii.,  S.  l; 
ferner,  Ueber  die  letzten  Endigungen  des  Nerv.  Cochleae  und  die  Function  der  Schnecke, 
WQrzburg,  1854  ;  dann  dessen  Entwicklungsgeschichte. 

*  "  Bemerkungen  uber  den  Bau  der  hautigen  Spiralleistc  der  Schnecke.'*  Zeitschrift  fQr 
wissenschaftliche  Zoologie,  vii.,  S.  154. 

*  Obs.  micr.  de  rat.  qua  nervus  cochleae  terminatur.  Dorp.,  1856;  ferner,  Virchows 
Archiv  xvii.,  S.  243,  und  xix.,  S.  224  und  450. 

'  •*  Beitrag  zur  Kenntniss  der  Saugethierschnecke."  Archiv  fQr  Mikroskopische  Anatomic, 
Bd.  viii. — Recherches  microsc.  sur  I'anat.  du  lima^on  des  mammifcres,  Bruxelles,  1878. 

■  "Ueber  die  Endigungsweise  des  HOmcrven  im  Labyrinth."  MuUeis  Archiv,  1858, 
S.  372. 

*  "  Zur  Kenntniss  der  Endigungsweise  der  HOmerven  bei  Fischen  und  Amphibien.' 
Archiv  von  Reicheri  und  Dubois- Reymond^  1862. 

*•  "Zerlegung  und  Untersuchung  des  GehOrorganes  an  der  Leichc,"  Breslau,»i862;  und  in 
Virchows  Archiv,  xxviii.,  S.  227. 

"  "  Zur  Morphologie  der  Schnecke  des  Menschen  und  der  Saugethiere."  Zeitschrift  fOr 
wissenschaftliche  Zoologie,  xiii.,  S.  319. — "Ueber  Boettchers  Entwickelung  und  Bau  des 
GehOrlabyrinths  nach  eigenen  Untersuchungen."  Archiv  fftr  Ohrenheilkunde,  vi.,  1871. — 
"Bemerkungen  gegen  die  Cupola  terminalis."  Archiv  fQr  Anatomic  und  Entwicklungs- 
geschichte, 1878. 

"  Beitrag  zur  Feineren  Anatomic  des  GehOrschnecke  des  Menschen  und  der  Saugethiere, 
1864. 

'■"Ueber  das  hautige  Labyrinth  im  menschlichenOhre.*'  Aerztliches  Intelligenzblatt,  1866. — 
"  Ueber  die  Zotten  in  den  hautigen  halbkreisfOrmigen  Canalchen  des  menschlichen  Labyrinthes." 
Archiv  fQr  Ohrenheilkunde,  ii.,  1867. — "  Vergleichende  anatomische  Studien  Qber  das  hautige 
Labyrinth."  Monatsschrift  fQr  Ohrenheilkunde,  1867. — Beitrage  zur  Histologic  des  GehOr- 
organes,  MQnchen,  1870. — "Ueber  den  Aquaeductus  Vcstibuli  des  Menschen  und  des  Phyllo- 
dactylus  Europaeus."  Zeitschrift  fQr  Anatomic  und  Entwicklungsgeschichte,  ii.  1877  ;  sodann 
dessen  Atlas  des  menschlichen  GehOrorganes,  MQnchen,  1866 ;  und  die  Abhandlung  Qber  das 
hlutige  Labyrinth  in  Strieker s  Handbuch  der  Lehre  von  den  Geweben,  ii.,  1872. 

*^  Atlas  anatomicus  auris  internae,  1846. 

•*  "  Untersuchungen  Qber  das  hautige  Labyrinth  der  Knochenfische."  Archiv  fQr  mikro- 
skopiche  Anatomic,  xiv.,  1877. — Das  hSutige  Labyrinth  der  Amphibien,  1880. — "Ueber 
das  hautige  Labyrinth  der  Reptilien."     Archiv  fQr  mikroskopische  Anatomie,  xx.,  1881. 

*•  Lchrbuch  der  Anatomie  der  Sinnesorgane.     Erlangen,  1886. 

*'  "  BeitrSge  zur  Anatomie  der  Schnecke."    Archiv  fQr  Ohrenheilkunde,  i.,  S.  175. 

"  Handbuch  der  systematischcn  Anatomie,  ii.,  1873. 

*•  C.  Hasse,  "Die  Lymphbahnen  des  inneren  Ohres  der  Wirbelthiere."  Anatomische 
Studien,  iv.  Heft,  Leipzig,  1873. — ^^^  vergleichende  Morphologie  und  Histologic  des  hautigen 
GehOrorganes  der  Wirbelthiere,  Leipzig,  1873.— "  Bemerkungen  ^^^^  ^^^  Lymphbahnen  des 
inneren  Ohres."  Archiv  fQr  Ohrenheilkunde,  xvii.,  1881.  Ueber  die  Gefasse  der  Lamina 
spir.  membran.  des  GchOrorgans  der  Wirbelthiere.     An.  Anz.  4,  1886. 
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JValdeyer,^  GottsUin,^  Axel  Key^  Weber-Liel,''  Steinbrugge,^  and,  at  a  recent 
date,  the  admirable  studies  of  Gustav  Retzhis,^  All  these  investigators 
took  as  the  starting-point  of  their  observations  the  researches  of  Corti, 
and  have  either  confirmed  or  amplified  them;  the  result  being  that  we 
are  now  so  well  acquainted  with  the  minute  anatomy  of  the  labyrinth 
that  little  remains  unknown  on  this  subject.  It  is  only  to  be  hoped 
that  physiological  investigations  may  soon  be  crowned  with  a  similar 
success. 

Position  of  the  Membranous  Structures  of  the  Labyrinth  in  relation  to  the 
Osseous  Capsule  of  the  Labyrinth, — Peri-  and  Endo-lymphatic  Spaces. 

That  the  membranous  structures  of  the  labyrinth  do  not  fill  up  the 
cavities  of  the  osseous  labyrinth,  is  a  fact  that  was  known  to  the  older 
anatomists.  They  also  had  a  knowledge  of  the  fluid  filling  the  remaining 
portions  of  these  spaces,  and  in  a  certain  sense  traversing  these  structures. 
This  fluid  they  named  perilymph,  in  contradistinction  to  the  term  endo- 
lymph,  which  they  applied  to  the  fluid  contained  within  the  membranous 
labyrinth.  The  arrangement  of  the  membranous  structures  of  the  laby- 
rinth in  their  corresponding  spaces  is  peculiar,  in  so  far  that  they  are  all 
situated  parietally  or  eccentrically.  This  has  long  been  known  with  regard 
to  the  sacculi  of  the  vestibule  and  the  membranous  cochlea ;  while  more 
recently  Riidinger  has  made  us  acquainted  with  the  eccentric  position  of 
the  membranous  semicircular  canals.^ 

In  the  vestibule,  the  perilymphatic  space  {cy sterna  perilympliatica  of 
Hctzius ;  sinus  perilymphaticus  of  Odenius)  is  comparatively  large.  It 
measures,  according  to  Retzius,  about  3  mm,  from  the  base  of  the 
stapes  to  the  inner  wall  on  which  the  sacculi  are  attached,  and  about 
3'5  ;;/;;/.  from  before  backwards.     That  it  is  continued  backwards  into  the 

•  II/>rn<T\'  und  Schncckc.     Strieker  s  Handbuch  dcr  Lehrc  von  den  Gcwebcn,  ii^  1872. 

•  lli-lMrdrn  Fcincren  Bau  und  die  Entwicklung  der  GchOrschnccke  beim  Mcnschen  und 
ilrn  SatiK'-tliiercn,  Hreslau,  1871. 

•  A.  Kry  und  G.  Retzius,  Studien  in  der  Anatomie  des  Nervensj'stems  und  dcs  Binde- 
1(1  wi-bin,  I.,  Stockholm,  1875. 

•  "  I'lbcr  <lcn  Zu.sammenhang  des  Arachnoidalraumes  mit  dem  Labyrinth."  Monatsschrift 
lur  Ohii  nhci!kun<l<-,  ill.  Jahrgang,  1869. — "Die  Aquaeductus  dcs  Labyrinthes.'"  Medicinisches 
i  I  iiliiillilatt,  1S7O.  "  Der  Aquaed.  Cochleae  beim  Menschen.*'  Monatsschrift  fUr  OhrenheiJkundc^ 
|H7«>.  Kxpi  riinrnti'Ilcr  Nachweis  einer  freien  Communication  der  cndolymphatischen  und 
|ii'ii!viii|*hatih(h<Mi  Kiiume  dcs  mcnschlichen  Ohr-Labyrinthes  mit  extralabyrinthischen  intra- 
naniclUii  l<aiiiii<n, '  Virchows  Archiv,  Ixxvii.,  1879. 

•  "  Kin  Hcitragzur  Topographic  dcr  mcnschlichen  Vorhofsgebildc.*'  Zeitschrift  fQr  Ohrcn- 
h«  ilkundf,  x.,  1H81.  "Ucbcr  die  zelligen  Gcbildc  dcs  Corti'schcn  Organs."  Zeitschrift  ftir 
<>hi»  iiheilkuMcli",  xii.,  1883. — "  Uebcr  die  Cupola-Formation  im  mcnschlichen  Labyrinth.**  Zeit- 
ttchnlt  liir  Ohn-nlK  ilkunde,  xv.,  1885. 

;•"_,*  (iit^tav    lictzius,    Da.s    GthOrorgan     dcr    Wirbelthicre.       Morphologisch-histologische 
.Studien,  Stock hohn,  1884. 

'  A'.  /iiiJhiji^er,  "  L'eber  die  hautigen  Labyrinthgcbilde  im  mcnschlichen  Ohre.'*  Baye- 
riHchcH  arztiichrH  Inteliigenzblatt,  1886,  Nr.  25.  Fcrner,  "  Uebcr  die  Lage  des  h&utigen 
LiibyrinthcJ*  bci  der  Ratte."     Monatsschriit  fQr  Ohrcnheilkunde,  iii.  Jahrgang.  1869,  Nr.  8. 
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semicircular  canals,  and  forwards  into  the  scala  vestibuli  of  the  cochlea, 
is  sufficiently  evident  from  what  has  been  stated  in  the  description  of  the 
osseous  cochlea.  The  perilymphatic  space,  at  the  apex  of  the  cochlea, 
is  continued  through  the  aperture  of  communication  (helicotremd)  existing 
there,  into  the  lower  scala  (tyropani),  and  terminates  in  a  kind  of  blind 
pouch  at  the  lower  end  of  this  scala  at  the  round  fenestra.  It  happens 
in  this  way  that  the  membranous  cochlear  canal  (ductus  cochlearis  mem- 
branaceus)  is  enveloped  both  above  and  below  by  perilymph. 

Through  the  aquaeductus  cochleae,  which  leaves  the  scala  tympani  near 
its  lower  end,  the  perilymphatic  space  of  the  labyrinth  communicates, 
as  has  been  proved  by  the  important  investigations  of  Weher-Liel^ 
Schwalbe^  and  others,  with  the  sub-arachnoidal  space ;  whilst  the  endo- 
lymphatic space,  as  we  shall  see  later,  is  by  means  of  the  ductus 
endolymphaticus,  which  passes  through  the  aquaeductus  vestibuli  of  the 
petrous  bone,  brought  into  communication  with  the  recessus  Cotugnii,  s. 
saccus  endolymphaticus,  found  in  the  dura  mater. 

I.  Membranous  Structures  of  the  Vestibule, — In  the  vestibule,  two  small 
membranous  sacs  are  found :  viz.,  (a)  the  sacculus  hemisphc^ricuSf  or  more 
briefly,  the  sacculus  ]  and  (b)  the  sacculus  hemi-ellipticus^  or  utriculus 
(Fig.  44).  The  former  is  intimately  related  to  the  membranous  part  of 
the  cochlea,  the  latter  to  the  membranous  semicircular  canals. 

(a)  The  sacculus  hemispharricus  (Fig.  44,  5)  has  the  form  of  an  oval 
vesicle,  somewhat  flattened  from  without  inwards.  It  measures  3 — 3*5  mm. 
in  length,  and  scarcely  2  mm.  in  breadth ;  its  longest  diameter  is  directed 
from  above,  downwards  and  outwards. 

The  upper  bulging  part  of  the  sacculus  is  so  placed  in  the  recessus 
hemisphaericus  that  it  lies  above  and  in  front  of  the  utriculus,  and  indeed 
at  one  spot  the  walls  of  the  two  appear  fused.  The  sacculus  is  drawn  out 
at  its  lower  part,  near  the  cochlea,  into  a  short  canal  (esc)  (canalis 
reum'ens,  Hensen),  which  joins  the  ductus  cochlearis  almost  at  a  right 
angle.  This  small  tube  has  a  length  of  07  mm,,  and  a  diameter  of 
0*22  mm.  at  its  narrowest  part,  while  the  thickness  of  its  walls  amounts 
to  0*015  mm. 

The  inner  wall  of  the  sacculus  adheres  closely  to  the  inner  wall  of  the 
recessus  hemisphaericus,  the  union  being  maintained  by  reticular  connective 
tissue  and  by  the  ramulus  sacculi  of  the  auditory  nerve  (rs).  The  nerve- 
filaments  enter  the  vestibule  through  the  lamina  cribrosa  superior,  and 
terminate  on  the  macula  acustica  sacculi  (ms).  This  macula  is  somewhat 
oval  in  form,  measuring  2*5 — 3  mm.  in  height,  and  i*5^ww.  in  breadth.  It 
is  hollowed  out  in  a  cuplike  manner,  and  is  covered  by  a  disc  of  loosely 

*  JVeber-Uei,  "Der  Aquaeductus  Cochleae  beim  Menschen."     Monatsschrift  fQr  Ohrenheil- 
kunde,  3uii.  Jahrgang,  Nr.  3. 

'  Centralblatt  ttir  die  medicinische  Wissenschaft,  1869,  Nr.  30. 
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connected  otolith  crystals.  The  outer  wall  of  the  sacculus  is  much  thinner 
than  the  inner,  and  is  also  concave  outwards.  Superiorly  it  adheres  to 
the  under  surface  of  the  recessus  utriculi  (rec),  close  to  its  passage  into 
the  utriculus ;  for  which  purpose  it  presents  a  diverticulum  (sinus  utricularis 
saccu/if  Retzius)  running  in  a  curved  direction,  backwards  and  outwards. 
The  outer  wall  gradually  rises  above  and  behind,  in  order  to  form  the 
ductus  endolymphaiicus  {de)  discovered  by  Boettcher,  Somewhat  funnel- 
Fig.  44. 

Mrml)rnnou»  labyrinth  of  a  man  twenty-five  years  of  age,  seen  from  the  outer  and  anterior 
aspect  -five  times  enlarged.     Osmic  acid  preparation  (Retzius). 


ranoiiiK  iHiiii  riglit  to  left  one  notices:  /is,  ligamentum  spiralc ;  ftib,  membrana  basilaris ; 
/,  lu>'.»nrt ;  */»,  uunuhi'*  basilaris;  sv,  atria  vascularis;  rap,  ramulus  ampullae  posterioris; 
I  i,  i»uiu»lin»  ftiuMiili ;  rUf  ramulus  recessus  utriculi;  /  ncrvus  facialis;  w/Is,  membrana 
l\iit|>.ii((  HM  luuljuitt ;  fsr,  canalis  reunicns  Henseni  as  inferior  extremity  of  the  sacculus  s; 
HI,,  \\\M\iU  lU'UHlifH  hurculi;  cus,  canalis  utriculo-saccularis ;  de,  ductus  endolympbaticus ; 
i,/«,  uiwwn  uinr.  pohtrr,  ;  rec,  recessus  utriculi;  raa,  ramulus  ampullae  anterioris;  roc, 
\tM\\\\\\\^  MUinullif  externa.*;  aa,  ampulla  anterior;  ae,  ampulla  externa;  ap,  ampulla 
)iM*i«i(oi;  vK  rwrum  vcstibuli ;  ca,  canalis  semicircularis  anterior;  cr,  canalis  semicircu- 
l.ut.  »si»Miun;  i/k,  runalis  semicircularis  posterior;  55,  common  limb  of  the  anterior  and 
i  sU  iitrt)  ■*%  luU  hi'ular  rnnals  (sinus  utriculi  superior,  Retzius). 


ohi4|H  vl  at  itH  orifico,  this  duct  soon  exhibits  a  necklike  constriction,  beyond 
Nvhi\h  it  luTonu'h  dilated,  and  passes  upwards  and  outwards  on  the  inner 
«uU  ol  ihr  \Urirulus.  Again  narrowing  itself,  it  communicates  with  the 
,KOishi\  HtHiHlo'Siiccularis  (cus)f  which  opens  from  the  posterior  aspect  of 
\U\  uliuulu*.  Ht'hind  the  sinus  superior  utriculi,  the  ductus  endo- 
UiupU.aiv  un  vntfiH  the  aquaeductus  vestibuli.  Passing  outwards,  down- 
w  uvl'4.  ,\\\k\  Uukwards,  it  gives  off  several  lateral  branches  from  its 
^u..u»u«»  ^^ill,  aiul  opens  into  the  recessus  Cotugnii  through  the  apertura 


INTERNAL  PORTION  OF  THE  EAR.  93 

aquaeductus  vestibuli  on  the  inner  surface  of  the  petrous  part  of  the 
temporal  bone. 

The  recesstis  Cotugniiy  s.  saccus  endo/ymphaticus,  was  already  known 
to  Cotugnius ;  but  was  subsequently  forgotten  until  Boettcher  *  once  more 
called  attention  to  it.  It  has  been  carefully  studied  by  Axel  Key^  Reizitis^ 
Ztickerkandl^  and  Rudinger^  who  describe  it  as  a  pouchlike  dilatation  between 
the  two  layers  of  the  dura  mater,  situated  below  and  behind  the  opening  of 
the  aquaeductus  vestibuli,  where  its  position  is  indicated  by  the  lighter 
colour  of  the  dura  mater  at  this  spot.  In  the  adult,  a  depression  exists 
for  it  on  the  petrous  part  of  the  temporal  bone.  This,  like  the  sac  itself, 
varies  much  in  different  cases. 

{b)  The  sacciilus  hemi-dlipticus^  s.  utriculns  proprius^  s,  utriculus^  com- 
municates, as  has  been  already  stated,  with  the  semicircular  canals.  It 
is  elliptical  in  shape,  measuring  3  ww.  in  length  and  1*5 — 2  mm,  in  width, 
and  has  its  long  axis  directed  downwards  and  backwards.  Its  antero- 
superior  extremity  is  somewhat  expanded,  and  forms  the  recessus  uiriculi 
{rec,  Reizius).  Its  postero-superior  extremity  (stnus  superior^  ss)  is  also 
expanded,  and  is  lodged  in  the  canalis  communis  of  the  anterior  and 
posterior  bony  semicircular  canals,  where  it  receives  the  common  tube  of 
the  corresponding  membranous  canals.  The  postero-inferior  extremity  of 
the  utriculus  consists  of  a  cylindrical  tube  about  i  mm.  wide  and  i  mm. 
long,  which  is  described  by  Retzius  as  the  sinus  posterior,  utricuh\  and 
receives  the  posterior  ampulla  (sp). 

The  anterior  (ad)  and  external  (ae)  ampullae  open  at  the  antero- 
superior  part  of  the  recessus  utriculi ;  while  on  its  inner  side  is  the 
macula  acusiica  (Fig.  45,  mu)  of  the  utriculus^  with  an  otolith  disc  similar 
to  that  found  on  the  macula  acustica  of  the  sacculus.  This  is,  as 
Odenius  has  shown,  closely  united  with  the  posterior  wall  of  the  recessus 
to  the  extent  of  about  i  mm.  Almost  immediately  below  this,  the 
canalis  utriculo-saccularis  (Fig.  44,  cus,  and  Fig.  45,  between  de  and  mu) 
is  observed  on  the  utriculus  as  a  delicate  membranous  tube,  which  forms 
the  conmiunication  between  the  utriculus  and  the  ductus  endolymphaticus 
sacculi. 

2.  The  Semicircular  Canals, — The  membranous  semicircular  canals 
have  the  same  external  configuration  as  the  osseous  canals  by  which 
their  shape  is  determined ;  and  just  as  the  osseous  canals  open  into 
the  posterior  part  of  the  vestibule,  so  the  membranous  canals  communicate 
with  the  sacculus  hemi-ellipticus  (utriculus)  situated  there.  Each  is  united 
along  its  convex  margin  to  the  corresponding  osseous  wall,  the  wide 
remaining   space   being   filled    by   perilymph.      The   union    along    their 


•  A.  Boettcher,  "  Ueber  den  Aquaeductus  vestibuli  bei  Katzen  und  Menschen.''     Archiv 
von  Reichert  und  Dubois- Reymond,  1869. 
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convex  border  is  effected  by  dense  connective  tissue  ;  while  in  addition, 
they  are  here  and  there  attached  to  the  opposite  wall  of  the  bony  canal 
by  bundles  of  fibrous  tissue  containing  blood-vessels  {ligameuta  canali- 
cuiorum  of  Rtidhtger). 

Like  the  osseous  canals,  each  has  an  antpuUa  at  one  extremity,  and 
the  non-ampullated  ends  of  the  anterior  (superior)  and  posterior  canals 
open  into  a  common  tube  (Figs.  44  and  45,  $s)  which  communicates  with 
the  postero- superior  part  (sinus  supenor)  of  the  sacculus  hemi-ellipticus. 

Whilst  the  ampullae  of  the  membranous  canals  almost  completely  fill 
the  corresponding  parts  of  the  osseous  tubes,  the  lumen  of  the  remaining 

Fig.  45. 

Membranous  labyrinth  of  a  human  fcttus  at  the  fifth  month,  surrounded  by  its  peril>Tnphati^^ 
tissue.     Seen  from  its  posterior  and   internal  aspect,  five  times  enlarged.     (Osmic  acid 
and  Carmine  prep.,  Retzius.) 


^-ap 


—cp 


-  -' 2M 


Jr 


cap 


cOf  Canalls  semicircularis  anterior ;  cp,  can.  sem,  post. ;  ce^  can.  sem.  ext.  ;  mi,  ampulla 
anterior;  ac^  ampultit  ext.;  4ip,  ampulla  post.;  5^,  common  crus  of  the  anterior  and  pos- 
terior semicircular  canals  ;  dt;  ductus  cndolymphaticus  ;  rrr,  recessus  utriculi ;  tftitt  macula 
acustica  recessus  utricuU;  a,  nervua  acusticus;  ca/>,  ramulus  ampullae  postcrioris ;  fr, 
position  of  fenestra  rotunda  ;  mbf  mem  bra  na  basilaris. 


parts  is  much  smaller  than  that  of  the  bony  canals.  The  ampullary  expan- 
sion is  especially  developed  towards  the  concavity  of  the  arch,  its  greatest 
diameter  being  2—2-5  ''^"'^i  ^^^  'ts  least  O'S/  mm.  In  their  further  course, 
the  greatest  diameter  of  the  membranous  canals  is  0*5 — 0*58  mm*^  and 
the  least  0-3— 0-4  w;;/. 

The  posterior  ampulla  (ap)  differs  in  shape  slightly  from  the  an- 
terior and  external  (aa  and  ae)f  which  are,  on  the  other  hand,  almost 
identical  in  form.  The  two  latter  meet  close  to  the  recessus  utriculi, 
and  open  in  common  into  it  ;  the  posterior  ampulla  opens,  as  has  already 
been  described,  into  the  sinus  posterior  utriculi.     We  distinguish  as  the 


INTERl^AL  PORTION  OF  THE  EAR. 


Fig.  46. 

Vertical  section  of  the  septum  trans- 
versura,  with  the  cnsta  acustica  of 
the  cxlcmal  ampulla  {RtUiHs). 


,  floor  of  the  ampulla,  that  wall  which  serves  for  the  entrance  and 
expansion  of  the  nerve,  and  where,  as  a  consequence,  the  macula 
acustica  is  found  ;  whilst  the  wall  immediately  opposite  is  regarded  as 
its  roof*  The  roof  of  the  anterior  ampulla  looks  upwards  and  back- 
wards ;  that  of  the  external^  downwards,  outwards,  and  backwards ;  and 
that  of  the  posterior,  backwards,  upwards,  and  outwards. 

A  ridge — the  septum  transversum  (seen  near  aa  and  ap^  Fig.  44) — 
passes  transversely  across  the  floor  of  the  ampulla,  and  looks  as  if  it 
were  an  invagination  of  the  floor  produced  by  the  nerve  entering  it. 
Looked  at  from  the  roof  of  the  ampulla,  it  is  seen  to  be  surmounted 
by  the  cnsta  acustica  (Le.,  the  nerve  terminations  covered  with  epithelium), 
and  has  the  form  of  "a  small  biscuit 
with  only  a  shallow  and  deeply  descend- 
ing central  contraction,  and  with  rounded 
ends  which  pass  up  on  the  lateral  walls 
of  the  ampulla,"  Around  these  ends  the 
epithelium  has  an  indistinct  ha!f-moon- 
like  arrangement  (piamtm  semiimmtutn^ 
distinctly  seen  in  the  ampulla,  ap  of 
Fig,  44).  On  the  roof  of  the  ampulla,  a 
streak  passes  transversely  across  it,  and 
is  described  as  the  rapht^ 

Regarding  the  more  minute  struc- 
ture of  the  sacculi  and  semicircular 
canalSp  these  have  much  in  common  ; 
while  the  membranous  cochlea  is  distin- 
guished by  its  more  complicated  form^ 
and   by  the  greater  differentiation  of  its  histological  structures. 

The  membranous  wall  of  the  sacculi  and  the  semicircular  canals 
is  very  delicate,  but  where  the  nerves  enter— f,t'.,  at  the  septa  of  the 
ampullae,  and  the  maculae  acusticae  of  the  sacculi — it  is  somewhat  thicker. 
It  is  as  a  whole  homogeneous,  but  at  some  places  exhibits  stride ;  whilst 
in  its  thickest  parts  cells  are  found  embedded. 

In  the  membranous  canals  are  also  found  the  so-called  papiilir  of 
the  semkircular  cajtals,^  first  seen  by  Voitoiini  and  Luc(r^  and  regarded  by 
them  as  pathological  structures,  but  considered  by  Riidinger,  on  the 
other  hand,  as  normal.  They  appear  singly  or  in  groups,  and  exhibit 
a  concentric  striation.  Rtniinger  says  the  wall  of  the  membranous 
canal  which  is  attached  to  the  bone  is  free  from  them  ;  while  Reizms^ 
with  whom  the  author  agrees,  states  that  some  are  also  found  in  this 
position.     They  are  most  numerous  at  the  junction  of  the  attached  and 


cr.  Crista  acustica  with  auditor}^ 
hairs ;  w,  nerve -fibres,  between 
which  are  seen  sections  of  blood- 
vessels. 


Monatsschrift  flOr  Ohrcnhcilkundc,  i,  Jahrgang,  Nr,  2* 
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free  portions  of  the  canal,  and  are  constantly  present  in  the  adult,  but 
only  occasionally  seen  in  the  infant.  Externally  they  are  continuous 
with  the  perilymphatic  tissue,  while  internally  they  are  covered  by  a 
single  layer  of  epithelium,  which  on  the  maculae  and  cristas  acusticae, 
is  replaced  by  the  nerve  epithelium.  The  epithelium  is  polygonal,  varying 
in  diameter  from  0'Oi2  mm.  to  0*021  w/;/.,  while  in  the  immediate  neigh- 
bourhood of  the  maculae  acusticae  it  becomes  columnar.  The  epithelial 
cells  lining  all  these  membranous  structures  contain  brownish-yellow 
pigment,  which  increases  in  quantity  as  age  advances  (Retzius). 

The    nerve  epithelium  of  the   maculae  and   cristae  acusticae  appears 
elevated  as  compared  with  that  in  the  vicinity.     On  the  macula  acustica 

Fig.  47. 
Epithelial  cells  of  the  macula  acustica  recessus  utriculi  of  a  newly  born  child  {Retaius). 


G,  Limit  of  the  connective  tissue  next  the  acoustic  epithelium ;  6,  blood-vessel  in  the 
connective  tissue ;  «,  medullated  nerve-fibres  which  enter  the  epithelium,  the  axis 
cylinder  of  which  there  divides  into  fibriliae  (c,  c^)  which  pass  to  end  in  the  hair-cells ; 
/  /,  nerve-fibrillae  with  varicose  dilatations ;  fz,  fz\  filiform  cells  ;  /i,  //',  h*\  h"\  hair- 
cells  with  cuticular  border  and  tufts  of  auditory  hairs ;  at  n,  the  filaments  of  the  acoustic 
hairs  are  still  agglutinated  together— in  the  others  they  arc  isolated  ;  in  the  cell,  h"\  the  hair 
has  been  lost  in  the  process  of  preparation. 


Utriculi  and  sacculi  it  measures,  according  to  RetzmSy  0*036 — 0*040  mm. 
in  height,  and  on  the  cristae  acusticae  of  the  ampullae,  0*045— 0*054 
mm.  It  consists  of  filiform  cells  and  hair-cells,  which  are  placed  on 
an  extremely  thin  structureless  basal  membrane  (G),  and  between  which 
the  nerve-filaments  run.  The  filiform  cells  are  finely  granular,  and 
project  almost  perpendicularly  from  the  basal  membrane  to  end  in  blunt 
extremities  (/£?,  fz')  ;  while  the  nucleus  is  placed  close  to  the  somewhat 
expanded  and  often  subdivided  base  of  the  cell.  The  so-called  hair-  or 
rod-cells  (A,   A',   A",   li")  are   found   between  the  filiform  cells,  and  end 
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peripherally  on  the  same  level  with  them,  but  only  reach  about  half-way 
towards  the  basement  membrane.  Their  outer  extremities  are  rounded 
or  oval,  and  their  lower  ends  contain  each  a  large  round  nucleus. 
From  the  free  extremity  of  each  hair-cell  there  projects  a  rod  or  hair  (a), 
having  a  somewhat  broad  base  and  gradually  tapering  to  a  point,  and 
which, on  the  macula,  measures  o*02 — 0025  mm. ;  on  the  crista  0'02S  mm. 
in  height.  In  the  fresh  condition  the  hairs  appear  translucent,  but  after 
hardening  they  become  finely  granular,  break  readily,  and  often  split  up 
into  filaments.  The  substance  of  the  hair-cells  also  appears  translucent 
when  fresh,  but  on  hardening  it  assumes  a  finely  granular  condition.  These 
hair-cells  are  connected  with  the  nerve-fibres,  and  according  to  Reizins  the 
following  condition  is  found  :  the  nerve-fibres  (/,  /'),  on  passing  through 
the  basement  membrane,  lose  their  medullary  sheaths ;  while  the  axis 
cylinders  enter  the  epithelial  layer  and  pass  out  between  the  filiform  cells, 
in  order  to  come  into  direct  contact  with  the  lower  ends  of  the  hair-cells  (/')  ; 
or  they  may  push  outwards  along  the  sides  of  the  hair-cells,  on  which 
they  terminate.  The  nerve-fibre  either  divides  so  as  to  send  a  branch 
to  the  lower  end  of  each  hair- cell,  or  it  spreads  out  without  dividing  so  as  to 
surround  the  extremities  of  two  or  three  hair-cells.  "  The  substance  of  the 
nerve-fibres  forms  a  sort  of  cup,  in  which  the  hair-cell  is  implanted,  and 
from  which  it  may  fall  out,  leaving  the  cuplike  formation  empty."  Whether 
the  nerves  really  terminate  in  this  structure  is,  according  to  Schwalbe^  not 
yet  fully  determined. 

The  bony  walls  of  the  vestibule  and  semicircular  canals  are  lined  by  a 
very  delicate  periosteum,  which  reminds  one  of  the  internal  elastic  lamina 
of  the  blood-vessels  {Henle).  According  to  Kdlliker^  it  consists  of  a  firm, 
finely  fibrillated  connective  tissue,  destitute  of  elastic  fibres,  but  containing 
numerous  nuclei.  It  adheres  everywhere  so  closely  to  the  bone,  that 
one  can  scarcely  obtain  even  a  small  piece  for  examination  without  some 
particles  of  bone  which  have  become  detached  with  it.  A  simple  pavement 
epithelium  covers  it.  The  existence  of  this  epithelium  is  denied  by  Henky 
who  adds  that  the  nuclei  which  are  found  in  the  periosteum  have  led 
many  observers  to  suppose  that  it  is  covered  by  epithelium. 

The  periosteum  contains  blood-vessels  and  nerves,  which  in  part 
pass  from  it  to  the  membranous  structures  of  the  labyrinth.  The  vessels 
are  most  numerous  on  the  inner  wall  of  the  vestibule. 

The  position  of  the  otoliths  on  the  maculae  acusticae  of  the  sacculi  is 
recognised  by  a  more  or  less  circumscribed  chalky  white  spot.  They 
appear  as  rounded  or  elongated  crystals,  or  in  the  form  of  six-sided 
prisms  with  blunt  extremities.  They  consist  of  carbonate  of  lime,  and  are 
loosely  connected  together  by  a  soft,  almost  gelatinous,  substance.  Their 
manner  of  attachment  is  as  yet  not  known.  Many  believe  that  they  are 
only  kept  in  position  by  the  gelatinous  substance  ;  while  others  represent 
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them  as  being  retained  by  means  of  a  cutkokr  membrane,  with  which  the 
hairs  from  the  macula  acustica  are  fused  {Hensen), 

Schiva/ite  observed  in  the  centre  of  all  the  larger  crystals  a  small  globule,  which 
produced  the  appearance  of  a  small  vacuole. 


3.   The  Cochlea, 
Fig.  48. 

Otoliths. 


•Q 


h^^ 


-^a^ 


As  has  already  been  shown  in  the  description  of 
the  osseous  shell  of  the  labyrinth,  this  spirally 
running  canal  is  divided  by  the  lamina  spiralis 
ossea  into  two  scalae,  situated  the  one  above  the 
other — viz.,  scalavestibutiand  scala  tympani ;  but 
since  this  lamina  does  not  reach  as  far  as  the 
wall  of  the  cochlea  opposite  to  the  modiolus,  the 
two  scalse  must  communicate  with  each  other  in 
the  macerated  bone.  In  the  recent  bone,  however, 
the  partition  between  them  is  completed  by  the 
lamina  spiralis  membranacea  of  the  earlier  authors, 
and  which  we  now  know,  after  the  important 
discoveries  of  Rcicbert  and  Reissuer^  to  represent 
but  a  membranous  canal,  the  tiuclHS  cochlearis  or 


no  simple  membrane, 
scala  media. 

Before  describing  more  minutely  the  membranous  structures  of  the 
cochlea,  it  is  necessary  to  look  closely  at  the  recess  of  the  round  fenestra, 
and  the  relation  which  it  bears  to  the  cochlea  and  vestibule. 

As  Fig,  49  shows,  these  relations  are  not  so  simple  as  are  generally 
described.  First  of  all,  there  is  seen  in  the  macerated  bone,  close  to  the 
upper  margin  of  the  recess  (below  /'),  a  fissure  (F)  running  from  below  and 
behind,  upwards  and  forwards,  through  which  the  tympanic  cavity  com- 
municates directly  with  the  vestibule.  On  studying  this  fissure  more 
closely,  one  soon  recognises  that  the  lamina  which  limits  it  internally 
(mesially)  is  the  lamina  spiralis  ossea,  while  externally  it  is  bounded  by 
that  portion  of  bone  which  is  continued  on  the  outer  wall  of  the  cochlear 
tube  as  the  lamina  spiralis  ossea  accessoria.  This  fissure,  which  the 
author  would  designate  as  the  fissura  vestibulif  is  open  towards  the  recess 
of  the  round  fenestra,  and  thus  places  the  vestibule  in  direct  communi- 
cation with   this  recess — 1>.,  with  the  tympanic  cavity. 

The  portion  of  the  recess  situated  below  the  fissura  vestibuli  is 
divided  into  two  parts,  or  recesses,  by  an  undulating  ridge  of  bone.  The 
anterior  part  of  this  ridge— well  marked,  and  known  as  the  crista  Reissneri 
— is  concave  upwards,  while  its  posterior  part  is  convex*  In  the  anterior 
recess,  the  fenestra  rotunda  is  found  as  the  entrance  to  the  scala  tympani, 
while  the  posterior  recess  is  of  practical  importance  in  otology. 

The  ductus  cochlearis  (scala  media)  commences  in  a  blind  extremity  at 
the  antero-inferior  part  of  the  vestibule  (Fig.  44,  from  vb  to  /),  where  the 
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Fig.  49. 

Recess    of    round    fencslrii^    fifty    dme& 
enlarged. 


'.^ 


> 


Samiaa  spiralis  membranacea  is  stretched  to  the  margins  of  the  fissura 
vestibuH,  just  described.  Shortly  afterwards  it  receives  on  its  upper  and 
inner  aspect  the  canalis  reuniens  {esc)  of  the  saccule  ;  and  then  passing 
into  the  true  cochlear  canal,  it  runs  in  a  direction  similar  to  the  lamina 
spiralis,  forming  nearly  three  spiral  turns  situated  one  above  another,  and 
stretching  between  the  lamina  spiralis  ossea  and  the  outer  wall  of  the 
cochlear  tube.  The  part  which  lies  in  the  vestibule  is  generally  named 
the  pars  vestibularis,  and  the  extremity 
at  the  apex  of  the  cochlea^  the  lageria^ 
or  blind  sac  of  the  cupola  (Reichai), 
The  coil  which  reaches  from  the  en- 
trance of  the  canalls  reiuiiens  to  the 
upper  border  of  the  sacculus  hemi- 
sphaericus  is  distinguished  by  Retzius 
as  the  basal  cot!  (first  turn) ;  the  one 
immediately  following  upon  it,  the 
£tniral  coil  (second  turn) ;  and  the 
most  superior,  the  apex  coil,  or,  on 
account  of  the  singular  form  of  the 
end  of  the  ductus  cochlearis^  the  lageua 
coil  (third  turn).  This  last  generally 
represents  from  three-fourths  to  four- 
fifths  of  a  complete  turn.  The  length 
of  the  whole  ductus  cochlearis  is  about 
36  ntpu. 

Of  the  walls  of  the  ductus  cochlearis  the  inferior  is  distinguished, 
on  account  of  its  relation  to  the  scala  tympani,  as  the  tympanic  wall  (zona 
VahaliHT^  lawifta  spiralis  fftembranacea,  mcnibrana  basiiaris) ;  the  superior, 
which  separates  it  from  the  scala  vestibuli,  is  named  the  vestibuiar  zvall,  or, 
after  its  discoverer,  the  menih'ana  Reissnen,  while  the  outer  wall  is  formed 
by  the  periosteal  lining  of  the  bony  canal  of  the  cochlea,  A  transverse 
section  of  the  ductus  cochlearis  has  been  shown  by  Lowenberg  to  vary  in 
shape  at  different  parts  ;  thus,  in  the  basal  coil  it  is  triangular  (Fig*  50), 
while  towards  the  apex  it  is  more  or  less  elHplical, 

According  to  Retzius^  the  tympanic  and  vestibular  walls  are  somewhat 
[]1ged  outwards  near  the  lagena,  so  that  in  this  neighbourhood  the  ductus 
cochlearis  is  wider.  The  lagena  (Fig.  51,  L)  is  situated  at  the  apex, 
between  the  contracted  scalae  of  the  cochlea,  where  its  tympanal  surface 
rests  partly  on  the  end  of  the  modiolus  (iamina  modioli  of  tlenk^  ^''Oi 
which  passes  into  the  osseous  partition  of  the  cochlea.  The  hclicotrema 
4Jie)  is  completed  through  the  connection  of  the  hamulus  Scarpw  (H) 
of  the  lagena  (Z.)  with  the  lamina  modioli  (/.;;;),  already  alluded  to  in 
the  description    of   the   bony   cochlea.      Through    the   helicotrema  the 


P,  posterior  part  of  the  promontorium  ; 
ty  (',  t\  margin  of  the  recess  of  round 
fenestra ;  F^  fissura  vcstibuU ;  fr^  rc- 
cessus  anterior,  with  the  foramen  rotun* 
diim  \  cp^  posterior  part  of  the  undulating 
margin,  below  which  is  the  reccssus 
posterior. 
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communication  between   the  scala  tympani  and  scala  vestibuli  is  estab- 
lighed. 

Tig.  50. 

'Critnftvcnie   section   of  the  ductus   m.  cochlearis  at   the  commencement  of  the  basal  coil 
From  a  man  twenty-five  years  of  age,   x  50  (Reteius), 


nvt  Siala  vestibuli ;  5/,  scala  tympani ;  dc^  lumen  of  the  ductus  cochlearis  or  scala  media ; 
/.I,  Itttniiiii  spiralis;  »ttb,  membrana  basilaris ;  /is,  ligamcntum  spirale;  stv^  stria  vascularis;. 
mi\  mrmlirana  Reissneri ;  *nc,  membrana  tcctoria ;  »7i,  inner  hair-cells;  « A,  outer  hair-cells; 
//•«,  huppfirtiuK  cells  of  Henscn ;  iz^  covering  of  the  basilar  membrane  next  the  scala 
tyiiipani  ;  vs,  vas  spirale  ;  rb^  ramulus  basilaris. 

In  order  to  understand  more  thoroughly  the  relations  of  the  different 
wallM  of  the  ductus  cochlearis  and  the  structures  found  in  them,  it  is- 
wtctmviYy  10  study  carefully  the  lamina  spiralis  ossea. 

Fig.  51. 
Upper  end  of  the  cochlea  with  the  helicotrema. 


At/ 


/.,   I  HKi  ii»   ^«'"'  <'<-•  ^*^'  ^)   ^^^,   ^Pc*  of  the  ductus  cochlearis);   Lw,  lamina  modioli; 
//,  h»tniulii*«  Scmpir;  Av^  Av',  stria  vascularis ;  Pp,  papilla  acustica  {Cortis  organ). 

On  microHcopic  examination  of  its  vestibular  surface,  there  is  seen 
running  alonjf  its  whole  length  a  ridge  {crista  Reissueri — Fig.  $0,  at  the 
Niwrr  cm!  (»!'  nir),  which  serves  for  the  attachment  of  the  ntenibratia 
Kfiaiihm.     'I'hc  free  edge  of  the  lamina  spiralis  ossea  {Is)  appears  very^ 
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unevenly  serrated,  and  grooved  in  its  entire  length.  This  groove  (sulcus 
spiralis  infenius,  below  tnc)  is  bounded  by  two  edges  or  lips,  the  upper  of 
which  is  called  iht  vestihulRv  hp  (iahiittfi  rcstibuhi re),  the  lower  the  tympanic 
lip  (labium  iympankum)  ;  the  latter  projecting  farthest  towards  the  outer 
wall  of  the  cochlea.  Along  the  whole  sulcus  spiralis  internus  is  found  a 
soft  substance  pierced  by  numerous  capillaries,  and  consisting  of  connective 
tissue  which  contains  niany  fusiform  and  branching  cells.  In  the  fresh 
cochlea  this  mass  of  tissue  extends  outwards  towards  the  lumen  of  the 
ductus  cochlearis,  and  was  appropriately  called  by  Hcnk^  the  limbus 
lanu'niF  spita/is.  This  limbus  is  especially  well  developed  on  the  labium 
vesdbulare  of  the  sulcus  spiralis  internus,  but  gradually  decreases  in 
breadth  and  height  as  we  pass  from  the  base  towards  the  apex  of  the 
cochlea  ;  so  that  although  still  distinctly  visible  near  the  latter,  its  width  is 
reduced  by  folly  one-half 

In  addition  to  the  limbus  spiralis  at  the  inner  angle,  a  fibrous  forma- 
tion is  seen  at  the  superior  external  and  inferior  external  angles  of  the 
ductus  cochlearis.  This  formation  is  especially  well  marked  at  the  inferior 
external  angle,  and  forms  the  hgamentum  spimk  of  K6llikcr  (lis). 

The  tympanal  wall  of  the  ductus  cochlearis  consequently  extends  from 
the  crista  Reissneri  to  the  outer  wall  of  the  cochlea ;  so  that  one  distin- 
guishes in  it  an  inner  part,  consisting  of  the  limbus  spiralis  and  a  portion 
of  the  lam,  spir.  ossea,  and  an  outer  part,  the  true  membrana  basilaris  (mb). 
The  entire  length  of  the  tympanal  wall  is  about  335  wwi.,  according  to 
Retzsus  \  and  it  increases  in  breadth  as  we  pass  from  the  base  towards  the 
apex  of  the  cochlea,  where  its  width  is  almost  doubled.  On  the  vestibular 
surface  of  the  limbus  a  series  of  peculiar  structures  is  found.  These  con- 
stitute the  so-called  auditory  teeth  of  Huschh\  and  on  the  inner  part  of  the 
limbus  form  rounded  or  nipple-like  projections,  while  on  its  outer  part  they 
are  more  elongated.  Between  these  projections  are  seen  furrows  of  various 
hapeSf  which  are  filled  up  with  nucleated  cells.  These  cells  spread  out 
Dver  the  upper  surface  of  the  limbus,  and  form  polygonal  fields  when 
reated  with  silver  nitrate,  as  Retzius  has  demonstrated*  When  macerated 
in  water  or  a  weak  solution  of  chromate  of  potash,  they  separate  from  the 
tissue  of  the  limbus,  and  fall  out  of  the  furrows  ;  thus  showing  that  they 
are  not  connected  with  the  processes  of  the  limbus.  The  auditory  teeth 
are  most  strongly  developed  in  the  basal  coil,  and  according  to  Retzius 
heir  total  number  may  reach  7000.  Below  their  outer  free  extremity  the 
ulcus  spiralis  internus  is  found,  the  labium  tympanicum  of  which  gradually 
Ibecomes  more  and  more  attenuated.  In  this  one  rea>gnises,  even  with  a 
ow  power,  the  radiating  medullated  nerve- fibres  as  they  pass  in  bundles  to 
^thc  outer  part  of  the  tympanal  wall  of  the  ductus  cochlearis  through  the 
foramina  of  the  habenula  perforata. 

This  habenula  perforata  is  situated  internally  to  the  inner  attachment 


of  the  membrana  basilaris,  and  exhibits  foramina^  or  channels^  in  spira 
running  lincs^  which  pass  obUquely  upwards  and  outwards  (distinctly  seen 
in  Fig.  44),  and  through  which  the  nerve-fibres  are  transmitted.  The 
number  of  the  canals  in  the  habenula  perforata  is,  according  to  Retzms^ 
about  4000.  In  the  basal  turn  they  are  less  numerous  than  in  the  upper 
turns ;  while,  according  to  Deiters^  they  are  entirely  absent  in  the  neigh- 
bourhood of  the  hamulus.  Externally  to  the  canals  the  tympanal  wall 
becomes  perceptibly  thinner,  and  extends  outwards  to  the  ligamentum 
spirale. 

The  description  of  the  membrana  basilaris  is  rendered  easier,  if  one 
divides  it  into  an  inner  and  an  outer  zone  (Fig,  52)*  The  inner  zone 
(habenula  lecia,  K6lliker)  extends  from  the  habenula  perforata  to  the  point 
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Fig.  52* 

Transverse  \'ertical  section  of  Che  papilla  acustica  basilaris  of  a  man  aged  twenty-nine  years 

{Reisitis). 


rs,  Limbus  tamlno;  spiralis;  mr,  membrana  tectoria  (*,  M.  Corti) ;  //A,  Henscn's  stripe  J 
m/  fibres  of  attachment  to  the  basilar  membrane;  51,  sulcus  spiralis  mternus;  sir,  cpi- 
theh'um  of  the  sulcus  spiralis  intcrnus;  15^  inner  cpieheliai  cells  (inner  supporting  cells); 
fir,  inner  ro<J-cclls  in  connection  with  the  outer  rod-cells,  between  which  is  seen  the  tunnel 
of  Corti,  /;  r/i,  inner  hair-cells;  tr/i' — i'ih\  outer  hair-cells;  <^-c,  Deitcrs*  cells;  ri5,  Hensen's 
supporting  cells  ;  rh,  nerve-fibres  of  the  ramulus  basilaris ;  w' — «',  outer  bundles  of  the 
spiral  nerve-fibres;  >/,  radiating  tunnel-fibres;  o/,  inner  part  of  Nucl's  space;  mb^  upper 
layer  of  the  memb,  basilaris;  mb\  lower  layer  of  the  memb.  basilaris;  (b^  layer  covering 
Ihe  tympanal  surface  of  the  m.  basilaris;  /is,  ligamentum  spirale. 

of  insertion  of  the  outer  rod-cell  of  the  papilla  acustica  ,*  the  outer  zone 
{siopta  pectiriata  of  Todii  and  Bowman ;  zo$ta  pectinata^  Corti ;  habenula 
ptctinata  oi  Hensen)  extends  from  this  point  to  the  ligamentum  spirale.  It 
is  thicker  than  the  inner  part,  but,  like  it,  is  radially  striated. 

According  to  Retzius,  the  structure  of  the  zona  pectinata  can  be  well  studied, 
if  the  membrane  is  treated  with  rosanjline  or  acetate  of  potash.  *'  One  then  sees 
that  the  fibres  run  akemately^  singly,  or  joined  into  bundles^*'  so  as  to  g^ive  the 
membrane  a  ribbed  appearance.  Both  on  its  upper  and  under  surfaces  the 
membrane  has  a  covering  of  protoplasmic  cells.  On  the  zona  interna,  below  the 
tunnel  of  Corti,  one  meets  with  the  vas  spirale  in  this  cellular  layer. 

The  epithelium  of  the  t^^mpanal  wall  of  the  ductus  cochlearis  consists 
of— (i)  that  of  the  proper /fl/i7/«7  acustica  basilaris,  and  (2)  the  epithelium 


which  covers  the  sulcus  spiralis  internus  and  the  ouler  part  of  the  membrana 
basilaris.  The  epithelium  of  the  sulc.  spin  int.  (siz)  is  similar  to  that  on 
the  limbus  spiralis.  The  cells  cover  the  outer  extremities  of  the  auditory 
teeth,  and  line  the  sulc.  spin  int.  Immediately  on  the  inner  side  of  the 
habenula  perforata  it  is  somewhat  raised,  and  at  this  spot  the  papilla 
acustica  basilar  is  commences. 

The  sin'a  aaistica^  s,  papilla  acustica  basilaris  {Retzius),  or  the  organ  of 
CoHi,  consists  of  an  epithelial  eminence  running  along  the  whole  length  of 
the  ductus  cochlearis^  and  which  "  ascends  somewhat  from  within  outwards, 
and  then  falls  quickly  away  at  its  external  boundary/'  It  consists  of 
cells  and  nerve-fibres  without  any  trace  of  connective  tissue.  The  cells 
consist  of:  (i)  the  md-celis,  or  Corii's  fibres,  (2)  Dciters'  ceils,  (3)  hair-cells^ 
and  (4)  the  external  supporting  cells  of  Hensen, 

Fi&.  53- 
Arch  of  Cortrs  rods,  consisting  of  an  inner  rod  (iP)  and  an  outer  rod  i*%F) 

iP  KP 

\ 

-Pr 


-Ph 


•"-/v 


z*^- 


PA-- 


'^..^  Z. 


„— i» 


Both  rods  show :  F^  foot;  Pk^  protoplasm  witli  nucleus;  Pr^  remains  of  protoplasm  on 
Corti's  Bbrcs  ;  AV,  head  of  rod  ;  hE,  homogeneous  deposit  in  the  same ;  /f,  inner  process 
of  bead  ;  KP^  head  plate  of  inner  rod  ;  Ph^  phakngea)  process  of  outer  rod   {jSchwolht). 


The  rod-^ells  or  fibres  0/ Cord  (F\g,  53)  consist  of  an  inner  (iP)  and 
an  outer  (aP)  series,  so  arranged  that  the  upper  extremities  of  the  inner 
and  outer  rods  come  in  contact,  and  in  this  way  bound  a  triangular  space^ 
the  so-called  atrlt  of  Corti*s  rods.  Since  these  arches  are  arranged  close 
to  each  other  along  the  whole  basilar  membrane,  they  form  a  tunnel,  which 
extends  from  the  base  to  the  apex  of  the  cochlea  {Cortes  tunnel^  Fig.  52,  /). 

Each  rod  (Corti's  fibre)  retains  the  condition  of  a  cell,  not  only  in  the 
embryo,  but  also  in  the  adult.  A  part  of  the  protoplasm  has  become 
modified  to  form  the  rod,  but  the  remainder  (7^^,  Pr)  surrounds  the  rod 
lengthwM*se.  The  rod  itself  exhibits  a  finely  fibrous  structure.  Lavifowsky 
considers  them  as  contractile  structures^  the  contraction  of  which  can  be 
demonstrated  by  the  electric  current.  The  heads  of  the  inner  rods  are 
placed  close  to  each  other,  side  by  side,  while  small  fissures  are  found 
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between  the  bodies.     Through  these  fissures  the  nerve-fibres  pass  in  order 
to  reach  the  tunnel  of  the  papilla  acustica. 

The  inmr  rods  commence  immediately  external  to  the  habenula 
perforata  in  an  irregular  foot  plate  (F),  which  extends  for  a  short  dis- 
tance outwards  on  the  tunnel  floor,  and  which  contains  the  nucleus* 
Internally  from  the  latter  one  can  recognise  the  attachment  of  the  rod 
as  the  glistening,  highly  refractile  portion.  From  this  attachment  each  rod  \ 
becomes  slightly  attenuated,  and  passes  upwards  and  outwards,  forming  a 
somewhat  feeble  S-shaped  curve  reversed.  The  angle  which  it  makes  with 
the  basilar  membrane  is,  according  to  Middcndorp^  about  60^.  The  upper 
end  or  head  {Ke)  broadens  out,  and  is  peculiarly  shaped.  Thus,  its  inner 
surface,  which  is  turned  towards  the  modiolus,  is  concave  from  above 
downwards  for  the  lodgment  of  the  inner  hair-cells.  Each  of  the  rods  does 
not,  however,  receive  a  hair-cell,  since  one  hair-cell  is  usually  supported 
by  two  or,  it  may  be,  three  rods.  Between  every  two  hair-cells,  a  process 
projects  inwards  from  a  rod  ;  and  hence  it  follows  that  each  rod  does  not 
send  off  such  a  process.  On  the  outer  aspect  of  the  head,  there  is  an 
excavation  for  the  lodgment  of  the  head  of  the  outer  rod.  The  outer  rods 
being  more  numerous  than  the  inner,  the  heads  of  two  or  three  of  them 
rest  against  the  head  of  one  of  the  inner  rods  ;  and  thus  the  concavities  on 
the  heads  of  the  latter  are  very  irregular.  The  upper  extremity  of  the 
inner  rod  is  prolonged  upwards  and  outwards  as  a  rectangular  plate  as  far 
as  the  first  row  of  outer  hair-cells. 

The  Quicr  rods  somewhat  resemble  the  inner  in  structure  and  appear- 
ance. They  also  commence  in  a  protoplasmic  foot  {F),  which  extends 
inwards  on  the  floor  of  the  tunnel  towards  the  foot  of  the  inner  rod  (Pk). 
In  this  basal  portion  the  contour  of  the  true  rod  can  be  seen,  while  the 
nucleus  and  protoplasmic  part  of  the  cell  have  an  arrangement  similar  to 
that  found  in  the  inner  rods.  Tolerably  wide  fissures  exist  between  the 
outer  rods,  the  bodies  of  which  are  curved  in  a  somew^hat  S-shaped 
manner,  and  pass  upwards  and  inw^ards  so  as  to  reach  the  upper 
extremities  of  the  inner  rods.  They  form  with  the  basilar  membrane 
an  angle  of  about  40°  {Middindorp)^  and  each  ends  superiorly  in  a 
four-sided  head.  Of  its  four  sides  the  lateral  are  in  apposition  with 
the  heads  of  adjacent  rods ;  the  inner  is  convex,  and  fits  into  the 
concavity  on  the  head  of  the  inner  rod ;  while  the  outer  is  concave  from 
above  dow^nwards.  The  upper  surface  of  the  head  is  overlapped  by  the 
thin  plate  of  that  of  the  inner  rod,  and  the  two  project  outwards  and 
slightly  upw^ards.  A  small  process  (P/i )  projects  from  the  external  margin 
of  the  head  of  the  outer  rod,  and  gives  attachment  to  the  first  segmentJ 
(^phalanx)  of  the  iamiua  rriiadarts,  which  will  be  subsequently  described*! 
It  spreads  out  in  a  tonguc-likc  manner  between  the  hair-cells  of  the  first 
row,  and  ends  externally  at  the  second  row  of  hair-cells. 
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The  rods  in  the  basal  coil  are  shorter  than  those  nearer  the  apex  of  the  cochlea, 

and  hence  the  intervening  tunnel  increases  in  height  as  we  pass  from  below  upwards. 

They  are  dissolved  by  dilute  solutions  of  caustic  soda    or  potash,  and  also  by 

tolerably  weak  hydrochloric  acid  ;  whilst  they  shrivel  up  in  ether,  alcohol,  chromic 

acid,  saturated  solution  of  hydrochloric  acid,  or  a  solution  of  sugar  [Kdlltker). 

Z^eiters^  cells  (Fig.  52,  £/«)  are  so  named  after  their  discoverer.  They 
alternate  with  the  outer  hair-cells,  forming  four,  sometimes  three  rows 
situated  externally  to,  and  some  little  distance  from,  the  outer  rods,  with 
the  heads  of  which,  as  we  shall  see,  they  are  to  some  extent  connected. 
They  are  more  or  less  spindle-shaped,  and  one  distinguishes  in  each  a  foot- 
piece  attached  to  the  basilar  membrane,  a  body  or  central  portion  containing 
the  nucleus,  and  an  upper  extremity  or  head,  the  most  external  process  of 
which  contributes  to  the  formation  of  the  membrana  reticularis.  Extending 
from  the  lower  to  the  upper  end  of  the  cell  is  seen  a  bright,  shining, 
thread-like  structure  ("  supporting  fibre  "),  which  lies  close  to  the  inner  side 
of  the  cell.  At  the  lower  extremity  of  the  cell  this  fibre  is  attached  by  a 
ihree-comered  base  to  the  membrana  basilaris,  and  is  here  surrounded  by 
the  protoplasm  of  the  cell ;  so  that  the  lower  extremity  is  in  this  way  con- 
siderably enlarged,  and  comes  to  have  a  somewhat  polygonal  appearance. 
A  spherical  nucleus  appears  in  the  spindle-shaped  body  of  the  cell ;  while 
out  of  the  body — which  contains  some  yellow  pigment — the  fibre  is 
prolonged  upwards,  to  end  m  a  flat  process  resembling  a  phalanx  of  the 
thumb,  and  is  therefore  called  the  phalangeal  process.  These  processes 
consist  of  thin  plates,  each  surrounded  by  a  clear  margin.  They  are  not 
always  shaped  like  a  phalanx,  but  are  sometimes  irregular  in  form,  depend- 
ing on  the  arrangement  of  the  outer  hair-cells.  The  adjacent  edges  of  the 
phalanges  partly  coalesce  ;  and  form,  together  with  the  processes  which 
nave  been  described  as  existing  on  the  heads  of  the  outer  auditory  rods, 
a  lattice- work  named  the  latnina  reticularis.  The  upper  extremities  of  the 
outer  hair-cells  are  fixed  into  the  meshes  of  this  network. 

The  outer  hair-^ells  {ah^t  dfr,  dh^,  ah*)  form  three,  or  it  may  be  four  rows 

Y  ^^ch  is  placed  somewhat  obliquely  on  the  inner  side  of  the  body  of  a 

eiter^'  cell.     They  do  not  touch  the  membrana  basilaris  with  their  lower 

^  ^'^ities,  nor  have  they  any  organic  connection  with  Deiters'  cells  ;  but 

***    Upper  ends  are  fixed  into,  and  fill  up,  the  foramina  of  the  lamina 

^^laris.     Retzius  says  '*  the  entire  cell  is  surrounded  by  a  thin  structure- 

^^embrane,  internally    to    which  lie  rounded  granules  separated  by 

^^^tices."     The  contents  of   the    cell  (Fig.  47)    appear  transparent;  a 

^^ish  nucleus  occupies  a  position   near  the  centre  of  the  cell ;  while 

^^ds  the  upper  extremity  there  is  indistinctly  seen  a  rounded  or  oval 

Y^y  (^Hensen),  the  nature  of  which  has  not  yet  been  determined.     The  hair- 

^^    ^  are  not  always  regularly  cylindrical,  nor  are  they  all  of  the  same  size. 

^^   their  rounded  free  extremities,  stiff  glossy  rods  or  hairs  of  equal 
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length  project  towards  the  lumen  of  the  membranous  cochlear  canal. 
Each  cell  carries  about  twenty  hairs,  and  these  are  placed  on  the  extremity 
of  the  cell  in  the  form  of  a  crescent  with  its  convexity  outwards ;  the 
hairs  being,  according  to  Hensen,  cylindrical,  and  of  the  finest  calibre.  In 
the  basal  coil  three  rows  of  outer  hair-cells  are  usually  present ;  but  a 
fourth  is  added  in  the  central  coil  (Retzius),  and  formed  either  by  a  series 
of  additional  cells,  or  by  the  displacement  outwards  of  a  large  number 
of  cells  from  the  third  row.  The  same  occurs  in  the  apex  coil ;  and  thiis 
the  membrana  reticularis  has  an  irregular  appearance,  due  to  displacement 
and  adhesion  of  the  phalanges. 

The  inner  hair-cells  form  only  a  single  row,  and  are  situated  internally 
to  the  inner  rods,  by  which  they  are  supported.  In  shape  and  structure 
they  are  similar  to  the  outer  hair-cells. 

The  outer  limit  of  the  papilla  acustica  is  formed  by  what  are  known  as 
the  outer  stdpporting  cells  (Fig.  52),  or,  as  they  are  called  after  their  dis- 
coverer, Hensen's  cells.  These  are  attached  by  their  slender  lower  ends 
to  the  basilar  membrane,  and  end  superiorly  in  polygonal  extremities  on 
the  superior  surface  of  the  papilla  acustica.  They  are  stained  somewhat 
dark  by  osmic  acid,  and  contain  yellowish  pigment  granules  near  their 
upper  extremities,  while  a  spherical  nucleus  is  found  in  the  upper  half 
of  each  cell.  These  limit  the  papilla  acustica  externally,  and  as  they 
increase  in  circumference  from  below  upwards  they  form  a  wall  on  the 
membrana  basilaris,  which  it  is  evident  must  project  strongly  outwards. 
This  wall  is  very  distinctly  seen  on  transverse  sections  of  the  membrana 
basilaris,  and  is  best  marked  in  the  apex  coil.  Externally  to  it  the 
membrana  basilaris  is  covered  by  a  much  lower  form  of  cylindrical 
epithelium,  which  contains  yellowish  pigment  granules  and  spherical 
nuclei.     The  upper  ends  of  these  cells  are  polygonal. 

Just  as  through  the  arrangement  of  the  auditory  rods  a  tunnel  space  is  formed 
between  them,  so  also  a  space  is  found  between  the  outer  rods  and  the  neighbouring 
cells  of  the  papilla  acustica.  To  this  Nuel  called  attention,  and  hence  it  is  named 
Nucl's  space.  It  is  well  developed  in  man  ;  communicates  internally  with  the 
tunnel  space  through  the  fissures  which  exist  between  the  outer  rods ;  and  extends 
externally  between  the  outer  hair-cells  and  the  phalangeal  processes  of  Deiters' 
cells,  as  far  as  Hensen's  supporting  cells.  Both  the  tunnel  space  and  Nuel's  space 
are  closed  on  the  outer  and  inner  extremities  of  the  papilla  acustica,  and  ReMus 
says  that  they  do  not  communicate  with  the  endolymphatic  space  through  the 
lamina  reticularis. 

The  papilla  acustica  is  covered  along  its  entire  length  by  the  mem- 
brana  tectoria,  or  memlK  Corti  (,;ic)  ;  a  somewhat  elastic  membrane  which 
increases  in  breadth  in  the  middle  and  apex  coils.  It  is  attached  internally 
almost  midway  between  the  membrana  Reissneri  and  the  labium  vestibulare 
of  the  lamina  spiralis  ossea,  and  reaches  to  the  outermost  row  of  hair-cells. 
One  distinguishes  in  it  an  inner  and  an  outer  zone.     The  former  is  very 
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thin,  and  adheres  to  the  epithelium  of  the  limbus  spiralis ;  while  the  latter 
projects  outwards  and  upwards  over  the  sulcus  spiralis  internus  and  the 
papilla  acustica.  It  appears  somewhat  thicker  in  the  middle,  and  ends  in 
a  free  margin  externally.  In  the  basal  coil  this  free  margin  consists  of 
a  glistening  border ;  while  in  the  central  coil  it  exists  as  a  thick,  and  in 
the  apex  coil  as  a  thin,  fibrous  reticulum,  the  fibres  of  which  project 
outwards  over  the  most  external  hair-cells  {Retzius),  Almost  in  the 
middle  of  the  lower  surface  of  the  membrane  one  meets  with  Hensen^s 
stripe  {Hb)f  consisting  of  a  glistening  flat  band.  The  membrana  tectoria 
is  composed  of  fine  fibrillae,  which  withstand  the  action  of  acetic  acid. 

Regarding  the  distribution  of  the  fibres  of  the  nervus  acusticus,  Axel 
Key2Lnd  Retzius  have  shown  that,  at  their  exit  from  the  medulla,  all  possess 
a  myelin  sheath  and  a  sheath  of  Schwann.  They  have  also  shown  that 
all  the  cells  found  in  the  branches  of  the  nervus  acusticus  are  bipolar. 
The  nerve-fibres  lose  both  their  sheaths  below  the  maculae  and  cristas 
acusticae,  and  enter  the  epithelium  as  naked  axis-cylinders,  where  they 
are  connected  with  the  lower  ends  of  the  hair-cells.  The  fibres  which 
are  distributed  to  the  membrana  basilaris  run  in  bundles  between  the 
lamellae  of  the  lam.  spir.  ossea;  and,  after  forming  sundry  anastomoses, 
pass  through  the  labium  tympanicum  to  the  habenula  perforata.  They 
are  less  crowded  towards  the  apex  of  the  cochlea,  and  appear,  on  emerging 
from  the  upper  openings  of  the  canals  of  the  habenula  perforata,  as  naked 
axis-cylinders,  which  pass  upwards  and  outwards,  and  become  divided  into 
fine  varicose  fibrillae.  Here  they  turn  in  a  spiral  manner,  and  form  the 
inner  or  first  spiral  fasciculus  («\  «^),  from  which  fibrillae  ascend  to  the 
lower  ends  of  the  inner  hair-cells,  where  they  form  a  network,  and  then  end 
in  the  cells  themselves.  Other  fibrillae  pass  outwards  between  the  inner  rods 
into  the  tunnel  space,  and  at  the  lower  extremities  of  these  rods  they  form 
a  second  spiral  or  tunnel  fasciculus.  From  this,  thicker  and  thinner  bundles 
radiate  in  a  somewhat  upward  direction  (rf)  towards  the  outer  auditory 
rods,  between  which  they  pass  into  Nuel's  space.  Traversing  this,  they 
reach  as  far  as  the  inner  side  of  the  first  row  of  Deiters'  cells,  where  they 
are  united  with  the  outer  spiral  fasciculus  («^,  «®)  of  the  nerve.  A  similar 
outer  spiral  fasciculus  is  found  on  the  inner  side  of  each  row  of  Deiters' 
cells,  and  from  these  the  nerve-fibrillae  pass  to  the  lower  extremities  of  the 
outer  hair-cells,  where  their  mode  of  termination  is  still  involved  in  some 
obscurity. 

The  vestibular  wall  of  the  ductus  cochlearis  (membrana  Reissnen) 
Fig.  50,  mr)  commences  at  the  limbus  laminae  spiralis  osseae,  and  terminates 
at  the  upper  part  of  the  outer  wall  of  the  ductus  cochlearis.  "  It  consists 
of  an  extremely  thin  structureless,  or  here  and  there  slightly  striated, 
connective-tissue  layer,  the  vestibular  surface  of  which  is  covered  by  a 
single  layer  of  endothelium,  the  cells  being  spindle-shaped  and  sometimes 
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containing  pigment.  The  tympanal  surface  of  the  membrane  is  directed 
towards  the  lumen  of  the  membranous  cochlear  canal,  and  is  covered  by 
a  polygonal  pavement  epithelium."  The  cells  of  this  epithelium  are, 
according  to  Reizius^  normally  grouped  together  in  many  places,  "forming 
racemose  projections  towards  the  lumen  of  the  canal/* 

According  to  Steinbru^gef  the  membrajia  Reissneri  is  arched  towards  the 
scala  vesdbuli — a  condition  which  he  associates  with  the  unequal  pressure  exerted 
on  the  upper  and  lower  walls  of  the  ductus  cochlearis.  The  pressure  upon  the 
lower  wall  can  be  more  easily  balanced  through  the  aqu^eductus  cochlea?,  and  for 
this  reason  it  is  less  stretched. 

The  outer  wall  of  the  membranous  cochlear  canal  is  so  intimately 
connected  with  the  periosteum  of  the  osseous  canal  that  it  is  impossible 
to  define  an  accurate  boundary  between  them.  It  consists  of  connective 
tissue  containing  many  connective-tissue  corpuscles  and  blood-vessels. 
This  tissue  is  thickest  in  the  basal  coil,  and  gradually  thins  off  towards 
the  apex.  It  is  especially  thick  in  the  region  of  the  external  attachment 
of  the  lower  wall  of  the  ductus  cochlearis  (Fig.  50)^  forming  here  a  some* 
what  triangular  projection — the  iigafmnium  spiraic  (its).  Above  the  lig. 
spirale  a  crest  is  seen,  which  runs  from  the  base  to  the  apex  of  the  cochlea, 
and  represents  the  cn'sia  iigamenii  spirah's  of  Boeitchcn  Between  this 
crista  and  the  lig.  spirale  is  the  sulcus  ligamenii  spiralis  (sulcus  spiralis 
exiemus)  ;  while  above  the  crista,  and  extending  to  Reissner's  membrane, 
is  found  the  so-called  s(ria  vascularis  (stv),  which  exhibits  irregular  eleva- 
tions and  depressions  towards  the  lumen  of  the  ductus.  The  tissue  is  here 
traversed  by  many  vessels;  while  the  epithelium  is  pol3'gonal,  and  contains 
numerous  pigment  granules.  It  is  supposed  that  the  stria  vascularis  serves 
for  the  secretion  of  the  endolymph. 

Concerning  the  position  and  structure  of  ih^  tncm bra pta  typnpaui secun- 
daria (acccssofy  iympanic  mcmbraffe),  which  closes  the  round  fenestra,  we 
are  indebted  to  IVcber^Licl^  for  the  greater  part  of  our  knowledge*  Its 
outer  surface  looks  backwards,  and  is  somewhat  concave.  When  viewed 
from  the  scala  tympani  it  appears  angularly  bent,  with  the  angle  projecting 
towards  this  space.  Through  this  curvature  it  is  divided  into  a  larger 
inferior,  and  a  smaller  superior  segment.  The  latter,  constituting  about 
one-third  of  the  entire  membrane,  lies  almost  parallel  to  the  lamina 
spiralis  of  the  cochlea ;  while  the  lower  segment  is  placed  almost  trans- 
verse to  the  long  axis  of  the  scala  tympani.  According  to  Wcber-Liel 
the  chief  constituent  of  this  membrane  consists  of  a  kind  of  membrana 
propria,  made  up  of  fibrous  connective  tissue,  the  bundles  of  which  run 
from  the  position  of  the  angular  bending  towards  the  periphery  of  the 
membrane.     Externally  it  is  covered   by   thin    mucous    membrane,    with 


•  "Die  Membrana  tymp.  sccuudarii,"  Monataachrift  filr  Ohrenheilkundc»  x.  Jahrg.,  Nr.  i,  4, 5. 
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a  single  layer  of  epithelium;  internally. by  the  endothelium  of  the  peri- 
lymphatic space.  The  mucous  meqibrane  is  strengthened  and  stretched 
by  somewhat  strong  fibres  which  pass  to  it  from  the  fossula  rotunda,  and 
which  radiate  towards  the  line  of  angular  bending.  Through  these  the 
outer  surface  appears  more  concave. 


Blood- Vessels  of  the  Internal  Ear. 

The  blood  reaches  the  internal  ear  through  the  art.  auditiva  interna^ 
a  branch  of  the  art.  basilaris.  Entering  the  internal  auditory  meatus 
with  the  n.  acusticus  and  facialis,  it  divides  into  the  a.  vestibuli  and 
a.  cochleop.  The  latter  subdivides  into  numerous  branches,  which  pass 
through  the  foramina  of  the  tractus  spiralis  foraminulentus  into  the 
modiolus,  and  then  running  between  the  two  layers  of  the  lamina  spiralis 
are  distributed  to  the  soft  structures  and  to  the  walls  of  the  cochlea.  In 
its  course  over  the  lamina  spiralis  it  gives  off  branches  to  both  sides,  and 
these — as  Breschet  has  pointed  out — form  sinuous  anastomoses,  the  fine 
terminal  branches  of  which  are,  according  to  Huschke^  spread  out  in  a 
radiating  manner.  The  largest  branch  of  the  art.  cochleae  runs  in  the 
canalis  centralis  cochleae. 

The  a,  vestibuli  breaks  up  into  small  branches,  which  pass  through 
the  posterior  wall  of  the  vestibule  to  its  soft  tissues  and  to  the  semi- 
circular canals.  On  each  canal  two  arterial  branches  ascend — one  on  the 
ampullary,  and  the  other  on  the  non-ampullary  limb — in  order  to  anasto- 
mose on  the  central  part  of  the  arch. 

The  a.  stylo-mastoidea  is  also  said  to  give  off  several  fine  twigs  to 
the  lab3rrinth. 

Veins. 

The  venous  blood  from  the  internal  ear  is  collected  partly  by  the  veins 
of  the  cochlea  and  vestibule,  and  partly  by  the  vein  situated  at  the  circum- 
ference of  the  outer  wall  of  the  ductus  cochlearis.  The  vence  cochlea  and 
vence  vestibuli — the  latter  having  received  the  blood  from  the  semicircular 
canals — are  united  at  the  bottom  of  the  internal  auditory  canal  to  form  the 
V.  auditiva  interna^  which  terminates  in  the  superior  petrosal  sinus. 

The  existence  of  those  veins  which  are  said  to  pass  through  the  aq.  vestibuli 
and  aq.  cochleae  is,  by  recent  observers,  being  more  and  more  questioned. 
According  to  Weber-Liel,^  a  small  vein  passes  from  the  bulbus  vense  jug.  towards 
the  aq.  cochleae ;  but  it  enters  a  special  canal  of  its  own  i  mm.  distant  from  the 
aqueduct,  and  passes  throug-h  it  to  the  scala  tympani.  According  to  Hyrtlj 
small  veins  run  through  both  aqueducts.     He  says  the  vein    of  the  aq.  cochleae 

*  "  Der  Aquseductus  cochleae  beim  Menschen."  Monatsschrift  fOr  Ohrenheilkunde,  xiii. 
Jahrgang,  Nr.  3. 


receives  its  blood  from  the  cochlea,  whilst  the  smaller  vein  of  the  aq.  vestibuli 
receives  its  blood  from  the  semicircular  canals. 

Concerning  the  lymph-vessels  of  the  internal  ear,  nothing  definite  is 
known. 

Tr/tjuef,^  in  a  work  which  is  chiefly  devoted  to  the  subject  of  tinnitus  aurium, 
describes  some  anomalies  in  the  auditory  vessels  which  may  he  shi>rtly  referred  to 
here.  He  say^  that  the  art  mastoidea  passes  through  the  foramen  mastoideum  to 
the  mastoid  cells  only  in  exceptional  cases.  As  the  result  of  a  number  of  special 
injections,  he  finds  that  it  most  frequently  enters  ihe  cranium  through  the  foramen 
lacemm  posterius^  or  through  the  foramen  occipitale^  and  only  rarely  througrh  the 
foramen  mastoideum.  Only  in  exceptional  cases  does  it  give  a  branch  to  the 
mastoid  cells,  which  as  a  rule  receive  their  blood  from  the  art.  st>'lo-mastoidea. 
This  latter  arises  more  frequently  from  the  art.  occipitalis  than  from  the  auncularis 
posterior.  It  g"ives  several  branches  to  the  meatus  auditor  itis  extern  us ;  a  branch 
to  the  tympanic  membrane;  while  during  its  course  through  the  canalis 
Fallopii  it  sends  tivigs  to  the  tympanic  mucous  membrane^  mastoid  ceils ^ 
semicircular  canals,  nnd  cochlea.  In  several  instances  he  saw  a  minute  branch 
of  the  art.  tympanica  pass  through  a  small  foramen  on  the  margin  of  the  round 
fenestra  to  the  middle  scala  of  the  cochlea. 

Smaller  branches  are  said  to  enter  the  tympanum  through  minute  foramina 
found  on  the  bony  wall  of  the  canal  for  the  tensor  tympani  muscle. 

Sinuses  of  the  Dura  Afater  which  are  in  close  relation  to  ihe  Auditofy  Organ, 

These  are : — 

I.  The  lateral  sinus  {sinus  transversus),  which  begins  at  the  protu- 
berantia  occipitalis  interna,  and  passes  outwards  in  the  sulcus  transversos. 
It  then  forms  an  S"shaped  bend  (sinus  signtoidcus)  on  the  mastoid  angle 
of  the  parietal  bone,'  on  the  inner  surface  of  the  pars  mastoidea  of  the 
temporal  bone,  and  on  the  pars  condyloidca  of  the  occipital  bone,  and 
empties  itself  into  the  bulbus  venae  jugularis.  It  is  therefore  found  in  the 
immediate  vicinity  of  the  mastoid  cells,  a  relationship  to  which  attention 
has  already  been  directed.  Two  entissaria  Santorini  pass  from  the  sinus 
sigmoideus  to  the  outer  surface  of  the  cranium— one  through  the  foramen 
mastoideum,  and  the  other  through  the  foramen  condyloideum  posticum» 
Minute  vessels  also  pass  from  the  mastoid  cells  to  open  into  this  sinus. 

{^Birmingham  {loc,  cit„  p.  28)  finds  th^  the  relations  of  the  lateral  sinus  to  the 
surface  of  the  skull  are  very  inconstant.  He  takes  the  following  chief  landmarks 
from  which  to  make  his  measurements  :  (i)  The  centre  of  the  bony  external  auditory 
meatus,  (2)  Reid's  '*  base-line,*^  i.e.,  a  line  drawn  backwards  from  the  lower  margin 
of  the  orbit  through  the  centre  of  the  bony  external  meatus.  He  shows  that  the 
sinus,  beginning  posteriorly  near  the  level  of  the  externa!  occipital  protuberance, 
passes  forwards  as  a  distinct  arch  with  a  var^'ing  height — the  anterior  extremity  of 
which  corresponds  with  the  point  where  the  sinus  turns  inwards  to  the  base  of  the 
skull,  ii\,  a  point  from  ^  to  J  of  an  inch  below  the  level  of  the  floor  of  the  meatus 


'  '^M^moire  sur  unc  varidt*  pas  encore  d^rite  dc  board onnc me nts  <le  Toreille  et  les 
nio^'ens  d'cn  obtenir  la  gu<^riaon."    Arch,  gin,  5^  s.  xix*^  p.  418,  Avril  1862. 
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and  a  variable  distance  behind  it.  The  highest  part  of  the  arch  is  fotind  an  inch 
and  a  half  behind  the  external  auditory  meatus,  and  may  be  from  ,V  to  |  of  an  inch 
above  the  base-line — measuring  to  the  middle  line  of  the  sinus,  while  the  bend  it 
forms  at  the  asterion  may  be  sharp  or  form  merely  a  gentle  cu^\^e. 

Summarising  the  resuUs  of  his  observations  he  says  :  "  The  lateral  sinus  may 
be  described  as  beginning  at  or  near  the  occipital  protuberance  ;  from  this  it  runs 
for  a  distance  along  the  superior  curved  line^  gradually  ascending  from  this  and  the 
base-line  until  its  upper  margin  reaches  a  height  of  nearly  |  of  an  inch  above  the 
base-line  at  a  point  an  inch  and  a  half  behind  the  centre  of  the  meatus ;  here  it 
turns  downwards  and  forwards^  running  on  the  mastoid  just  in  front  of  its  posterior 
border  about  A  an  inch  behind  the  posterior  wall  of  the  meatus  ;  \  of  an  inch  below 
the  meatus  it  turns  inwards  to  the  base  of  the  skull." 

To  avoid  wounding  the  sinus  in  trephining  for  temporo-sphenoidal  abscess,  he 
recommends  that  the  pin  of  the  trephine  should  be  placed  at  a  point  an  inch 
and  a  quarter  behind,  and  not  less  than  an  inch  and  three-quarters  above,  the 
centre  of  the  external  auditory  meatus.  For  cerebellar  abscess,  he  suggests  a 
point  2  inches  behind  the  meatus  and  i  inch  below  the  base-line.  In  trephining 
the  sinus  for  septic  thrombosis,  he  indicates  as  the  best  site  a  point  an  inch  and  an 
eighth  behind  the  meatus  and  about  J  of  an  inch  above  the  base-line.] 

2.  The  superior  petrosal  sinus  (sinus  petrosus  superficialis  major)  runs 
from  the  sinus  cavernosus,  backwards  along  the  posterior  superior  border  of 
the  pars  petrosa — on  which  its  course  is  indicated  by  a  slight  groove— to 
open  into  tbe  sinus  sigmoideus. 

5.  The  inferior  petrosal  sinus  (sinus  petrosus  inferior)  lies  in  the 
shallow  furrow  between  the  clivus  and  the  pars  petrosa,  and  opens  into  the 
bulbus  venae  jugularis. 


Nerves  of  the  Internal  Ear. 


The  internal  ear  serves  as  the  place  of  distribution  of  the  nerve  of 
hearing,  or  nervus  acusticus.  Certain  fine  filaments  also  pass  from  the 
adjoining  nerves  of  the  tympanum  towards  the  structures  of  the  fenestra, 
and  ramify  on  the  walls  of  the  labyrinth. 

The  nenms  acusticus  springs  from  the  medulla  oblongata  by  two  roots 
— anterior  and  posterior^which  are  separated  from  each  other  only  by  a 
slight  furrow.  The  nerve  makes  its  appearance  between  the  crus  cerebelti 
ad  pontem  and  the  olive,  and  passes  in  a  sheath  formed  by  the  arachnoid 
and  pia  mater  through  the  meatus  auditorius  internus  to  the  labyrinth. 
In  the  meatus,  the  n,  facialis  lies  in  a  groove  on  its  anterior  surface,  and 
here  is  seen  that  apparent  union  between  the  two  nerves  which  is 
described  as  the  inner  connection.  Fibres  may  be  seen  passing  from  the 
a*  acusticus  to  the  n.  facialis,  and  vice  vers^.  Those  nerve- fibres  which 
are  described  as  the  n.  intennedius,  s,  IVrishergii^  are  however  separated 
again  in  their  further  course,  and  re-enter  the  nerve  which  they  left,  so 
that  the  connection  is  only  apparent,  since  these  migratory  fibres  belong 
entirely  to  the  n.  facialts. 
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Here  they  are  strengthened  by  the  deposition  of  the  ganglion  cells,  and 
finally  enter  the  lamina  spiralis  ossea,  through  which  they  take  their 
course  in  the  manner  already  indicated  in  the  description  of  the  soft 
tissues  of  the  labyrinth.  In  the  canalis  spiralis  modioli  the  ganglion  cells 
are  very  numerous,  and  are  connected  with  each  other,  forming  the 
gaptglion  spirakt  or  hahenitla  gangiioHaris  of  Corti,  Besides  the  bundles 
of  the  n.  cochleae,  which  run  perpendicularly  to  the  long  axis  of  the 
lamina  spiralis  ossea,  others  are  seen  running  parallel  to  the  long  axis  of 
the  canal,  spin  modioli*  These  are  crossed  at  right  angles  by  the  bundles 
already  described. 

The  course  and  subdivision  of  the  three  portions  of  the  auditory  ner\'e  during 
their  passage  through  the  meatus  auditorius  internus  are  by  no  means  so  simple  as 
they  at  first  appear  to  be.  As  Boettcker  has  pointed  out,  these  complicated 
relations  are  dependent  on  the  method  of  development  of  the  labyrinth.  In  the 
higher  vertebrata,  and  especially  in  the  higher  mammalia,  including  man,  a  change 
in  the  position  of  the  labyrinthine  structures  takes  plate  during  development ;  so 
that  the  cochlea,  which  at  first  lies  below  and  behind  the  sacculus  vestibuli  and 
semicircular  canals,  passes  by  degrees  forwards  beneath  these  structures.  That 
branch  of  the  nerve  which  goes  to  the  cochlea  was  at  first  therefore  the  posterior 
branch  of  the  n.  acuslicus,  and  becomes  somewhat  later  the  antero-inferior ;  while 
the  branch  which  was  originally  anterior  in  position  now  becomes  posterior  In 
this  way  it  can  be  explained  why  the  fibres  of  the  individual  branches  (Kig.  54)  have 
not  a  straight  course,  but  make  curvatures,  so  that  many  bundles  are  twisted  on 
their  long  axis*  The  ramus  posterior  superior  makes  the  greatest  bend,  with  its 
convexity  backwards,  while  at  the  same  time  the  nerve  is  twisted  on  its  long  axis. 
The  ramus  medius,  which  passes  to  the  sacculus  hemispha:ricus  and  to  the  posterior 
amputla.  also  makes  a  curve.  At  first  it  fies  on  the  dorsal  aspect  of  the  ramus 
anterior  inferior.  Its  fasciculi  are  then  collected  into  a  trunk,  which  is  flattened 
from  above  downwards,  and  which  passes  backwards  and  outwards  beneath  the 
ramus  posterior,  to  be  then  divided  into  the  n,  saccularis  and  the  n.  ampulla? 
posterioris.  Lastly,  the  n.  cochlearis  makes  a  well-marked  curve  with  its  concavity 
forwards  before  it  enters  the  tractus  foraminulentus. 

The  n.  acusticus  also  possesses  fibres  which  arise  from  the  ganglion 
cells  found  in  the  course  of  the  nerve  itself.  The  ramus  superior  and 
ramus  medius  exhibit  ganglionic  enlargements  during  their  course  through 
the  internal  auditory  canal  (intumescentia  ganglioibrmis  ScarpaeJ,  whilst  the 
n.  cochlearis  has  its  ganglion  in  the  lamina  spirah's  ossea  (ganglion  spirale). 
The  ganglionic  mass  of  the  ramus  superior  lies  on  the  crista  falciform  is, 
close  to  the  macula  cribrosa  superior ;  that  of  the  ramus  medius  is  placed 
somewhat  farther  back  ;  and  these  two  ganglia  are  connected  with  each 
other.  The  branch  destined  for  the  posterior  ampulla  shouts  two  small 
ganglia  shortly  before  its  exit  from  the  canalis  singulare  {Corti),  The 
ganglion  cells  are  bipolar,  their  two  medullated  nerve-fibres  passing  out 
from  the  opposite  poles,  while  the  cells  are  enveloped  by  an  endothelial 
nucleated  membrane. 

The    origin  and  central  connections  of  the  n.  acusticus  are   as   yet 
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not  quite  accurately  determined.  According  to  S.  Freud^  who  made 
his  observations  in  the  human  foetus  of  the  6th— /th  lunar  month,  the 
n.  acusticus,  ''or  at  least  the  groundwork  of  its  fibres,"  springs  from 
three  distinct  grey  nuclei,  which  are  all  situated  in  the  medulla  oblongata. 
These  three  nuclei  are :  (i)  the  external  acoustic  nuckus  (anterior  nucleus  of 
Meyueri) ;  (2)  Deiters^  nucleus  ;  and  (3)  the  internal  acoustic  nucleus.  The 
external  nucleus — a  grey  mass  situated  in  the  outer  part  of  the  medulla — 
gives  fibres  to  the  lowest  and  most  external  part  of  the  auditory  nerve;  in 
addition  transverse  bundles  pass  from  it  to  the  root  of  the  fifth  nerve,  and 
ventrally  below  this  towards  the  middle  line,  where  they  decussate  with  the 
corresponding  fibres  of  the  opposite  side,  forming  the  corpus  trapezoides. 
On  the  dorsal  aspect  of  this  fasciculus  is  placed  the  superior  olive,  to  which 
some  individual  fibres  of  the  n.  acusticus  pass.  As  a  bundle  of  fibres  is 
directed  from  the  superior  olive  to  the  abducens,  a  connection  is  thus 
established  between  the  two  nerves,  "which  may  possibly  bring  about 
the  reflex  turning  of  the  eyes  in  the  direction  of  the  source  of  sound." 
From  the  external  acoustic  nucleus  fibres  wind  round  the  corp.  restiforme, 
and  pass  to  the  internal  acoustic  nucleus.  Those  passing  laterally  from 
the  restiform  body  probably  represent  the  commencement  of  the  strice 
acusticfc  ;  the  others  on  the  contrary,  which  are  directed  partly  through  the 
restiform  body,  partly  past  it  on  its  inner  and  outer  aspects,  represent  a 
second  portion  of  the  auditory  nerve  situated  internally  to  the  first, 
and  terminating  in  the  internal  nucleus  of  the  n.  acusticus.  From  this 
second  portion  fibres  also  pass  in  a  curved  manner  to  the  corpus 
trapezoides.  These  fibres  pass  through  the  root  of  the  fifth  nerve,  and 
are  connected  with  the  superior  olive. 

A  third  portion  of  the  acoustic  root  arises  from  Deiters*  nucleus,  which 
is  situated  internally  to  the  restiform  body ;  and  a  fourth  portion  from  the 
inner  acoustic  nucleus.  This  last  is  probably  that  fasciculus  of  fibres  which 
first  passed  round  and  then  through  the  restiform  body,  and  belongs  to 
the  second  portion  of  the  n.  acusticus.  The  inner  acoustic  nucleus  is 
situated  on  the  lateral  part  of  the  floor  of  the  fourth  ventricle,  and  has  a 
three-sided  form  with  its  base  directed  towards  the  ependyma  of  the 
ventricle.  From  its  outer  corner  fibres  pass  to  the  abducens;  from  its 
deepest  part  a  large  number  of  curved  fasciculi  pass  towards  the  roof  of 
the  fourth  ventricle,  and  are  there  crossed  between  the  roof  nuclei  of  the 
cerebellum  by  the  corresponding  fibres  of  the  opposite  side,  and  so 
represent  the  connection  of  the  n.  acusticus  with  the  cerebellum. 

According  to  Luciani^'  the  auditory  centre  is  found,  not  only  in  the 


'  "UcbcT  den  Ursprung  dcs  N.  acusticus.*'  Monatsschrift  fQr  Ohrenheilkunde,  xx.,  Nr. 
S  und  9. 

'  "  Uebcr  die  scnsoricllen  Local isationcn  in  der  Hirnrinde."  Centralblatt  far  die 
medicinischc  Wissenschaft,  1S84,  Nr.  44. 


INTERNAL  PORTION  OF  THE  EAR,  115 


temporal  lobe,  but  also  in  the  cornu  ammonis.  A  large  decussated 
fasciculus  and  a  smaller  non-decussated  one  run  in  the  n.  acusticus, 
and  each  ear  communicates  with  both  auditory  centres.  The  destruction 
of  one  auditory  centre  causes  transitory  deafness,  with  persistent  incom- 
plete psychic  deafness,  while  bilateral  extirpation  does  not  produce 
complete  deafness  (cortical  deafness).  We  shall  refer  again  to  this 
important  question  in  the  special  part  of  this  work.^ 

[Ferrier  (**  Croonian  Lectures  on  Cerebral  Localisation,  1890*')  discusses 
fully  the  views  of  different  observers  regarding  the  position  of  the  auditory  centre, 
and,  having  again  experimentally  investigated  the  subject,  concludes  that  it  is 
situated  in  the  temporo- sphenoidal  lobe,  and  is  especially  related  to  its  superior 
gyms.  He  quotes  several  cases  where  the  clinical  and  pathological  evidence 
strongly  confirms  his  views,  and  also  gives  the  observations  of  Seppilli  and  Ewens, 
which  show  that  the  great  majority  of  cases  of  *'  word-deafness  "  have  been  found 
associated  with  lesions  in  the  temporo- sphenoidal  lobe,  especially  its  upper  part. 
In  further  confirmation  of  his  views,  he  refers  to  the  auditory  discharges  or  sub- 
Jectioe  auditory  sensations  in  connection  with  irritative  lesions  implicating  the 
superior  temporo-sphenoidal  gyrus ;  and,  amongst  other  cases,  refers  to  two  reported 
by  Gowers.  In  one  of  these  a  tumour  beneath  the  superior  temporo-sphenoidal 
convolution  caused  convulsions,  commencing  with  an  auditory  aura  referred  to  the 
opposite  ear;  while  in  the  other  case  a  tumour  affecting  the  same  convolution 
caused  unilateral  convulsions,  preceded  by  a  loud  noise  as  of  machinery.] 

*  For  further  information  on  this  subject,   the  reader  may  be  referred    to  Schwalbis 
excellent  treatise,  "Lehrbuch  der  Anatomie  der  Sinnesorgane,"  Eriangen,  1866,  S.  547 — 559. 


PHYSIOLOGICAL    OBSERVATIONS. 

Although  the  physiological  importance  of  the  pinna  is  by  no  means  so  great 
as  one,  from  its  complicated  configuration,  would  be  inclined  to  suppose,  yet  it 
cannot  be  denied  that  it  does  play  a  part  in  connection  with  the  sense  of  hearing. 
It  acts  not  only  as  a  reflector,  throwing  the  sound-wave^  into  the  auditory  canal, 
along  which  they  are  conducted  to  the  tympanic  membrane ;  but  also  as  a  con- 
ductor, transmitting  the  sound-waves  to  its  place  of  attachment — />.,  towards  the 
auditory  canal.  That  the  latter  takes  place,  may  be  proved  by  the  following  simple 
experiment :  Hold  a  vibrating  tuning-fork  in  front  of  the  ear  until  the  sound 
produced  by  it  is  no  longer  heard  ;  then  place  the  tuning-fork  immediately  on  the 
upper  part  of  the  auricle,  and  the  sound  will  once  more  become  audible.  Voltolini 
says  the  auricle  conducts  the  sound-waves  received  by  it  directly  to  the  bottom  of 
the  auditory  canal.  Yet  in  people  in  whom  the  pinna  is  completely  wanting,  there 
is  apparently  no  perceptible  diminution  in  their  power  of  hearing,  if  the  remaining 
structures  of  the  auditory  organ  are  normally  developed. 

The  muscles  of  the  pinna  are  certainly  of  no  great  physiological  importance^ 
since  it  is  only  in  exceptional  cases  that  they  are  under  the  control  of  the  will. 

Vwrordt^  supposes  that  the  presence  of  the  auricular  muscles  is  of  some 
importance,  since  the  auditory  perception  might  gain  in  intensity  and  distinctness 
if  greater  attention  were  directed  to  it  in  consequence  of  movements  at  the  entrance 
of  the  organ  of  sense. 

According  to  Ed.  Weber  the  pinna  is  of  use  in  distinguishing  whether  the 
sound  comes  from  the  front  or  from  behind.  He  thinks  this  is  demonstrated 
by  the  following  experiment :  The  ears  are  pressed  flat  against  the  sides  of  the 
head,  and  a  screen  taking  the  place  of  the  auricles  is  made  with  the  hands  in 
front  of  the  auditory  canal.  The  sound  now  appears  to  come  in  the  opposite 
direction  from  that  in  which  it  really  originates ;  so  that  when  the  eyes  are  closed, 
a  sound  coming  from  the  front  appears  to  be  directed  from  behind  ;  one  from  above 
appears  to  come  from  below  ;  and  vice  versd.  How  far  these  statements  agree 
with  the  conditions  found  in  disease  we  shall  subsequently  consider.  This  much  is 
certain  :  that  we  judge  of  the  direction  of  a  sound  according  to  the  intensity  of  the 
perception  of  that  sound,  since  we  if  possible  move  the  head  towards  that  side 
from  which  the  sound  appears  louder.  If  throughout  this  movement  the  sound 
preserves  a  constant  intensity,  then  this  act  which  we  instinctively  follow  is  useful 
in  ascertaining  its  direction. 

According  to  y.  ICesseiy^  an  equally  strong  stimulation  of  both  ears,  giving  rise 
to  a  single  auditory  perception,  only  takes  place  when  the  sound  proceeds  from  the 
mesial  plane.      If  the  stimulation  of  the  two  ears  be  unequally  powerful,  only  one 
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auditory  perception  is  said  likewise  to  take  place  ;  but  this  time  on  the  side  of  the 
more  strongly  stimulated  ear.  The  best  binaural  audition  is  produced  when  the 
sound  proceeds  from  the  mesial  plane  anteriorly;  the  best  monaural  audition,  on 
the  other  hand,  when  the  sound-waves  are  transmitted  directly  in  the  axis  of  the 
auditory  canal.  According  to  this  observer,  the  pinna  is  divided  into  five  auditory 
districts,  which  are  sharply  defined  from  each  other,  and  are  characterised  by  the 
fact  that  they  convey  the  sound  to  the  ear  with  a  different  intensity,  according  to 
the  direction  of  the  head  at  rest  or  during  movement.  These  districts  for  the 
perception  of  sound  are :  anterior,  posterior,  inferior,  superior,  and  central  or 
direct.  The  different  auditory  districts  are  brought  into  use  by  means  of  suitable 
movements  of  the  head,  and  in  association  with  the  sense  of  sight  the  direction 
from  which  the  sound  proceeds  is  ascertained.  The  sound-waves  are  transmitted 
by  the  external  auditory  canal  to  the  tympanic  membrane.  This  membrane,  which 
is  not  tightly  stretched,  carries  with  it  in  its  movements  the  handle  of  the  malleus. 
Since  the  malleus  forms  with  the  other  auditory  ossicles  a  continuous  chain,  these 
also  must  to  some  extent  share  in  the  movements  of  the  membrane ;  and,  as  the 
opposite  end  of  the  chain  consists  of  the  foot  of  the  stapes,  movably  attached  in 
the  oval  fenestra,  it  follows  that  the  movement  of  the  tympanic  membrane  must 
exercise  an  influence  on  the  terminations  of  the  n.  acusticus. 

It  is  remarkable  to  what  an  extent  the  external  auditory  canal  may  be  narrowed, 
if  only  the  other  relations  of  the  ear  be  normal,  without  the  sense  of  hearing  being 
impaired.  Frequently  it  is  almost  quite  closed  by  foreign  substances,  and  still  the 
patient  enjoys  good  hearing.  Many  are  of  opinion  that  this  is  associated  with  the 
short  distance  which  the  sound  has  to  travel  in  the  external  auditory  canal ;  but  it 
seems  to  the  author  to  depend  upon  peculiar  anatomical  conditions,  both  in  the 
auditory  canal  itself,  and  also  in  the  other  sound-conducting  structures. 

E,  H,  Weber  concluded  from  his  experiments  that  it  is  the  tympanic  membrane 
which  first  of  all  informs  us  whether  a  sound  is  produced  outside  or  inside  the  body. 
If  the  membrane  be  prevented  from  vibrating  by  filling  the  external  auditory  canal 
with  water,  the  sound  seems  to  proceed  from  the  interior  of  the  head ;  but  if  the 
canal  be  filled  with  air,  so  that  the  membrane  can  vibrate  freely,  then  the  sound 
seems  to  come  from  the  outside.  According  to  A .  Ficky  this  depends  on  the  tactile 
perception  of  the  tympanic  membrane,  which  is  richly  supplied  with  nerves,  as  well 
as  upon  stimulation  of  the  auditory  nerve.  A  means  would  thus  be  given  also  by 
which  to  distinguish  whether  the  sound  proceeded  from  the  right  or  left  side  :  in  the 
former,  the  stimulation  of  the  right  membrane  must  be  stronger  ;  in  the  latter,  that 
of  the  left. 

According  to  SUinbach,^  there  can  be  distinguished,  both  in  monaural  and 
binaural  hearing — direct^  indirect,  and  mixed  hearing.  In  the  direct,  the  sound- 
waves reach  the  ear  directly  ;  in  the  indirect,  only  after  one  or  more  reflections  ;  and 
in  the  mixed,  both  with  and  without  reflections.  In  binaural  audition,  both  ears 
may  be  struck  by  direct  or  by  indirect,  or  the  one  by  direct  and  the  other  by 
indirect  sound-waves.  The  intensity  of  the  perception  of  hearing  depends  upon  the 
sum  of  the  sound-waves  which  are  reflected  from  the  auricle  into  the  auditory  canal ; 
the  size  of  the  reflecting  surface  of  the  pinna^  on  account  of  its  complicated  form, 
being  almost  the  same  for  the  different  directions  of  the  sound-waves.  The  distance 
of  the  origin  of  the  sound  is  determined  from  the  relative  intensity  of  the  sound- 
perception  as  compared  with  what,  according  to  experience,  one  knows  would 
result  from  the  production  of  a  sound  in  the  immediate  neighbourhood.  The 
direction  of  the  sound  is  estimated  by  the  difference  of  intensity  with  which 
it  is  perceived  by  the  two  ears.    If  the  source  of  the  sound  be  in  the  district  of 
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direct  audition,  then  its  direction  can  be  defined  with  tolerable  certainty:  neverthe- 
less, each  individual  has  for  this  judgment  his  own  standard,  which  depends  upon 
the  angle  which  the  two  auricular  surfaces  make  with  each  other :  the  smaller  the 
angle  the  more  certain  is  the  judgment.  The  best  binaural  audition  takes  place, 
according  to  Steinbach,  when  the  sound  proceeds  from  the  front,  in  the  visual 
direction  ;  and  hence  one  involuntarily  turns  the  face  to  the  person  speaking ;  whilst 
a  person  deaf  on  one  side  turns  the  best  ear  to  the  speaker.  The  best  monaural 
hearing  takes  place  when  the  sound-waves  strike  the  surface  of  the  auricle  perpen- 
dicularly. If  the  angle  which  the  two  auricles  form  be  less  than  6o°— and  this  is 
usually  the  case  in  most  individuals — one  hears  with  one  ear  better  than  with  two, 
and  therefore  the  listener  turns  one  ear  towards  the  source  of  sound.  Changes  of 
place  in  the  origin  of  the  sound  in  direct  audition,  are  generally  estimated  by  the 
altered  intensity  of  the  sound-perception.  In  indirect  hearing,  other  circumstances 
also  assist.  Judgment,  together  with  the  assistance  of  auditory  impressions  which 
are  from  experience  familiar,  play  a  principal  part.  In  the  mixed  binaural  audition^ 
in  which  direct  waves  of  sound  only  reach  one  ear,  whilst  both  ears  can  be  struck  by 
indirect  sound-waves,  one  can  only  vaguely  determine  the  direction  of  the  sound, 
and  its  origin  is  placed  in  the  district  of  that  ear  which  is  struck  by  the  direct 
sound-waves.  If  we  wish  to  define  more  accurately  the  direction  of  the  sound  in 
indirect  or  mixed  binaural  audition,  we  are  assisted  if  we  turn  our  head  so  that  the 
sound  is  received  from  the  district  of  direct  binaural  audition,  or  from  the  boundary 
of  two  adjacent  auditory  districts,  or  from  the  direction  of  the  best  monauial 
hearing.  Daily  experience  teaches  us  that  secondary  conditions  enable  us  to  assist 
our  power  of  localisation. 

Le  Ro2tx  *  found  from  his  experiments  on  binaural  hearing  that  the  distinction  is 
very  marked  between  audition  with  one  and  audition  with  both  ears.  He  made 
a  tuning-fork  vibrate  in  front  of  one  ear  ;  and  he  found,  on  bringing  another  tuning- 
fork  vibrating  with  the  same  pitch  and  intensity  in  front  of  the  other  ear,  that  the 
sound  of  the  first  appeared  disproportionately  louder — in  fact,  far  more  than  twice 
as  loud.  He  also  obser\'ed  that  when  the  sound  of  the  tuning-fork  is  almost  lost 
by  the  one  ear,  it  is  heard  again  distinctly  if  one  brings  a  sounding  tuning-fork 
having  a  similar  number  of  vibrations  in  front  of  the  other  ear.  According  to 
Urbantsckitsch*  a  feeble  tone  striking  one  ear  is  in  many  persons  distinctly 
augmented,  even  if  the  tone  adjusted  to  the  other  ear  is  not  in  unison  with  the 
first ;  a  similar  increase  is  also  observed  with  regard  to  noises.  The  increased 
faculty  of  perception  outlasts  the  second  sound  in  many  individuals  for  a  varying* 
length  of  time  ;  sometimes  for  several  seconds.  Cases  do  occur,  however,  in  which 
a  second  auditory  stimulus  lowers  the  perceptive  capacity  of  the  other  ear. 

Weber's  obser\'ation  is  only  partly  confirmed  clinically.  There  is  no  doubt  that 
the  normal  ear  receives  information  through  the  auricle  and  tympanic  membrane 
concerning  the  direction  and  origin  of  the  sound,  and  that  our  conceptions  of  the 
latter  are  determined  by  the  activity  of  these  organs,  so  long  as  they  are  normal. 
But  this  result  is  not  exclusively  dependent  on  these  structures.  If  it  were  so, 
then  in  those  persons  who  have  no  auricle,  or  in  whom  the  membrana  tympani  is 
deficient,  the  consciousness  of  the  origin  and  direction  of  the  sound  would  be  absent ; 
but  this  is  not  the  case.  It  is  true  that  some  people,  if  their  tympanic  membrane 
be  suddenly  damaged,  have  for  a  longer  or  shorter  time  no  certain  judgment 
concerning  the  origin  and  direction  of  the  sound ;  but  even  if  the  membrane  be 
completely  destroyed,  they  soon  acquire  through  practice  the  capacity  of  quick 
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localisation,  and  they  are  also  soon  able  to  recognise  correctly  the  direction  and 
place  of  origin  of  the  sound.  From  this  it  follows  that  the  function  of  the  auricle 
and  tympanic  membrane  in  this  respect  can  be  compensated  by  other  structures 
Fick*s  view  with  regard  to  the  sense  of  touch  of  the  tympanic  membrane  finds  its 
realisation  here,  and  may  even  have  a  still  greater  value  in  reference  to  the 
structures  on  the  inner  wall  of  the  tympanum.  According  to  Rauleigh}  the 
nature  of  the  sound  greatly  influences  the  recognition  of  its  direction.  Thus  one 
easily  recognises  the  direction  of  the  human  voice ;  while  other  sounds  are  only 
determined  with  certainty  in  the  lateral  direction,  and  not  in  front  or  behind. 
Gelle*  observed  that  a  patient  in  Charcot's  clinique  had  absolute  insensibility  of 
the  two  tympanic  membranes  and  auditory  canals.  When  his  eyes  were  closed, 
he  could  not  state  the  direction  of  the  sound  of  a  watch,  although  he  heard  it 
distinctly.  In  persons  suffering  from  anaesthesia,  who  were  able  without  hesitation 
to  recognise  the  direction  of  a  sound,  the  sensibility  of  the  tympanic  membrane 
was  found  to  be  preserved.  * 

Since  stretched  membranes  are  well  adapted  for  the  transmission  of  sound- 
waves»  we  have  in  the  tympanic  membrane  a  structure  most  suitable  for  this 
purpose.  Every  stretched  membrane  has  its  own  fundamental  tone,  which  is 
produced  in  this  way — viz.,  when  the  membrane  is  struck,  it  must  return  to  its 
position  of  equilibrium ;  and  before  permanently  regaining  this  position  it  must 
vibrate  to  and  fro,  these  vibrations  having  a  certain  rapidity.  It  is  easy  therefore 
to  understand  that  disturbance  of  the  membrane  would  necessarily  occur  if  it  were 
struck  by  a  column  of  sound-waves  the  number  of  vibrations  of  which  was  equal 
to  that  of  the  fundamental  tone  of  the  membrane.  The  membrane  would  then 
vibrate  more  strongly  for  this  tone  than  for  others,  and  this  might  be  in  the  highest 
degree  disturbing.  Even  if  vibrations  corresponding  to  its  own  proper  tone  be 
left  out  of  consideration,  disturbances  would  always  occur  in  the  function  of  the 
tympanic  membrane  if  it  could  vibrate  freely.  If  a  new  column  of  sound-waves 
struck  the  still  vibrating  membrane,  conditions  would  arise  which  would  interfere 
with  the  conveyance  of  the  sound-waves  to  the  deeper  structures. 

From  this  it  appears  that  the  tympanic  membrane  can  best  perform  its  functions 
when  it  is  so  circumstanced  that  the  vibrations  producing  its  own  fundamental  tone 
roust  quickly  cease,  and  the  waves  striking  it  are  most  perfectly  transmitted  to  the 
deeper  structures.  It  is  muflied,  so  that  its  own  fundamental  vibrations,  as  well  as 
those  of  the  sound-waves  striking  it,  may  cease  as  quickly  as  possible,  and  the 
membrane  may  be  thus  in  a  condition  to  receive  a  new  impulse  :  that  is  to  say,  it 
is  connected  with  a  chain  of  solid  auditory  ossicles,  to  which  it  transfers  the 
vibrations,  and  by  this  means  comes  to  rest.  It  is  in  this  manner  set  free  to 
receive  a  new  impulse,  and  so  can  continue  to  act  without  interruption. 

The  oblique  direction  of  the  tympanic  membrane,  as  well  as  its  concavity 
outwards,  play  an  important  part  in  this  function.  The  concavity  is,  according  to 
Helmholtz,  of  great  importance,  because  such  membranes  when  struck  by  the 
sound-waves  convey,  with  proportionately  little  amplitude,  much  active  force  to 
the  auditory  ossicles,  which  in  turn  is  by  these  communicated  to  the  deeper 
structures.  A.  Fick?  Helmholtz,^  and  others  are  of  the  opinion  that  it  is  not 
necessary  that  much  active  force  be  conveyed  by  the  auditory  ossicles  to  the 
terminations  of  the  n.  acusticus  ;  but  only  that  a  modicum  of  the  active  force  of 
all  kinds  of  vibrations  be  transmitted.     The  locked-teeth  arrangement  described 
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by  HelmhoUz  as  existing  in  the  articulation  between  the  maUeus  and  incus,  also 
prevents  the  auditory  ossicles  from  bcing^  pressed  too  strongly  inwards  towards  the 
oval  fenestra. 

[/?r.  P,  C.  Larsen-Utke,  of  Copenhagen  {Lancet,  1891,  voL  ii.,p*  287),  diffen 
from  the  views  of  HelmhoUz  re^^arding  the  lig.  malL  externum  and  the  movements 
of  the  stapes.  He  says  :  **  The  hindermost  strands  of  the  ligamentura  externum,  in 
place  of  having  their  elongated  axis  running  in  the  direction  of  the  ligamentura 
anterius,  generally  alight  on  the  medial  wall  of  the  cavitas  tympani  at  a  point  lying 
within  one  millimetre  either  in  front  of  or  behind  the  processus  cochleariformis. 
The  hindermost  strands  of  the  ligamentum  externum  mallei  [Helmholtz's  Hgamen- 
turn  posticum)  thus  form  an  almost  right  angle  with  the  ligamentura  anterius^  and 
cannot  make  part  of  the  *  Axenband,*  on  which,  as  a  chief  factor,  rests  the  theory  of 
the  movements  of  the  malleus  as  taught  by  Helmhali^r  Regarding  the  movements 
of  the  stapes,  he  has  '*  come  to  the  conviction  that  when  the  manubrium  mallei  is 
moved  laterally,  the  crus  longum  incudis  not  only  follows  this  movement,  but  at  the 
same  time  exercises  such  a  traction  on  the  stapes  that  this  also  moves  laterally." 
He  quotes  two  experiments  by  means  of  which  he  has  proved  the  truth  of  this 
observation.] 

The  movements  which  the  tympanic  membrane  and  auditory  ossicles  make 
while  transmitting  the  sound-waves  are  graphically  represented  by  Polftier,Lucmt 
and  others. 

Regarding  the  functions  of  the  /;/.  tensor,  tympani  and  m,  stapedius y  much 
difference  of  opinion  exists.     The  view  of  Joh' Miiller  that    they  represent    an 
accommodation  apparatus  for  the  ear  is  contradicted  by  others,  who  entirely  deny 
to  muscles  inclosed  in  osseous  canals  the  power  of  strong    contraction.     They 
recognise  in  the  auditory  ossicles  and  their  muscles  only  an  apparatus  which  serves 
as  a  damper  to  the  tympanic  membrane.     As  the   researches  of  Zuckerkandl^ 
taught,  and  the  author  from  his  own  observations  is  able  to  confirm,  only  a  part 
of  the  muscular  fibres  is  firmly  fixed  to  the  walls  of  the  osseous  canals,  so  that  the 
remainder  is  free  to  contract.      The  effect  of  electrical  stimulation  also  supports 
this  view,  as  under  it  the  muscle  distinctly  contracts.     The  author  thinks  that  these 
muscles  certainly  perform  the  part  of  an  accommodation  apparatus  ;  not,  however,  to 
the  extent  s^upposed  by  Joh.  Mnller,  but  with  the  limitation  described  by  Mack} 
According  to  this  obsen^er,  the  muscles,  during  attentive  audition,  are  always  in  a 
condition  of  vicarious  activity.     By  them  we  fix  and  follow  the  tones,  so  that  the 
attention  of  tlie  ear  is  connected  with  the  tension  of  the  auditor}^  muscles.     The 
tensor,  during  an  accommodation  of  this  kind,  acts  not  only  on  the  tympanic  meni* 
brane,  but  also  indirectly  upon  the  other  structures  as  far  inwards  as  the  labyrinth  ; 
and  the  author  is  inclined  to  recognise  in  this  a  support  for  the  doctrine  that  the 
fibres  of  the  muscles  are  unable  all  to  contract  equally  easily.     Those  fibres  which 
contract  with  the  greatest  difficulty  will  require  a  stronger  ner^e-impulse  than  the 
others,  and  the  degree  of  this  effort  may  be  of  the  greatest  influence  upon  our 
perception.     This  view  can  also  be  made  to  harmonise  with  the  highly  interesting 
results  which  have  already  been  obtained  by  Hensen  ^  and  Bocl-endahi,'  and  more 
recently  by  %  Foltak,^  in  their  experimental  researches  concerning  the  function  of 

»  *•  Zur  Morphologic  des  Muse,  tens,  tymp/*    Archiv  ftlr  Ohrenhcilkunde,  xx.  Bd. 
■  "  Zur  Thcoric  des  GehOrorgans,''     -Silzungsbericht  dcr  k.  k.  Akadcmie  dcr  Wissen- 
schaftcn  in  Wien,  i86j. 

*  "  Ucobiichiungtn  Qber  die  Th&tigkdt  des  Tromraclfellapanncrs."   Archiv  for  Physiologic. 
1878, 

*  ♦*  Ueb€r  die  Bewcgungen   des  M.   tensor   tymp.,   etc,"    Archiv  fiir  Ohrenhcilkunde, 
xvi.  Bd. 

*  "  Ccber  die  Function  des  M.  tensor,  tymp."    Jahrbftchcr  der  k.  k,  Gcacllschaft  dcr 
Acrztc  in  VVien,  i8S46. 
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the  tensor  tympani  muscle.  According  to  these  obsen^ers,  this  muscle,  in  the 
Ihing  animal,  not  only  responds  to  each  tone-stimulation  by  a  distinctly  visible 
;ontraction,  which  is  stronger  for  the  higher  tones  than  for  the  lower ;  but  besides^ 
as  Bockeudahl  showed,  in  continued  tone -stimulation  a  tetanus  of  the  muscle 
occurs. 

Through   the   researches   of  Pollak   in    Strieker's   laboratory,   it  was  proved 

I       that  these   contractions   cease   entirely   after    destruction   of   the    cochlea   in  the 

^biving  animal »  so  that  the   muscular   contraction   can    be   brought   about    reflexly 

^^pfter  the  auditor)^  perception  has  taken  place.     It  is  easy  to  conceive  that  these 

^Hpacts  can  be  turned  to  account  in  connection  with  the  ingenious  theory  of  Strieker, 

^■according  to  which  we  arrive  at  the  perception  of  tones,   in  the  following  way  : 

the  acoustic  impression  immediately  produces  an  innervation  of  the  muscle,  and 

the  remembrance  of  that  which  was  heard  is  likewise  followed  by  such  a  muscular 

innervation. 

The  tratismission  of  the  sound<vtwes  through  the  bones  of  the  sku/l  takes 
place  according  to  the  same  physical  laws  by  which  sound-waves  are  as  a  rule 
transmitted  through  solid  bodies — />.,  by  waves  of  condensation. 

The  waves  which  are  transmitted  to  the  labyrinth  will  put   in   movement  the 

fluid    of  the   labyrinth,    and   these   movements    will    stimulate    mechanically   the 

terminations  of  the  auditory  nerve/  and   produce    in    the   brain    the    sensation   of 

sound.     The  auditory  perception  lasts  just  as  long  as  the  external  stimulation — no 

perceptible  after- sensation  takes  place  ;  and  in  this  respect  the  sense  of  hearing 

y      is  essentially  distinguished  from  the  sense  of  sight.     Concerning  the  further  events 

^^^hich  take  place  in  the  labyrinth,  and  especially  concerning  the  functions  of  its 

^Bhifferent    structures,    we    are    still    little    informed.      According    to    the   view    of 

Heimhotts,  which  was  previously  advanced  by  Simon  Ohm^  and  was  experimentally 

demonstrated  by  Helmholtz^  each  periodical  sound-movement  in  the  labyrinth  is 

broken    up   into    simple   pendulum -like    oscillations,    each   of  which    is  for  itself 

perceived,  but  only  together  produce  the  sound-conception. 

According  to  Dennert,^  the  faculty  must  also  be  attributed  to  the  auditory 
organ  of  perceiving  as  tones,  movements  which  are  not  simply  pendulunvlike. 
This  occurs  in  the  perception  of  combination  tones.  HelmkoU^  was  formerly 
of  the  opinion  that  the  fibres  of  Corti  play  the  chief  part  in  the  perception  of 
tones.  This  theory  he  afterwards  abandoned;  for  it  has  been  proved  that  although 
birds  have  a  good  musical  ear,  yet  in  them  there  is  a  complete  absence  of 
structures  resembling  Corti *s  fibres.  Helmholti  now  claims  for  the  radially 
striated  membrana  basilaris  the  function  which  he  formerly  attributed  to  the  fibres 
of  Corti.  In  the  radiate  fibrous  arrangement  of  this  membrane,  he  recognises  a 
system  of  cords  of  different  tension  and  length,  capable  of  fulfilling  the  function 
prerviously  ascribed  to  Corti's  fibres. 

Mensen '  and  Hasse*  are  of  opinion  that  the  division  of  the  different  parts  of  the 

m.  basilaris  for  certain  tones  is  connected  with  the  breadth  of  the  membrane,  which 

increases  as  we  proceed  towards  the  apex  of  the  cochlea ;  so  that  its  lower  part  is 

intended  for  the  higher,  and  its  upper  part  for  the  lower  tones.     Hensen  found  in 

^crabs  that  only  a  certain  number  of  the  auditory  cilia  vibrated  to  certain  tones, 

^HMiile  others  remained  at  rest.     Hehnholt^  has  given  up  his  former  opinion  that  the 

^^kund  of  regular  periodic  vibrations  (tones)  is  always  received  by  the  cochlea ;  while 

^^pe  perception  of  short,  temporary,  irregular  vibrations  (noises)  is  brought  about  by 

•  **Aciistisch-physiologische  Untcrsuchungen  mit  Demonstration.**  Vortrag,  gehaltcn  in 
dcr  otifttrischcn  Section  der  NatuHbrscher^'crsammlung  in  Berlin,  l886*  Monatsschrift  fQr 
OhrenheiJkunde,   iSS6,  lo. 

*  Ztitschrifi  fttr  wiBsenschaftliche  Zoologic,  1S63,  xjII.  Bd.,  S.  398. 
^  Dc  cochlea  avium.     Kiel,  1S66. 
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by  Hctmholtz  as  existinjj^  in  the  articulation  between 
prevents  the  auditory  ossicles  from  being  pressed  too  ^ 
o\al  fenestra. 

[Z>/-.  P,  C.  Lapscn-Utke,  of  Copenhagen  {Lance/ 
from  the  views  of  Hvlmholtz  regarding  the  lig.  mall, 
of  the  stapes.     He  says  :  **  The  hindermost  strands  ot 
place  of  having  their  elongated  axis  running  in  t' 
anterius,  generally  alight  on  the  medial  wall  of  the  - 
within  one  millimetre  either  in  front  of  or  behim 
The  hindermost  strands  of  the  ligamentum  extern 
tum  posticuiiO  thus  form  an  almost  right  angle  w 
cannot  make  part  of  the  •  Axenband/  on  which,  a 
the  movements  of  the  mallt:us  as  taught  by  Heir.. 
of  the  stapes,  he  has  *'  come  to  the  con\*iction  • 
moved  laterally,  the  crus  longum  incudis  not  or 
same  time  exercises  such  a  traction  on  the  st:- 
He  ijuoies  two  experiments  by  means  of  w' 
observation/ 

The  movements  which  the  tympanic  n 
while  transmitting  the  sound -waves  are  graj 
ami  others. 

Regarding  the  functions  of  the  m.  it 
dirterence  of  opinion  exists.     The  view  i 

accommodation  app;iratus  for  the  ear  is  • 

to  muscles  inclosed  in  osset^us  canals 

nvognise  ir.  (he  auditor)*  ossicles  and  thi 

as  a  « lam  per  to  the  tympanic  membr 

taught,  and  the  author  from  his  own 

ot  ihe  muscular  tibn^s  is  firmly  fixed  t 

remainder  is  free  to  contract.      The 

this  view,  as  under  it  the  muscle  dist 

muscles  certainly  perform  the  part  ot 

the  extent  Mjpposed  by  yok.  MUlh 

According  ti>  this  obsenvr.  I  he  nv 

condition  of  \icarious  activity,     1 

attention  of  the  ear  is  connect ei I 

:en>or.  during  an  accommiHlatioi 

b:ane.  but  aUo  mdirtvily  upt^n  t 

av.d  the  .jutht^r  is  inclincti  to  ri 

:".^:es  of  the  muscles  aiv  unabl- 

c^^n:rac:  with  the  ^fi"4U  »t 

ethers.   .i:*.d  the  di-^^'tcc  i^f 

jvrcep:;o'.^       lhi>  xvcm  cat 

:i- >..'.:>  which  have  alr^fid 


".iic  m 

.  refore, 

:  ina  t>iniK 

The  wave 

I  Membrane  an< 

.\iiT  membrane  a 

move  backward 


'  •'  I'eScr  die  F«M' 


.  \  ar>-  from  30  feet  to  hi 

clef  is  a|  feet ;  bat  tb 

:  .<ugh  the  vestibule  and  co 

The  advantage  resulting  I 

rared  with  the  lengths  of  th< 

>jime  moment  in  the  phase  of 

:.  -jn  the  phase  of  rare£actioa. 

.:  vfiK«  vaiying  from  16  to  40.000  vi 

^^  ^  its  power  of  discriminating-  • 

jj,j^ir-r*  by  the  many  tones  of  an  o 

«»Ke«  peiveived.    Wlien  three 

i>n  chord — ^u.  mi\ 

i  to  simple  pendula 

on  agreeable  in  ch; 

sounds  entirely  dep 

^rs  of  a  common  cfe 

N^^s  be  not  perfectl; 

^wx*^"^^'     ^^^  vibntioQS  prod 


An.-h:v  t^r  Ohrenfc 
M  r^^^0bK<Tr  .V-Ad^/^wtf*.  who   t 


PHYSIOLOGICAL   OBSERVATIONS. 


laj 


the  three  forks  in  the  above  case  are  transmitted  to  the  cochlea  as  one  compound 
vibration.  They  must  be  compounded,  because  the  same  molecule  cannot  move 
forwards  and  also  backwards  at  the  same  moment. 

"  The  manner  in  which  the  compound  vibration  affects  the  cochlea  is  disputed. 
According  to  the  well-known  theory  of  Helmholtz,  the  compound  vibration  of  a 
common  chord  is  resolved  by  sympathetic  analysis  into  three  sets  of  simple  vibrations 
by  the  structures  in  the  organ  of  Corti,  in  a  manner  analogous  to  its  sympathetic 
analysis  by  piano  strings.  There  is  great  difhculty  in  comprehending  how  any 
part  of  the  cochlea  can  act  on  this  principle,  because  of  the  extreme  shortness  of  all 
its  structures  and  their  slight  variations  in  length.  The  hairs  of  Corti's  cells  are 
aU  very  short,  and  vary  in  length  only  to  a  slight  extent — loo  to  200  of  them  placed 
end  to  end  would  only  amount  to  one  millimetre.  It  is  therefore  impossible  to 
suppose  that  the  hairs  on  one  cell  could  select  a  note  of  one  particular  pitch.  The 
original  theory  of  He!mholtz  was,  that  the  pillars  of  Corti  are  the  analysing  structures  ; 
but,  since  they  are  not  found  in  birds,  and  have  no  nerves  connected  with  them,  that 
theory  has  been  abandoned.  The  modification  of  the  Helmholtz  theor>'  suggested  by 
Hensen  is  that  the  fibres  of  the  basilar  membrane  may  respond  to  tones  of  different 
pitch.  They  increase  slightly  in  length  from  base  to  apex  of  the  cochlea^  but  the  differ- 
ence is  verv  slight,  for  the  shortest  are  about  one*fifth  and  the  longest  only  about 
one-third  of  a  millimetre.  It  is  difficult  to  comprehend  how  so  small  a  variation  in 
leogth  could  enable  the  fibres  to  sympathetically  respond  to  tones  varying  from  16 
to  40,000  vibrations  per  second,  even  if  they  were  stretched  to  a  degree  that  could 
not  be  maintained  by  soft  tissues.  No  one  has  alleged  that  the  fibres  of  the  basilar 
membrane  are  the  ner\'e  terminations  ;  they  are  connective-tissue  fibres  continuous 
with  the  periosteum.  In  the  cochlea  of  the  bird,  where  musical  appreciation  is 
acute,  the  basilar  membrane  is  really  a  network  of  fibres,  and  therefore  unsuitable 
for  sound  analysis.  In  the  cochlea  of  the  rabbit,  there  are  two  layers  of  fibres,  with  a 
homogeneous  connective  tissue  between  them  and  on  the  tympanic  side  of  them. 
The  sympathetic  vibration  of  individual  fibres  to  different  tones  seems  to  be  rendered 
impossible.  These  anatomical  facts  were  discovered  by  RetzniSf  and  appear  not  to 
have  been  known  to  Hcrisen  when  he  advanced  his  theory/* 

Rutherford ixirihQT  maintains  that  the  basilar  membrane  "  isdisadvantageously 
placed  to  be  the  recipient  of  sound-vibrations,  which  do  not  reach  it  through  the 
scala  tympani,  but  through  the  scala  vestibuli  *'  ;  and  adds  that  "  haircells  are  the 
recipients  of  sound  in  all  animals,  and  are  the  real  terminations  of  the  nerves.  The 
hairs  of  Corti's  cells  are  advantageously  placed  to  receive  the  sound-waves  and  to  be 
impressed  by  them — the  sound-wave  being  transmitted  to  them  through  the  mem- 
brana  tectoria.'*  He  suggests  that  *'  the  hairs  vibrate  to  and  fro  with  the  membrana 
lectoria,  as  the  columella  of  the  bird's  ear  vibrates  to  and  fro  with  the  membrana 
tympani ;  that  the  hairs  moving  to  and  fro  as  minute  rods,  convey  the  vibrations  to 
the  fluid  protoplasm  in  Corti' s  cells,  and  that  the  cell  protoplasm  of  Hensen' s  cor- 
puscle, or  the  nucleus,  translates  sound-vibrations  into  nen*e-vibrations  correspond- 
ing in  frequency,  amplitude,  and  form  to  the  sound- vibrations.  The  granules  lining 
the  cell-wall  and  surrounding  the  lower  parts  of  Corti's  cells^  probably  damp  the 
finer  vibrations  ;  if  they  be  viscous^  vibration  must  be  damped,  and  fine  undulations 
lost,  so  that  when  the  sound-waves  penetrate  to  the  basilar  membrane  their  finer 
undulations  have  probably  been  damped  and  extinguished.  On  this  account,  as 
well  as  for  the  other  reasons  already  given,  the  basilar  membrane  appears  to  be  ill 
adapted  for  the  reception   of  sound- vibrations." 

This  theory  was  suggested  to  Rutherford  by  a  consideration  of  the  telephone, 
where  there  is  no  analysis  of  sound-vibrations,  but  a  translation  of  them  into  elec- 
trical impulses  corresponding  in  frequency,  amplitude,  and  form  to  the  sound-waves. 
He  supposes  that  Corti's  cells  resemble  a  receiving  telephone,  by  which  the  vibrations 
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of  sound  are  translated  into  nerve-vibrations.  He  believes  there  is  no  analysis  in 
the  cochlea,  and  that  all  the  hairs  of  Corti's  cells  are  affected  by  every  sound, 
simple  or  complex.  '*  The  nerve-impulses  are  transmitted  to  the  sensory  cells  in  the 
centre  for  hearing,  and  there  of  course  not  retranslated  into  sound-vibrations  as  in 
the  repeating  telephone,  but  into  sensations  varying  in  quality  with  that  of  the  sound- 
vibrations.  On  this  theory  a  single  hair-cell,  nerve-fibre,  and  nerve-cell  would 
theoretically  suffice  for  all  the  different  sound  sensations,  but  its  effect  would  be  too 
slight.  The  great  number  of  hair-cells,  nerve-fibres,  and  sensory  cells  probably 
renders  us  better  able  to  perceive  faint  differences  in  the  qualities  of  sounds,  just  as 
in  the  organ  of  smell  in  some  animals  the  delicate  perception  of  difference  in  quality 
is  associated  with  a  large  number  of  olfactory  cells  and  nerve-fibres." 

Rutherford  maintains  that  his  theory  "  has  the  advantage  of  carrying  the  true 
cause  of  harmony  into  the  sensory  organ.  Helmholtz  never  entertained  such  an 
idea ;  thus  when  the  three  tones  of  a  common  chord,  with  vibrational  numbers  in 
the  relative  frequency  of,  say  400,  500,  and  600  per  second,  produce  a  harmony, 
Helmholtz  said  that  three  different  terminations  in  the  cochlea  are  affected,  and 
through  them  three  different  nerve-fibres  and  nerve-cells ;  he  never  supposed  that 
400,  500,  or  600  nerve-impulses  pass  along  the  different  nerve-fibres,  and  he  there- 
fore left  the  physical  cause  of  harmony  at  the  cochlea,  instead  of  carrying  it  into 
the  sensorium.  He  imagined  that  the  different  sensations  of  pitch  of  tone  must  be 
due  to  a  stimulation  of  different  nerve-cells  in  the  brain,  and  would  thus  have 
attached  a  specific  sensation  to  nearly  every  nerve- cell  in  the  auditory  centre.  His 
theory  is  therefore  deficient  from  a  mathematical  point  of  view,  inasmuch  as 
it  fails  to  show  how  the  sensation  of  harmony  really  depends  on  relations  of 
numbers.*' 

Rutherford  adds  that  "  his  telephone  theory  of  hearing  would  be  scarcely 
admissible  unless  it  could  be  shown  that  it  is  possible  to  transmit  nerve- impulses  of 
great  frequency  along  a  nerve-trunk."  He  pointed  out  that  the  note  given  out  by 
the  wing  of  the  honey  bee  is  A  in  the  treble  clef,  and  therefore  inferred  that  460 
impulses  per  second  must  pass  through  the  nerves  to  the  muscles  of  the  wing  to 
cause  it  to  vibrate  with  a  frequency  of  460  per  second.  By  placing  a  vibrating 
reed  in  the  primary  circuit  of  an  induction  machine,  and  carrying  the  wires  from  the 
secondary  coil  to  the  sciatic  nerve  of  a  rabbit  recently  killed,  he  found  that  as 
many  as  350  electrical  impulses  per  second  could  set  up  the  same  number  of  nerve- 
impulses,  which  were  transmitted  to  the  muscles  of  the  leg,  and  caused  them  to 
emit  in  their  contraction  a  note  having  precisely  the  same  pitch  as  that  of  the  reed 
vibrating  in  the  primary  circuit ;  but  with  vibrations  of  greater  frequency  the  note 
emitted  by  the  muscle  became  impure.  D'Arsonval,  however,  has  more  recently 
shown,  with  the  help  of  a  microphone,  that  about  5000  impulses  per  second  may 
be  transmitted  by  the  sciatic  nerve  of  the  frog.  Rutherford  regards  these  facts  as 
showing  that  the  theory  advanced  by  him  is  tenable. 

He  states  further,  **  The  theory  of  Helmholtz  has  received  support  from  some 
experiments  performed  on  dogs  by  Baginsky  of  Berlin.  He  destroyed  the  apex  of 
the  cochlea  on  one  side,  and  states  that  the  animal  could  no  longer  hear  low  sounds 
on  that  side.  In  other  dogs  he  destroyed  the  first  turn  at  the  base  of  the  cochlea 
on  one  side,  and  states  that  the  animal  lost  the  power  of  hearing  high  tones  on 
that  side.  These  experiments  suit  the  theory  of  Helmholtz  exactly ;  but  it  must  btf 
difficult  to  localise  a  lesion  in  the  cochlea  of  an  animal  where  it  is  buried  in  bone. 
Such  experiments  would  be  easier  in  the  guinea-pig,  where  the  cochlea  projects 
free ;  and  it  has  been  found  that  destruction  of  the  apex  of  the  cochlea  in  the  guinea- 
pig  does  riot  appear  to •  render  the  animal  unable  to  hear  low  tones,  as  should  be 
expected  on  the  Helmholtz  theory. 

**  Observations  on  the  human  subject  in  relation  to  this  matter  are  of  greater 


PHYSIOLOGICAL   OBSERVATIONS,  125 

value  than  those  on  animals,  because  the  individual  can  actually  say  when  he  hears 
or  does  not  hear.  A  remarkable  case  is  recorded  by  Stepanow  of  Moscow,  in  the 
Monatsschrift  fur  Ohrenheilkunde  (Berlin,  April  1886,  p.  116).  The  case  was  that 
of  a  young  man  who  received  a  severe  blow  on  the  left  ear,  which  led  to  suppura- 
tion in  the  temporal  bone,  and  eventually  to  exfoliation  of  the  apical  portion  of 
the  left  cochlea.  The  sequestrum  showed  the  upper  one  and  a  half  turns  of  the 
cochlear  tube.  Stepanow  perceived  the  importance  of  this  in  relation  to  the 
Helmholtz  theory,  and  he  invited  several  colleagues  to  examine  the  state  of  hearing 
in  the  two  ears.  They  found  no  loss  of  sensation  for  low  tones  in  the  left  ear. 
The  man  could  hear  with  the  left  all  the  tones  he  heard  with  the  right  ear.  He 
therefore  concluded  that  the  case  rendered  the  '  piano'  theory  of  hearing  suggested 
by  Helmholtz  untenable.  Stepanow  suggested  no  other  theory."  Rutherford 
regards  this  case  as  supporting  the  theory  published  by  him  in  September  of  the 
same  year. 

**  In  some  cases  of  deafness,  particular  notes  of  the  scale  cannot  be  heard. 
Hdagnus  relates  a  case  where  the  person  was  deaf  to  F,  F  J,  G,  G}J,  and  A  of  the 
treble  clef  in  the  ear  of  one  side.  At  death  it  was  found  that  in  the  ear  on  the 
partially  deaf  side  there  was  calcification  of  the  orbicular  ligament  and  anchylosis 
of  the  inco-stapedial  joint."  Rutherford ^o^s  not  regard  such  a  case  as  necessarily 
opposed  to  his  theory,  although  at  first  sight  it  may  appear  so.] 

The  literature  concerning  the  physiological  significance  of  the  semicircular 
canals  has  increased  to  an  unusual  extent,  but  the  question  is  not  yet  quite  settled. 
Flaurens  ^  has  demonstrated  in  the  case  of  pigeons  that,  if  one  cuts  through  their 
anterior  (superior)  or  their  posterior  membranous  semicircular  canals,  they  move  the 
head  from  before  backwards,  and  at  the  same  time  are  inclined  to  fall  forwards  if 
the  anterior,  and  to  tilt  backwards  if  the  posterior  canal  be  divided.  If  the  external 
(horizontal)  canal  be  cut,  nystagmus  occurs  ;  the  animal  moves  the  head  from  side 
to  side,  and  makes  efforts  to  turn  itself  round  its  long  axis.  If  several  of  the  canals 
be  divided  at  one  time,  there  appear  complicated  disturbances  of  movement.  These 
experiments,  which  were  often  repeated,  show  that  in  the  semicircular  canals  we  have 
the  peripheral  organs  for  the  maintenance  of  equilibrium — i.e.,  the  organs  intended 
to  bring  about  the  knowledge  concerning  our  position  in  space.  But  experiments 
on  animals  alone  cannot  answer  this  question  in  a  satisfactor}'  manner.  From  the 
delicate  structure  of  the  semicircular  canals  one  can  readily  conclude  with  proba- 
bility that  these  structures  are  concerned,  not  only  in  the  function  already  mentioned, 
but  that  they  play  a  part  in  the  act  of  audition.  We  shall  refer  again  to  this 
question.* 

The  stimulation  of  the  auditory  nerve,  from  its  position  concealed  deeply  in  the 
bone,  can  only  take  place  by  mechanical  concussion,  or  by  electrical  stimulation. 
Volta  heard  a  noise  when  he  conducted  an  electric  current  through  the  ear. 
Ritter  considers  that  he  has  produced  even  musical  perceptions  of  tone  by  means 
of  electricity  ;  while  Ed,  Weber  could  obtain  no  such  effect.    It  is  indisputable  that 

*  Compt.  Rend.  1828;  Rcchcrch.  Exper.  etc.  1842. 

['  SUiner  (Die  Functionen  des  Centralnervensystems,  Braunschweig,  vol.  ii.,  and 
Deutsche  Med.  Woch.,  November  1889)  has  found  that,  when  the  membranous  canals  of 
sharks  have  been  excised,  and  the  animals  then  returned  to  water,  there  is  no  disturbance 
of  locomotion.  If,  however,  the  auditory  nerve  be  stretched,  or  the  ossicles  pulled  upon, 
locomotion  is  interfered  with.  He  found  the  same  disturbance  of  locomotion  to  be  produced 
by  stretching  the  nerve,  although  the  canals  had  not  been  disturbed.  These  experiments 
were  confirmed  in  lizards  and  frcgs,  and  would  tend  to  show  that  the  canals  are  not  necessarily 
associated  with  equilibration,  and  that  the  disturbance  of  locomotion  has  probably  a  central 
cause  in  the  medulla.  For  further  particulars  as  to  the  theories  regarding  the  functions  of 
the  semicircular  canals,  reference  may  be  made  to  the  observations  of  Goltz  (Pfluger's  Archiv, 
vol.  iii.,  1870)  ;  Crum  Brown  (Journal  of  Anat.  and  Phys.,  1874,  vol.  viii.,  p.  327,  and  in 
Nature,  vol.  xviii.,  pp.  633  and  657) ;  Mach  (Bewegungsempfindungen,  Leipzig,  1875;  >  ^yon 
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even  a  strong  electric  current  may  be  applied  in  many  persons  with  normal  hearing, 
without  the  perception  of  sound  being  produced  ;  while  in  others,  the  least  electric 
irritation  produces  even  troublesome  noises  in  the  ear.  This  will  again  be  referred 
to  more  in  detail. 

The  auditory  nerve  is  of  course  most  frequently  stimulated  by  oscillations  of 
sound  which  are  produced  in  the  outer  world.  These  probably  strike  both  auditory 
organs  at  the  same  time,  or  with  only  an  extremely  short  interval  between  the  two 
impulses.  That  they  are  perceived  by  us  as  one  sensation,  notwithstanding  that 
both  nervi  acustici  are  stimulated,  is  a  matter  of  cultivation,  according  to  which  we 
acquire  in  time  the  capacity  to  leave  the  perceptions  aside,  and  to  retain  firmly  only 
the  conception  of  their  cause  {Ludwig), 


(Recherches  ^xpcrinientales  sur  Ics  fonctions  des  Canaux  semi-circularcs) ;  Breuer  (Jour, 
of  Physiol.,  1889),  and  Ewald  (PflQger's  Archiv,  1889,  vol.  xliv.,  and  Centralblatt  fOr  med. 
Wi&s.,  1890) ;  while  a  succinct  account  of  the  different  theories  will  be  found  in  McKcndrick's 
"  Physiology,*'  vol.  ii..  chap.  viii.  £tt/rt/(rf(Physiologischc  Untersuchungen  ueber  das  Endorgan 
des  Nervus  Octavus.  Wiesbaden,  1892)  has  recently  published  in  extenso  his  experimental 
investigations  on  the  functions  of  the  labyrinth.  His  results  are  in  accordance  with  the  views 
of  Goltz  that  the  utricle,  saccule,  and  the  semicircular  canals  with  their  ampullae,  constitute 
an  organ  of  special  sense  unconnected  with  audition.  Their  function  is  described  as  the 
maintenance  of  labyrinth-tonus ;  impairment  of  which  is  manifested  by  peculiar  and  as  yet 
insufficiently  defined  motor  derangements,  which  may  be  summarised  as  a  failure  in  the 
precision  of  muscular  action.^ 
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CHAPTER    L 


EXAMINATION  OF  PATIENTS. 
General  Symptoms— Subjective  Symptoms. 

JUST  as  derangements  of  individual  organs  may  affect  the  health  of  the 
body  as  a  whole  by  reason  of  the  intimate  connection  of  its  different 
parts ;  so  on  the  other  hand,  so-called  general  disorders  and  morbid 
states  of  vital  structures,  particularly  of  the  nervous  system,  may  evoke 
not  only  slight  disturbances  in  the  organs  of  special  sense,  but  may  also 
influence  in  a  marked  degree  the  course  of  affections  primarily  originating 
in  these.  The  close  relations  existing  between  the  various  parts  of  the 
body  necessitate  therefore  the  investigation,  not  only  of  the  state  of  the 
organs  of  hearing,  but  also  of  the  general  condition  of  the  patient  in  its 
widest  sense. 

It  is  advisable  to  direct  attention   in  the  first  place  to  the  general 

Organism,  and  afterwards  to  the  ear ;  as  in  this  way  certain  particulars  may 

'>e  brought  out  which  otherwise  might  remain  unnoticed.     With  reference 

fo  tlie  general  examination,  it  is  to  be  observed  that  special  attention  should 

lie  paid  to  the  condition  of  those  parts  which  stand  in  close  anatomical  or 

physiological  relationship  to  the  ear.     A  neighbouring  new  formation,  for 

instance,  may  induce  important  disturbances  by  pressure  on  vessels,  or  by 

mociifying   the  relations  of  the  different   auditory   cavities,    without  any 

ass-ociated  morbid  change  in  the  auditory  structures  themselves.     Again, 

vat'ious  affections  of  the  circulatory  system,  or   of  the   central    nervous 

system,   may  superinduce  subjective  symptoms  in   the   ear  without  any 

sir\ictural  disease  being  necessarily  present. 

The  general  examination  being  completed,  the  state  of  the  auditory 
otgans  must  be  investigated  on  a  definite  plan.  It  is  usually  better  to 
begin  with  the  subjective  symptoms;  allowing  the  patient,  or  should  this 
be  impracticable^  one  of  his  friends,  to  relate  the  history  of  the  case  ;  taking 
care  meanwhile  to  avoid  putting  leading  questions.  It  is,  as  suggested, 
desirable  to  carry  out  the  inquiry  in  a  definite  order.  The  following  is  that 
^ptcd  by  the  author. 

(a)  Age,  occupation,  and  mode  of  life  of  patient. 

(6)  Family  history — especially  as  regards  ear  disease. 


(r)  Duration  and  previous  course  of  the  disease. 

(d)  Nature  of  previous  treatment. 

(e)  Other  diseases  from  which  the  patient  has  suffered,  with  their 
treatment, 

(/)  The  effect  of  various  circumstances  upon  the  ear  affection  :  e.g.^ 
weather  changes,  aherations  in  persona!  habits,  etc* 

(g)  Subjective  symptoms,  not  only  aural,  but  general ;  and  amongst 
the  latter,  the  patient's  psychological  condition. 

(/j)  Special  examination  of  the  hearing  power. 

With  regard  to  the  duration  of  the  ear  disease,  the  statements  of  the 
patient  or  his  friends  should  be  received  with  much  reservation.  Most 
aural  affections  begin  without  pain  or  conspicuous  derangements  of 
function  ;  the  failure  often  creeping  on  unperceived,  and  thus  being  easily 
overlooked  at  its  commencement.  Especially  is  this  the  case  when  one  ear  , 
alone  is  affected,  or  the  other  but  very  slightly  disordered  in  function.  The 
comparatively  healthy  ear  may  tolerably  well  meet  the  hearing  necessities 
of  the  patient,  and  only  when  an  increased  failure  occurs  does  it  become  i 
perceptible  either  to  himself  or  to  others.  Or  among  the  less  intelligent 
and  less  careful  class  of  patients,  their  deficiency  may  be  brought  home  to 
them  only  by  disinclination  for  their  society  show^n  by  their  friends,  or 
perhaps  by  the  supervention  of  noises  in  the  ear  as  well.  In  this  way 
secondary  changes,  such  as  extensive  opacities  of  the  drum-membrane,, 
contraction  of  the  tubes,  or  atrophy  of  various  structures  which  may 
have  taken  years  to  develop,  are  often  found  in  patients  who  consider 
their  malady  to  be  one  of  days  only. 

With  respect  to  the  inquiry  as  to  the  occurrence  of  other  diseases,  past 
or  present,  special  attention  is  necessary  concerning  such  as  may  injuriously 
affect  the  ear,  and  particular  care  in  assisting  the  recollection  of  the  patient 
may  be  needed  to  elucidate  this  matter.  Unimportant  affections  of  the 
mucous  membrane,  common  enough  in  the  naso-pharyngeal  space^ 
frequently  remain  unnoticed  by  the  patient.  Such  conditions  are  among 
the  most  common  causes  of  ear  disease.  Years  may  have  elapsed  between 
the  disappearance  of  such  ailments  and  the  establishment  of  any  con- 
spicuous auditory  derangement ;  the  patient  only  remembering  what  he 
had  regarded  as  insignificant  after  it  has  been  recalled  to  his  recollectiork 
by  direct  inquiry. 

[The  great  importance  of  examining  the  nasal  and  naso-pliaiyilgeal  fegions  in 
cases  of  ear  disease  cannot  indeed  be  over-estimated.  It  maybe  stated,  without 
risk  of  exaggeration,  that  two-thirds  at  least  of  the  total  number  of  aural  affections 
of  all  kinds  are  attributable  to  morbid  conditions  of  the  nose  and  throat  and  their 
consequences.  When^  therefore,  the  universal  prevaknce  of  these  ailments  in  our 
variable  climate  is  borne  in  mind,  the  necessity  becomes  at  once  evident  for  atteo- 
tion  to  the  regions  in  question.  It  will,  in  fact,  be  found  practically  impossible  to 
treat  ear  disease  effectually  without  constant  regard  and  care  for  the  state  of  the 
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throat  and  nose.  On  the  other  hand^  the  neglect,  in  early  years,  of  this  fundamental 
truth  may  with  equal  certainty  be  regarded  as  the  cause  of  innumerable  cases  of 
incurable  deafness  in  adult  life. 

The  methods  by  which  aural  affections  are  brought  about  in  this  connection 
may  be  thus  briefly  indicated  :  — 

1.  Direct  extension  of  pathological  processes — e.g.,  catarrh  or  septic  inflam- 
mation. 

2p  Mechanical  obstruction. 

{a)  Direct— *f.^.»  nasal  stenosis,  adenoid  growths,  polypi. 
(^)  Indirect — e.g.^  interference  with  the  action  of  the  tubal  muscles,  as  from 
enlarged  tonsils. 

J.  Reflex  :  by  exciting  auditory  subjective  phenomena,  or  by  producing  paresis 
of  the  tubal  muscles.] 

Serious  disorders  even,  particularly  those  of  less  evident  connection 
with  disease  of  the  ear,  are  frequently  ignored  ibr  the  same  reason  ;  and  it 
IS  therefore  advisable  to  make  definite  inquiry  regarding  all  such  affections 
as  are  liable  to  be  followed  by  ear  trouble. 

It  is  useful  to  discover  any  conditions  which  may  possibly  exist 
influencing  for  better  or  worse  the  special  disorder  under  investigation  ; 
and  in  this  connection  passing  reference  may  be  made  to  the  influence  of 
changes  in  the  weather  upon  that  commonest  of  ear  affections,  middle  ear 
catarrh. 

In  reference  to  subjective  aural  pkenomtna ;  in  the  first  place  those 
of  the  ner\^es  of  common  sensation,  and  afterwards  those  exhibited  by  the 
auditory*  nerve,  will  demand  consideration*  Regarding  the  former,  it  should 
be  noted  whether  the  patient  has  pain  in  the  ear,  and  whether  such  pain  is 
restricted  to  it,  or  is  felt  also  in  other  parts  of  the  head  ;  or  perhaps  whether 
it  may  be  quite  limited  to  some  part  of  the  head.  Other  parts  of  the  body, 
particularly  the  structures  of  the  naso-pharyngeal  region  or  the  different 
parts  of  the  throat,  may  also  be  or  may  have  been  the  seat  of  pain. 

If  pain  exist,  its  nature  should  be  inquired  into  :  whether  it  be  constant 
or  periodical  only  ;  and  in  the  latter  case  perhaps  appearing  only  at  night- 
time ;  whether  the  pain  be  increased  by  pressure  upon  any  structures,  and 
if  so,  which ;  etc. 

Attention  must  also  be  directed  to  the  occurrence  of  abnormal  sensa- 
tions in  connection  with  certain  functions^ — i\g.^  swallowing,  blowing  the 
nose^  or  sneezing. 

In  regard  to  the  elucidation  of  phenomena  in  connection  with  the  central 
nervous  system,  various  points  may  require  investigation.  Thus  the  exist- 
ence of  fever,  and  the  nature  of  such  fever,  must  be  determined.  Then  as 
to  giddiness  ;  whether  this,  if  present,  be  constant  or  only  occasional ;  and 
whether  apparently  due  to  any  definite  cause  ;  as  well  as  the  manner  in 
which  the  attacks  come  on,  and  whether  they  be  accompanied  or  not  by 
vomiting. 

Psychical  disturbances  may  also  manifest  themselves  ;  as  in  the  form  of 
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defective  comprehension,  weakness  of  memory,  absence  of  mind,  depression 
reaching  even  to  melancholy,  and  so  on. 

Respecting  the  function  of  the  auditory  nerve,  derangements  may  exhibit 
themselves  in  two  ways.  First,  in  either  absolute  or  partial  failure  to 
represent  to  the  brain,  as  sound,  an  external  auditory  stimulus.  When  the 
loss  of  function  is  not  complete,  it  may  be  manifested  in  either  a  quantita- 
tive or  a  qualitative  direction.  Secondly,  auditory  sensations  may  be 
present  for  which  no  corresponding  external  auditory  stimulus  exists. 
These  subjective  auditory  sensations  {noises  in  the  head)  may  differ  greatly 
in  different  ear  affections. 

While  in  regard  to  subjective  auditory  sensations,  we  are  entirely 
dependent  upon  the  statements  of  the  patient,  the  examination  of  the 
hearing  in  response  to  external  stimulation  is,  on  the  other  hand,  of  a  more 
objective  character;  although  even  here  the  results  cannot  be  adopted 
with  the  certainty  of  scientific  exactitude,  especially  when  we  are  con- 
cerned with  only  one  ear. 

Respecting  these  subjective  sensations,  inquiry  is  to  be  made  as  to  their 
nature,  duration,  and  locality. 

They  are  described  by  patients  in  various  ways.  Sometimes  they  are 
spoken  of  as  simple  tones,  such  as  the  striking  of  a  clock,  singing  of  a  bird, 
whistling  of  a  locomotive, — sometimes  as  like  other  common  noises,  as 
the  bubbling  of  water,  blowing  of  the  wind,  or  as  a  buzzing  or  a  hissing  noise. 
Sometimes  different  sounds  are  heard  by  the  same  patient,  either  at  the 
same  or  at  different  times.  In  some  cases  again,  melodies  and  even 
harmonies  are  heard,  and  these  may  perhaps  change.  And  in  certain  rare 
cases,  in  which  no  mental  disturbance  is  present,  even  words  or  sentences 
are  stated  to  have  been  heard ;  though  in  such  patients  mental  derange- 
ment does  come  on  later  almost  without  exception. 

With  regard  to  the  duration  of  these  noises  in  the  head,  it  should  be 
noted  whether  they  are  constantly  present,  or  occasionally  only.  Inquiry 
must  also  be  made  as  to  the  duration  of  the  intermissions,  and  whether  the 
noise  changes  from  time  to  time  ;  whether  it  becomes  more  or  less  loud 
in  different  positions  of  the  body  or  of  the  head,  or  by  pressure  on  the 
vessels  of  the  neck  or  on  the  mastoid  process  ;  whether  or  not  it  disturbs 
the  patient's  rest,  and  whether  it  has  existed  from  the  commencement  of  the 
affection,  or  only  appeared  during  its  course  ;  whether,  too,  it  has  since  its 
onset  increased  or  decreased  in  intensity ;  and  whether  perhaps  improvement 
has  followed  on  any  particular  treatment. 

Attention  must  be  directed  to  the  part  of  the  head  in  which  the  sound 
is  said  in  some  instances  to  be  perceived,  and  also  the  direction  from  which 
in  others  it  seems  to  have  proceeded.  In  the  majority  of  cases,  the  noises 
seem  to  be  in  the  ear  itself.  In  some,  however,  they  are  stated  to  be 
present   in   the   whole   of  the   head,   or  perhaps  in    particular   regions, 


generally  the  back  part.  Other  patients  again ^  refer  the  sound  to  some 
place  outside  the  body,  and  this  locality  itself  may  appear  to  change  during 
the  course  of  the  disease*  Sometimes  the  apparent  place  of  origin  of  the 
noise  moves  from  the  cranium  towards  the  ear,  and  even  farther  outwards  ; 
while  at  others  the  reverse  is  the  case  ;  the  first  mentioned  being  of  more 
favourable  prognosis  than  the  latter. 

Difficult  as  it  may  be  with  our  present  physiological  knowledge  to 
comprehend  the  differences  of  these  various  noises  in  the  head,  it  is  never* 
thelesSi  as  experience  shows,  important  to  note  them,  if  only  from  their 
bearing  on  the  prognosis  of  the  affection. 

The  investigation  of  these  subjective  auditory  sensations  should  not 
be  concluded  without  establishing  the  fact  whether  or  not  they  cannot  also 
be  heard  by  the  observer.  Such  objectivdy-perceptibk  subjective  sounds  (so 
called)  have  frequently  been  observed  by  the  author  after  even  3^ears  of 
previous  treatment.  When  present,  they  may  sometimes  be  perceived  by 
the  unaided  ear,  when  brought  close  enough  to  that  of  the  patient ;  while 
in  others,  the  otoscope  may  be  needed  for  their  recognition.  Inasmuch 
as  noises  of  this  nature  may  be  tntenuiiteut^  it  is  obvious  that  frequent 
examination  should  be  made  during  the  course  of  the  affection  in  order  to 
determine  their  existence.  Further  details  on  this  subject  will  be  given 
later  on. 

Testing  the  Hearing  Power. 

The  estimation  of  the  hearing  power  admits  of  much  greater  precision 
than  that  of  the  subjective  symptoms,  as  already  noticed.  But  even  here 
absolute  exactitude  cannot  be  arrived  at,  inasmuch  as  external  auditory 
stimuli  affect  both  ears,  so  that  in  testing  the  condition  of  one,  being 
unable  to  entirely  exclude  the  activity  of  the  other,  we  are  again  dependent 
to  a  certain  extent  on  the  patient's  account  of  his  sensations. 

The  following  experiment  was  made  by  Dentiert}  in  order  to  determine  whether 
it  be  possible  wholly  to  suspend  the  receptive  function  of  one  ear  while  estimating 
the  hearing  power  of  the  othtT.  In  a  girl  seven  years  of  age,  who  after  scariet  fever 
had  lost  by  necrosis  the  entire  labyrinth  on  the  left  side,  the  right  external  auditory 
cana]  wab  filled  up  to  the  tympanic  membrane  with  damp  lint  and  cotton-wool.  The 
auricle  also  was  similarly  filled,  and  over  this  some  thick  moistened  pasteboard  discs 
were  fastened  by  a  bandag^e,  a  wet  cloth  bein^  finally  bound  over  the  ear.  Tuning"- 
forks  for  deep  tones  (to  C*)  were  not  heard  in  the  neighbourhood  of  the  affected  ear^ 
but  higher  tones  (C*,  O,  O)  were  perceived,  and  equally  loudly,  whether  the  ear  was 
closed  or  not.  Quickly  whispered  words,  words  easily  understood,  and  ordinaiy 
conversation  were  for  the  most  part  also  heard  ;  but  low  whispering  was  not.  From 
this  experiment,  Denntrt  concluded  that  in  testing  the  hearing  power  of  a  dull  or 
deaf  ear«  the  perceptive  capacity  of  the  other  healthy  ear  could  not  be  elimiJiated. 


♦  "Zur  Ceh5rprQfung  aul  Gmnd  einer  Beobachtimg  von  Nekrose  des  Vorhofes»  dcr 
hAlbziriccll'Ormigen  Gangc  und  dcr  Schtieckc."*  Archiv  fQr  Obrenhcilkunde,  xiii.  Bd., 
Scite    19. 
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As  a  rule,  it  is  well  to  test  the  hearing  repeatedly  and  under  similar 
conditions  with  the  same  test-apparatus,  basing  conclusions  upon  the 
accumulated  results  of  the  examinations.  The  methods  which  are  in 
ordinary  use  comprise  the  watch^  the  tuning-fork  or  other  sounding 
instruments^  and  speech. 

I.    Testing  with  the  Watch. 

Of  all  hitherto  known  methods  this  is  the  most  constant;  but  as  it  only 
estimates  the  capacity  for  the  perception  of  two  weak,  undefined  sounds 
(tick-tack),  the  examination  is  an  imperfect  one.  Nevertheless  it  is  first 
used,  both  from  its  convenience  and  from  its  constancy  in  respect  of  the 
intensity  of  the  sounds  produced.  As  a  matter  of  course,  the  same  watch 
must  be  used  in  the  same  case  throughout ;  and  it  is  advisable  that  it  should 
emit  as  little  accessory  noise  as  possible  besides  the  two  sounds. 

Before  using  a  given  watch,  it  is  necessary  to  fix  the  normal  hearing 
distance  with  it  for  the  healthy  ear  in  as  many  cases  as  possible.  It  is 
advantageous  too,  to  have  watches  which  emit  sounds  of  different  degrees 
of  loudness,  so  that  the  louder  one  may  be  used  for  very  deaf  persons.  Stop- 
watches are  sometimes  used ;  but  they  are  expensive,  easily  damaged,  and 
not  really  necessary. 

The  examination  is  to  be  carried  out  in  the  following  way.  The 
patient  having  closed  his  eyes,  and  also  with  his  finger  the  ear  not  being 
tested,  the  watch  is  brought  towards  the  ear  from  a  distance  at  which  it  is 
not  heard,  to  a  point  at  which  the  sounds  are  just  perceived.  This  should 
be  repeated  to  insure  accuracy,  and  the  patient's  eyes  should  be  kept 
closed  throughout,  otherwise  the  result  cannot  be  depended  upon.  As  a 
control  test,  the  watch  may  be  approximated  to  and  removed  from  the  ear 
from  the  point  at  which  it  was  first  heard,  when  it  should  of  course  be 
heard  respectively  more  and  less  distinctly. 

It  is  best  to  bring  the  watch,  as  described,  from  a  distance,  until  a  point  is 
reached  at  which  it  is  just  heard,  rather  than  remove  it  from  the  ear  to  that  point. 
The  auditory  nerve,  once  stimulated  by  a  given  sound,  is  for  a  short  time  afterwards 
more  sensitive  than  it  otherwise  would  have  been.  On  this  account,  the  greatest 
hearing  distance  for  a  given  watch  when  gradually  withdrawn  from  the  ear  is 
greater  than  when  it  is  gradually  brought  near  from  a  distance  at  which  it  is 
not  heard. 

Whether  the  watch  can  be  heard  or  not  at  any  distance  from  the  ear, 
it  is  always  well  to  examine  also  with  it  the  sound-conducting  power  through 
the  cranial  bones.  The  watch  should  be  brought  into  contact  with  the  head, 
and  if  heard,  it  should  be  noted  whether  this  be  only  on  firm  pressure  or  on 
mere  contact.  The  positions  usually  selected  are  the  base  of  the  zygoma 
and  the  mastoid  process.     If  the  results  be  negative,  other  points  should  be 


tried,  as  it  sometimes  happens  that  sound  can  be  communicated  from  some 
ether  pointy  but  not  from  one  of  those  named. 

The  conducting  power  of  the  cranial  bones  diminishes  with  advancing  age  ;  and 
instances  are  not  rare  where  at  sixty  and  upwards  they  fail  to  conduct  sound,  even 
when  it  is  heard  in  the  ordinary'  way  through  the  air*  It  is,  however,  not  in 
accordance  with  the  author's  experience  that  such  incapacity  is  at  all  commoQ  in 
persons  under  sixty  whose  hearing  is  otherwise  good. 

In  denoting  the  hearing  power,  it  is  customary  to  use  as  a  symbol  a  fraction, 
the  numerator  of  which  represents  the  hearing  distance  in  the  given  case,  and  tlit- 
denominator  the  normal  hearing  distance  for  the  same  watch.'  Thus,  if  a  watch 
can  be  heard  at  a  distance  of  loo  cm.  by  a  healthy  ear,  and  be  heard  only  at  a 
distance  of  5  cm*  in  the  case  under  examination,  the  hearing  distance  is  wTitten  ^l^. 
If  the  watch  be  heard  only  on  contact  with  the  external  ear,  this  may  be  denoted 
**a'*  (auricula)  J  if  on  contact  w*ith  the  zygoma,  *' a: " ;  and  when  pressed  on  the 
mastoid  procesSi  "  m.**  Other  points  on  the  head  al  which  the  watch  is  heard 
may  be  simiJarly  described.  If  the  watch  be  not  heard  at  all,  this  may  be  signified 
by  **  o/' 

[Front-  also  suggests  the  following  abbreviations  with  a  view  of  simplifying  and 
of  adapting  this  method  of  notation  for  international  use:  ''  A.D,^  auris  dextra, 
instead  of  right  ear,  or  R.E,  \  ^.^., auris  sinistra  ;  P,A.^  P.,  aud.,potentia  auditils, 
hearing  power;  T'l,  vox,  the  spoken  voice  ;  J'^.,  vox  susurrata,  whispered  voice, 
or  simply  JP.,  susurrus,  a  whisper  ;  H,^  horologium,  the  watch, 

"  If  the  system  should  become  general^  then  the  formula  PA,  AD,  H,  ^  JJ, 
would  to  all  otologists  represent  the  fact  that  a  watch  that  should  be  heard  at 
36  inches  was  heard  by  the  right  ear  of  the  parient  at  a  distance  of  iz  inches;  the 
formula  PA,  AS,  yS,  —  j*",,  would  mean  that  the  whispered  voice  was  heard  by 
the  left  car  at  6  inches  that  should  have  been  heard  at  36  inches.''] 

In  testing  the  hearing  by  the  watch,  as  well  as  in  those  methods 
described  further  on,  the  following  points  must  also  be  considered: — 

(a J  The  interval  of  time  which  elapses  before  the  sound  is  perceived 

(fi)  The  place  at  which  the  patient  perceives  the  auditory  sensation. 

(7)  Whether  or  not  sounds  are  appreciated,  as  regards  their  character 
and  duration,  in  the  same  manner  by  the  affected  as  by  the  healthy  ear. 

The  auditory  nerve  sometimes  exhibits  a  tardiness  in  its  functional 
activity,  whereby  the  sound  is  heard  on  the  affected  side  only  after  the 
expiration  of  a  certain  interval  of  time.  If  this  interval  be  considerable, 
then  as  a  rule  there  exists  an  erroneous  belief  on  the  part  of  the  patient 
as  to  his  hearing  capacity.  Many,  especially  very  deaf  persons,  are  very 
imaginative.  i\lter  hstening  for  a  time  in  the  expectation  of  hearing  a 
sound,  they  come  at  last  to  persuade  themselves  that  they  really  do 
perceive  it.  The  error  becomes  at  once  evident,  however,  if  the  watch  be 
moved  nearer  to  and  farther  from  the  ear  while  the  eyes  are  shut;  for  the 
answers  received  will  not  correspond  with  what  they  ought  to  do.     With 


*  Knapfit  **  Eine  system atischc  Metbode  zur  Bestimmung  und  Aufzekhnung:  der  HOr- 
wdtiMrft,"  Archiv  far  .\ugen-  utid  Ohrcnheilkunde,  iii.  Bd.,  u  Abth,,  S.  186  u.  ff.— /♦  S.  Proui^ 
"Boston  Med.  and  Surgical  Journ."  (29  Feb,,  lS72>, 

*  Roosa,  **  Trtatiae  on  the  Diseases  of  the  Ear, '  Seventh  Edition,  p.  48. 
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Fig.  55- 
Tuning-fork  with 
movable  clamps. 


children  especially,  extra  care  is  needed  in  estimating  the  value  of  their 
statements,  as  they  usually  answer  readily  in  the  affirmative,  whether  they 
hear  the  sound  or  not. 

It  should  not  be  forgotten  to  determine  whether  sounds  are  really 
perceived  by  the  ear  under  examination  or  by  the  other  ear,  and  also 
whether  or  not  the  direction  of  the  sound  be  correctly  appreciated. 

It  ought  likewise  to  be  remembered  that  the  sounds  of  the  watch  are  heard 
better  with  the  glass  turned  towards  than  away  from  the  ear.  Lastly,  the  hearing 
power  varies  somewhat  with  variations  in  external  conditions,  such  as  in  larger  or 
smaller,  noisy  or  quiet  rooms.  These  circumstances  must  therefore  be  taken  into 
consideration  in  estimating  the  result' 

2.  Investigation  of  the  Capacity  for  Perception  of  Tone. 
For  this  purpose,  sounding  instruments  of  varying  intensity,  pitch, 
and  character  are  used,  and  the  examination  is  made  in 
the  same  way  as  in  testing  with  the  watch.  Ordinarily, 
differently  toned  tuning-forks  are  employed,  the  sound 
being  conducted  either  through  the  air  or  through  the 
cranial  bones;  the  tuning-fork  in  the  latter  case  being 
placed  on  the  crown  of  the  head  or  some  other  point 
Tones  of  varying  pitch  and  intensity  are  produced  by 
the  use  of  tuning-forks  of  different  sizes.  According  to 
Politzer^-  those  with  rounded  branches  give  out  fewer 
overtones  or  harmonics  than  those  with  square  ends.  The 
same  tuning-fork  may  be  made  to  produce  different  tones 
by  providing  it  with  movable  metal  clamps  {KOnig) 
(Fig.  55,  AT).  The  higher  up  the  clamp  is  fixed  on  the 
branch,  the  deeper  is  the  tone.  According  to  Kiesse/bach, 
the  weight  of  the  clamp  deepens  the  tone,  the  highest  note 
being  emitted  by  the  simple  tuning-fork  without  the  clamps. 
Bing  has  recommended  the  use  of  short  pieces  of  india- 
rubber  tubing  instead  of  the  clamps.  They  may  be  drawn 
down  the  branches  of  the  tuning-fork,  and  if  not  at  hand 
may  be  replaced  by  pieces  of  ordinary  bandage. 

Magnus '  uses  a  tuning-fork  marked  with  lines  corresponding 
to  the  different  tones  produced  by  adjusting  movable  metal  rings. 
According  to  him  the  effect  of  tones  can  be  less  easily  limited  to 
one  ear  alone  than  that  of  noises. 


['  The  sounds  of  a  watch  are  also  said  to  be  intensified  under  thefollowing  conditions : 
viz.,  immediately  after  being  wound  up;  when  held  in  the  patient's  own  hand  ;  or  when  hdd 
in  the  palm  of  the  examiner  s  hand.] 

-  "Neue  Untersuchungen  Uber  die  Anwendung  von  Stimmgabeln  zu  diagnostischen 
Zwecken  bei  Krankheiten  des  GehOrorganes."     Wiener  medicinische  Wochenschrift,  l868. 

'  "Ein  Fall  von  particller  Lahmung  des  Corti'schcn  Organes."  Archiv  fQr  Ohrenheil- 
kunde,  ii.  Bd.,  4  Heft,  S.  271. — Bcricht  tiber  den  internationalen  medicinischen  Congress  in 
Amsterdam,  1879. 
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Fig.  56. 


Gscar  VRv/f  makes  use  of  rod-like  tuning-forks,  some  being  tuned  to  C°and 
atiiG:ars  to  A\  The  C  fork  can  be  heard  only  at  a  distance  of  a  few  inches  from 
tlie  ^tsLTf  and  is  therefore  very  suitable  for  testing  one  ear  alone  :  it  must  not,  how- 
ever, be  struck  too  strongly,  as  the  harmonics  may  then  be  produced,  and  perceived 
by  t:l~i.c  other  ear. 

^^or  atrial  conduction,  Luccb  recommends  forks  emitting  tones  of  very  different 
pit:<rb. — e.g.,  C  and  C".  In  testing  bone  conduction,  on  the  other  hand,  tuning- 
fork^  of  lower-pitch,  with  few  harmonics,  are  best  (Cand  C).  The  harmonics  may 
be  ^^'oided  by  grasping  the  roots  of  the  prongs  firmly,  and  after  striking,  letting 
tti.e¥T-»  go.  In  order  to  make  the  tones  also  of  high- 
pi  tc^lricd  tuning-forks  distinctly  perceptible  in  bone  con- 
d-viction,  Luccc  recommends  the  use  of  a  short  steel 
cylinkcier.  This  is  placed  on  the  mastoid  process  or  in 
tlie  auditory  canal,  and  the  stem  of  a  strongly  vibrating 
tuning-fork  is  to  be  then  brought  into  gentle  contact 
"^'^tl^     the  cylinder. 

^elmholtz^  has  constructed  an  electro-magnetic 

^^^^^'^g'/ork,  with  the  view  of  producing  an  equable 

a.nci   cronstant  tone.     It  is  fastened  upon  a  small  board 

co\r^xed  with    indiarubber,   to    prevent    conduction    of 

^'>bx-^tion ;    and    the    prongs    of  the   fork    are    placed 

^tr^reen  the  poles  of  an  electro^magnet.     The  rapidity 

^^  tilae  constantly  changing  currents  in  the  coils  of  the 

clecrtro-magnet  is  so  arranged  as  to  be  in  correspondence 

""^tlx    the  rapidity  of  vibration  of  the  branches  of  the 

tUQixig-fork.     Lucct^  has  modified  the  apparatus  by  the 

*d<iition  of  screws,  by  which  the  branches  of  the  electro- 

™*-STiet  may  be  moved  nearer  to  or  farther  from  those 

o^"t:l:i.e  tuning-fork. 

Per  the  examination  of  patients  so  deaf  that  they 
cai:i.i30t  bear  the  sound  produced  by  simply  striking  the 
forW,as  well  as  to  prolong  the  perception  of  the  tone, 
the  author  uses  an  apparatus  fitted  with  Helmholtz's 
resonator  (Fig.  57).  The  resonator  consists  of  a  hollow 
bill  of  glass  or  metal  with  two  openings,  one  of  which 
is  prolonged  like  a  funnel,  the  other  cut  off  sharply.^ 
It  is  made  so  as  to  correspond  to  the  tone  of  the 
tuoiug-fork,  and  fastened  upon  a  board  (^),  so  that  the 

sharply  cut-off  opening  is  opposite  the  branches  of  the  tuning-fork.  The  other 
opening  carries  an  indiarubber  tube  with  its  end,  or  nozzle,  adapted  to  fit  the  ear. 
The  metal  rod  which  supports  the  resonator  is  provided  with  a  hinge  (C),  by  means 
of  which  the  resonator  may  be  turned  away  from  the  tuning-fork,  and  allow  the 
latter  to  be  used  without  it.  The  under  surface  of  the  board  is  covered  with  india- 
"^ober  to  prevent  the  conveyance  of  vibrations.  Both  tuning-fork  and  resonator 
™^y  be  changed  at  will.  The  apparatus  is  very  useful  for  physiological  experiments 
*°d  for  demonstrations.  Kdnig's^  so-called  sounding- rods  are  but  little  used. 
They  ^^^  ^i^^x  cylinders  20  mm.  in  diameter,  and  of  different  lengths  ;  when  struck 
vith  a  hammer,  nodes  are  formed  at  one-fifth  of  the  length  from  each  end,  the  rods 
^^ing  suspended  at  these  points.  Ten  rods  are  used,  the  lowest  making  4096,  and 
the  highest  32,768  vibrations  per  minute. 


Fig.  56  represents  a  small 
tuning-fork  used  by  the 
author  for  the  production  of 
feeble  tones.  It  is  particu- 
larly suitable  for  examina- 
tion of  one  ear  alone,  as 
it  can  be  more  easily  put 
into  vibration  without  the 
knowledge  of  the  patient. 
The  tone  is  brought  out 
by  drawing  the  ends  of  the 
branches  suddenly  together 
with  the  fingers. 


HetmhoUz,  "Die  Lehre  von  den  Tonempfindungen.'*    Braunschweig,  1863,  S.  184,  u. 
Centralblatt  fOr  die  medicinische  Wissenschaft,  1863,  S.  625. 
Heimho/ts,  "  Die  Lehre  von  den  Tonempfindungen,'  S.  73,  u.  ff. 
*  Miiller-Pouiiiefs  "Lchrbuch  der  Physik,"  1877,  i.  Bd.,  2  Abth.  S.  551. 
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In  investigating  sound-conduction  tht'ough  the  bones  with  the  tuning- 
fork,  it  should  be  noted  that  the  patient  may  fancy  he  hears  the  sound, 
when  in  reality  he  has  only  perceived  the  mechanical  concussion  of  the 
sonorous  vibrations  r  it  is  therefore  always  well  to  allow  him  to  describe 
his  sensations^  If  he  has  really  heard  the  tone,  this  is  correctly  described  ; 
perhaps  even  sung  afterwards.  He  should  also  be  asked  to  indicate  the 
locality  of  his  sensations;  and  it  should  not  be  forgotten  that  this  depends 
partly  upon  the  pitch  of  the  tuning-fork  ;  as  well  as  that  a  perfectly  constant 
perception  for  the  same  tone  does  not   invariably  exist,  even  with  quite 


B 


healthy  organs.  The  examination  should  therefore  be  repeated  at  different 
times,  on  different  parts  of  the  cranium,  and  with  tuning-forks  of  different 
pitch  J 

If  a  vibrating  tuning-fork  be  held  in  such  a  way  that  an  edge  of  one  of  its 
branches  is  just  opposite  the  external  auditory  meatus,  the  sound  becomes  for  the 
moment  extinguished.  If  the  tuning-fork  be  turned  round  on  its  longitudinal  axis 
opposite  the  auditory^  canal »  the  same  thing  happens  four  times  in  succession  ;  *  and 
C/rbantschifsch^  found  that  it  also  occurred  when  it  is  brought  opposite  the  ] 
meatus  from  before  backwards,  or  from  above  downwards.  These  phenomena  are 
due  to  Interference  of  sound-waves.  According  to  the  author's  observations,*  a 
difference  in  the  perception  of  the  sound  of  the  tuning-fork  occurs  when  it  is  held 
before  the  external  auditory  canal,  according  as  the  mouth  is  open  or  closed :  the 


'  Compare  Urlfntttschttsch,  **  Ucber  die  von  dcr  Hohc  des  SttmmgabeUones  und  von  der 
Applicationsstelle  abhangijare  Schalllcitung  durch  die  Kopncnochcn."  Ardiiv  {i\r  OhrcnheiV- 
kunde,  xii.  Bd.^  S,  207,  u.  tt. 

•  Gtbrudtr  IVider,  *' Die  Wcllcnlchre."     Leipzig,  1825,  S.  506, 

•  Central blatt  filr  die  mcdicinische  Wisscnschaft,  1872,  Nr.  8. 

•  Gntber,  "  Ucbcr  daa  Offcnhaltcn  dcs  Mundcs  bci  Schwcrhdrigen/'  Monatsschrift  f&r 
Ohrenhcilkundc,  ctr„  xv.  Jahrg.,  Nr.  5. 


more  it  is  closed,  the  louder  up  to  a  certain  point  does  the  sound  appear*  If  on  the 
other  hand,  it  be  placed  on  a  tooth  of  the  upper  or  lower  jaw,  the  sound  appears 
louder  the  more  the  mouth  is  opened,  and  vice  versd,  \^Schwabach  has  recently 
called  attention  to  the  possibility  of  injurious  consequences  follo\vin;i^  upon  the 
ecnpioyment  of  tuning;- forks  of  a  vcr>'  high  or  of  a  very  low  pitch,]  These  facts 
should  be  borne  in  mind  in  testing  the  hearing. 

Amongst  patients  who  are  musical^  inquiry  should  be  made  whether  or 
not  they  distinguish  accurately  the  pitch  of  the  sound  of  the  tuning-fork. 
This  however  can  seldom  be  made  out,  as  the  majority  of  people,  even 
with  good  hearing,  are  unable  to  do  it.  But  inasmuch  as  deviations  of  this 
kind  are  comparatively  common  among  musicians  who  have  ear  affections, 
the  same  imperfection  is  probably  not  rare  among  others. 

In  order  to  compare  the  hearing  power  of  one  ear  with  that  of  the  other, 
Urhantschiisch^  recommends  the  ends  of  two  indiarubber  tubes  to  be  placed  in  the 
ears,  and  the  two  free  ends  to  be  then  brought  near  each  other  A  feebly  sounding 
tuning-fork  is  now  brought  in  quick  succession,  first  near  the  end  of  one  tube, 
and  then  near  that  of  the  othen  In  this  way  both  quantitative  and  qualitative 
differences  in  perception  between  the  two  ears  are  readily  recoj^jT^ised. 

Burckhardt'Mvnan^  refers  to  **  Galton's  whistle"  as  a  valuable  aid  in  the 
discovery  of  defective  perceptions  of  tone. 

With  the  view  of  measuring  the  acuteness  of  the  hearing,  Von  Conia^  recom- 
mends  a  tube  to  be  uyed,  one  end  of  which  is  placed  in  the  auditory  canal  of  the 
persoQ  examined,  and  the  other  end  just  in  front  of  a  vibrating  tuning- fork.  The 
hearing  capacity  is  judged  by  the  length  of  time  during  which  the  sound  continues 
to  be  heard. 

Urtantsc kitsch  uses  for  this  mode  of  examination  a  T-shaped  tube,  one 
horizontal  branch  being  connected  with  the  ear  of  the  observer,  and  the  other  with 
that  of  the  patient.  The  tuning-fork  is  held  before  the  end  of  the  vertical  part,  and 
the  time  in  seconds  noted  during  which  the  normal  ear  of  the  observer  perceives  the 
tone  after  it  has  ceased  to  be  heard  by  the  patient. 

The  **  sonometer"  (audiometer)  of  Hughes  and  Boudet  senses  similarly  for 
testing  the  acuteness  of  hearing.  Hughes'  audiometer  *  consists  of  two  Leclanchd 
elements,  connected  by  two  fixed  resistance  coils  with  a  microphone  rod.  Besides 
this  there  is  an  induction  coil,  the  ends  of  w*hich  are  connected  with  a  telephone. 
The  induction  coil  is  movable  on  a  graduated  rod,  and  situated  between  the  two 
fixed  coils.  If  the  coil  be  moved  along  its  rod  a  sound  is  produced,  the  intensity 
of  which  increases  with  the  distances  through  which  it  is  moved,  and  at  its  loudest 
may  be  beard  by  any  one  not  absolutely  deaf. 

Hartmann^  makes  use  of  a  telephone  arrcingement,  by  which  as  weak  a  sound 
as  may  be  desired  is  produced.  The  receiving  telephone  is  connected  with  the 
primary  coil,  and  the  delivery  telephone  with  the  secondary  coil  of  Dubois- 
Mtymond'* s  sliding  induction  apparatus  The  feebler  one  wishes  the  sound  heard 
in  the  recmving  telephone,  the  farther  must  the  sliding  arrangement  be  pushed  out 


*  Lchrbuch  der  Ohrcnhcilkundc,  ii.  Aufl.,  S.  31. 

^  "  VcriglcichcJide  Ergebni^bc  verseliiedcRartiger  HOrprQfungcn,"  Vortrag,  gchaltcii  am 
IIL,  iiitcmationalen  otologischen  Congresisc. 

'  *' Ein  neuer  Hortncsscr,"    Archiv  fGr  Ohrenhcilkunde,  i.  Bd.,  S.  107,  u.  ff. 
'  Wiener  medicinische  Presse,  1873. 

*  "Eine  tieuc  Methode  dcr  Horprtifung  mit  Hilfe  elektrischer  StrOme,'*  Archiv  filr 
Ohrcnheilktinde,  xiii,  Bd.,  S.  29S.— V^ergL  auch  A.  WiMtkt^  "  Ucber  HOrprtlfung,  mit  besondcrer 
Bernckaichtignog  dcr  Methode  mit  Hilfe  cicktrischtrr  Strame*"     Inaug,  Dissert.     1S7S. 
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from  the  primary  coil,  yames  Biyth  *  also  recoromends  the  use  of  the  teJephone  in 
the  estimation  of  the  hearing  power.  He  introduces  in  the  course  of  the  conducting 
apparatus,  measured  resistances  of  varying  degrees,  the  bearing  capacit)^  being  in 
relation  to  the  degree  of  resistance  in  the  circuit.  Koerting^  likewise  employs  a 
telephone,  the  measured  resistances  of  which  are  obtained  by  rheochords.  Preyer  * 
uses  for  this  purpose  a  rheostat  through  which  a  constant  current  is  passed. 

5*  Estif nation  of  the  Hearing  Capacity  for  Speech, 

Oscar  IVolf*  considers  this  the  most  perfect  method  of  testing  the 
hearing  power,  inasmuch  as  it  embodies  the  most  delicate  shades  in  the 
pitch,  intensity,  and  character  of  sound.  Hartmann  •  thinks^  on  the  con- 
trary, that  the  test  is  too  complicated  to  insure  accuracy.  In  any  case 
it  is  indispensable,  from  the  fact  that  nearly  every  patient  seeks  relief  ' 
from  disability  in  respect  of  it,  and  therefore  for  social  intercourse.  It  is 
desirable,  in  estimating  the  degree  of  perception  for  speech,  to  test  first  of 
all  both  ears  simultaneously,  even  though  only  one  be  affected  ;  proceeding 
afterwards  to  the  eaLamination  of  each  in  turn.  A  separate  examination  of 
the  hearing  power  should  be  made  for  each  ear,  even  if  previous  testing  by 
the  watch  and  the  tuning-fork  has  indicated  an  equally  diminished  hearing 
capacity  on  both  sides,  since  experience  shows  that  the  perception  for 
speech  is  not  always  deficient  in  the  same  measure  as  that  for  simple  noises 
and  tones.  Cases  indeed  occur  in  which  conversation  is  best  heard  on  that 
side  on  which  the  watch  and  tuning-fork  are  not  perceived  so  well  as  on 
the  other,  and  vic€  versa.  The  repetition  of  the  test-words  by  the  patient 
gives  the  best  control  for  the  perception  of  them  {Dennerty^ 

The  method  of  examination  is  as  follows :  In  the  first  place  the 
patient  should  never  see  the  observer*s  face.  Many  patients,  especially 
such  as  have  been  deaf  a  long  time,  are  able  to  guess  the  words  spoken 
merely  by  the  movements  of  the  lips,  though  they  may  imagine  that  they 
really  hear  them.  The  patient  should  hold  his  head  straight  and  keep  his 
mouth  closed,  as  when  the  mouth  is  open  the  auditory  meatus  becomes 
enlarged,  admitting  thus  a  greater  number  of  sound-waves,  and  so  invali- 
dating to  that  extent  a  comparison  when  the  mouth  is  closed.  The 
observer  then  places  himself  at  a  certain  distance,  first  behind  the  patientp 
afterwards  at  each  side  in  turn,  and  requests  hini  to  re{>eat  the  words  spoken. 

It  is  injudicious  to  commence  the  examination  with  questions,  because 
there  are  some  patients  who  are  able  to  appreciate  the  cadence  of  the  voice^ 
and  hearing   some   of  the   words»  guess  the  rest^  and   reply  correctly ; 


»  HriL  Med   Journ.,  1878. 

'  Deutsche  niilitilr-arjttlichc  Zcitschrift,  viii.  Bd.,  S.  337. 

•  Sitxungibericht  dcr  Jcna'jchcn  Gcsellscluirt  tir  Medicin.  1879,  21  Kcbruar, 

•  "  Ncuf  Tntcr^uchungen  Obcr  HorprQfun^  und  Hors  toning  en."     Arihiv  Car  Augcn-  uiid 
Ohrcnhcilkurdc,  iii.  Bd.,  2  Ablh.,  S.  35.  und  i%\  Bd.,  i  Ablh^  S,  1 25,  i».  ff. 

•  Archiv  tor  Augcn-  und  Ohrenheilkunde,  vi,  Bd.,  S.  467. 

•  •*Zur  G*h5fprOtun^  auf  Grund  eine*-  Bcobachtung  von  Nckrosc  dcr  Schncckc."    Archiv 
for  Obrenbeiikundc,  lii,  Bd.,  S.  19. 
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especially  if  they  have  been  previously  examined.  One  therefore  should 
begin  with  single  words  ;  and  only  after  having  proved  he  cannot  hear 
them^  go  on  to  enunciate  whole  sentences  and  address  questions  to  him, 
in  order  to  ascertain  whether  he  can  still  hear  speech  at  all. 

The  words  first  chosen  as  a  test  should  be  such  as  are  found  from 
experience  to  be  heard  with  more  difliculty~as  those  with  soft  vowels  and 
the  less  emphasized  consonants  ;  taking  note  at  the  same  time  whether  the 
patient  can  distinguish  such  sounds  as  are  usually  found  more  di0icult  in 
this  respect — e.g,^  monosyllabic  words  beginning  with  A,  b^  i^  /,  before  the 
short  /  (//>,  Jish). 

If  such  words  cannot  be  heard  we  may  proceed  to  others  ;  examining 
both  ears  in  this  way  simultaneously,  as  well  as  ea^h  in  turn  ;  the  ear  which 
IS  not  tested  being  closed  by  the  patient's  finger  or  in  some  other  way. 

The  range  of  sounds  in  speech  is.  according  to  Wo//,  defined  within  certain 
limits ;  reaching  from  R  (lingual)  with  the  deepest  tone  of  sixteen  vibrations  per 
second,  to  S  with  4032  per  second.  Musically  expressed,  the  former  begins  with  the 
subcontra  C,  i,e,  CCC,  and  the  latter  approaches  r"'"  ;  embracing  thus  eight  octaves. 
The  tones  of  vowels  and  consonants  within  these  limits  varj'  extremely  in  regard  to 
mtensity  and  quality  ;  from  A  {ah)  with  the  loudest  and  richest,  to  /^the  weakest 
and  poorest  sound.  Consonants  are  usually  perceived  by  the  ear  with  more  difficulty 
than  vowels,  because  the  waves  of  sound  associated  with  the  latter  are  regular 
and  of  greater  amplitude  than  those  connected  with  the  former  \  thus  approaching 
more  nearly  in  character  to  pure  tones,  which,  as  is  wtjll  known,  are  more  easily 
heard  than  other  sounds. 

Wol/^x\d  Appufin  stood  on  a  calm  afternoon  in  an  avenue  ;  one  pronounced 
the  single  letters  as  loudly  as  possible,  and  the  other  noted  the  greatest  distance  at 
which  each  letter  could  be  distinguished  as  such.  The  results  are  contained  in  the 
£ollowing  table : — 


PUch  of 
Fundamental  Tone. 

IndicatioDS 

of  Tone-intensities. 

Lcttere. 

The 
of 

mimberR  represent   the  number 
pace»  (About  26  inches)  at  which 

thfl 

'  corresponding  letters  are  henrd. 

A 

&* 

jek) 

0 

h' 

350 

Ei^ndAi 

— 

34«> 

E 

W' 

M^ 

I 

^,u 

300 

Eu 

— 

% 

Au 

— 

U 

/ 

380 

Sch 

/r'-f-^^"-ftf'" 

200 

S 

^"'  -  c ' 

^7fi 

G  soft  and  Ch  soft 

d"" 

130 

Ch  hard  and  ^  open 

— ■ 

1         A'fA  and  hard  (5^ 

<j"  -  a"* 

d'*  -  iT" 

63 

^               r(rand  D) 

iv-fs:' 

63 

Ji  Ungfual  (without  vocal  sound) 

CCC\  cc 
C-hc 

41 

B  {B  and  P) 

^ 

id 

jff{sL&  intensified  aspirate) 

— 

12 
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Later  investigations  made  by    Wolf  gave    similar  results.      Harimann*s ' 

examinations  confirm  Wolffs  statements. 

Note  by  Editors,  The  letters  and  combinations  here  mentioned  have  in 
general  a  different  sound  to  that  of  such  as  correspond  to  them  in  English.  They 
may  be  approximately  compared  as  follows  v — 


German. 

En^ifth. 

Germftn. 

English. 

Mu 

m  in  oil 

A 

a  in  father 

Au 

ou  in  loud 

O 

0  m  stone 

U 

u    in  rule 

Bi 

/'  in  mind 

Sch 

sh  in  ship 

Ai 

/'in  fire 

G  (hard) 

g    m  grreat 

£ 

e  in  end 

V 

f    in  father 

I 

j         f  in  milk 

Zwr^^has  constructed  an  apparatus  which  he  calls  a  maximal  phonometer- 
It  IS  intended  for  observing  accurately  the  intensity  of  the  speaking  voice— />.,  the 
intensity  of  sound  associated  with  each  expiration  used  in  uttering  any  word.  One 
end  of  a  pasteboard  lube  \t^  mm.  long  and  4S  mm.  in  diameter  is  closed  by  an 
indiarubber  membrane  0*5  mm.  in  thickness-  The  membrane  is  not  stretched 
tensely,  so  as  to  permit  the  slightest  movement  of  air  in  the  tube  to  set  it  in  vibra- 
tion. A  delicate  lever,  which  can  move  round  an  axis  in  its  course,  is  affixed  to  the 
tube,  in  such  a  way  that  one  end  touches  the  centre  of  the  membrane,  while  the  other 
indicates  any  movement  of  the  lever  on  a  graduated  scale.  If  a  word  be  spoken 
into  the  tubc^  the  corresponding  sound- vibrations  set  the  membrane  in  motion ^ 
which  is  communicated  by  the  lever,  and  indicated  by  its  farther  end  on  the  scale. 
The  hearing  acuteness  may  be  estimated  by  a  comparison  of  the  distance  at  which 
a  sound  or  word  giving  a  certain  deviation  on  the  scale  is  heard,  with  the  distance 
at  which  the  same  word  of  the  same  loudness  is  heard  by  the  normal  ear. 

In  testing  the  hearing  power  for  speech,  Clarence  Blake^  dxa^^s  attention  to 
the  ••  logographic  value  '*  of  the  various  consonants.  This  intensity-value  of  each 
consonant  may  var>*  when  uttered  by  different  persons,  and  even  in  the  same  person 
at  different  times  ;  but  the  relative  intensity-value  of  the  various  consonants  to  one 
another  is  tolerably  constant.  If  100  denote  the  value  of  that  consonant  with  the 
highest  logographic  value,  and  other  numbers  the  corresponding  values  of  other 
consonants,  there  may  be  obtained,  on  Blake's  view,  a  table  which  may  serve  for 
material  for  a  list  of  test-words,  in  which  we  depend  on  the  intensity  rather  than  the 
pitch  of  the  corresponding  sounds.  Accepting  T  as  of  the  greatest  logographic 
value,  the  relation  would  appear  as  follows; — /'=  100,  B  =53, />  =  58,  ^  —  4^^ 
G^  56,  J=^40,  -^^'^63,  C«-  62.  F^^^,  A'=3i,  Z^  21,  X ^  I!.  and^l/'=9. 

Monosyllables  are  preferable  for  the  purpose  of  testing.  It  must,  however,  be 
recollected  that  the  logographic  values  of  those  consonants  produced  in  the  deeper 
part  of  the  oral  cavity  in  connection  with  the  deeper  vowels,  as  w^ell  as  of  those 
formed  farther  forward  in  connection  with  the  higher  vowels,  are  greater  than  those 
of  other  combinations.  The  logographic  value  of  T  is,  for  instance,  somewhat 
greater  in  *'  lip  "  rhan  in  **  top,*'  and  that  of  G  greater  in  "got  "  than  in  **  get,*' 


'  '•  Ucber  H^rprOfung  iind  Qbcr  Pohtter*  cinheitHchcn  H^rmcsscr.** 
und  Ohrenhcilkunde,  vi.  Bd.,  S.  468^  u.  ff. 


Archiv  ftir  Augen- 


•  "Maximal  Phonometer,"    Archiv  fnr  Uhrcnhcilkunde,  vi.  Bd,,  S.  276. 
■  ••  Auswahl  von  Worten  lur  Fruinni;  dcr  H"'H'*chjirfe  in  Bczug  auf  ihrci 


Werth."     Zeitschrift  fQr  Ohrcnhcilkuiidc,  xi.  HJ,,  i  Hef\. 


en  logogrAphischen 
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In  the  examination  of  the  hearing  power,  we  usually  employ  whisper- 
ing; the  speech  of  ordinary  conversation  ;  and  loud  speech.  In  whispered 
speech  the  vowel  sounds  are  weakened  ;  while  those  of  consonants  are, 
on  the  contrary,  little  changed  in  intensity.  There  is  accordingly,  less 
difference  in  the  intensity  of  the  various  sounds  amongst  themselves  in 
whispering  than  in  ordinary  speech  ;  and  the  former  is  therefore  eminently 
suitable  for  testing  the  hearing. 

It  is  by  no  means  easy  to  regulate  satisfactorily  for  the  estimation  of  the  hearing 
power  so  variable  a  test  as  speech.  At  first  it  is  satisfactory  only  if  employed  with 
considerable  care  ;  later,  after  long  practice,  a  certain  aptitude  in  examination  may 
he  acquired,  whereby  the  importance  of  variations  of  the  voice  in  intensity  and  pitch 
at  different  times  is  diminished,  it  is  advisable  to  construct  a  scale  of  spoken  words 
of  increasing  difficulty  of  perception  by  the  ear,  and  to  use  this  in  the  examination 
tt  must  not,  however,  be  forgotten  that  such  a  scale  is  not  always  applicable  to 
e%*ery  patient.  Sometimes  cases  are  met  with  in  which  a  certain  word  is  readily 
understood  which  is  perceived  with  great  ditliculty  by  other  patients  ;  although  the 
former  may  prove  with  other  word-tests  much  more  hard  of  hearing  than  the  latter. 
It  is  well  therefore  in  each  case  to  note  such  words  as  are  more  and  less  easily 
perceived,  and  examine  with  reference  to  these  in  the  course  of  treatment. 

Indispensably  necessary  as  is  the  estimation  of  the  capacity  of 
hearing  for  speech,  errors  may  easily  creep  in  in  cases  in  which  one 
ear  is  sound  ;  therefore  much  caution  must  be  exercised.  In  general 
it  must  be  admitted  that  the  perception  of  spoken  words  in  all  their 
phases  demands  a  perfect  functional  capacity  of  the  auditory  organs ; 
and  that  more  simple  sounds,  and  especially  pure  tones,  are  often  still 
beard  quite  well  by  a  patient  when  his  capacity  for  hearing  speech  is 
considerably  enfeebled*  Too  much  confidence  must  not  be  placed  in 
the  statements  of  patients  in  this  matter,  for  the  reasons  already  alluded 
to;  and  particular  care  is  indicated  in  regard  to  little  children,  whose 
parents  and  others  arc  easily  deceived  in  respect  of  their  hearing  power. 
Deaf  children  will  repeat  easy  words  by  looking  at  the  speaker's  lips 
without  having  really  heard  them.  If  it  should  appear  on  examination 
that  the  patient  does  not  understand  words  at  all,  he  may  possibly  be 
able  to  perceive  the  sounds  without  understanding  them ;  and  if  this 
should  be  the  case,  it  should  be  noted  which  sounds  these  may  be.  If 
be  hear  nothing,  even  though  the  words  are  shouted  in  his  ear,  an 
car- trumpet  may  be  used.  It  may  happen  that  he  hears  better,  or  in 
some  cases,  even  worse  with  the  ear- trumpet ;  and  this  is  a  point  which, 
as  we  shall  see  later,  is  of  diagnostic  importance. 

Up  to  the  present  time,  no  better  instruments  for  estimating  the  hearing 
capacity  have  been  invented  than  those  enumerated.  The  more  recently  con- 
siructed  sonofactors  do  not  meet  the  demands  of  this  problem  much  better  than 
the  older  ooes  of    Wblcke  aod  Itard,     Wolcke '  used  as  an  acoumeter  a  metai 


Kramers  Ohrenkrankheitcn^  1849^  S»  84* 
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hammer,  which  struck  on  a  metal  piece  at  a  graduated  angle.  Itard^  allowed 
a  ball  to  strike  against  a  freely  suspended  metal  ring.  Kessel'^  employs  a 
** tongue*'  arrangement,  comprising  six  octaves.  Politzer's^  "Uniform  Acou- 
meter**  consists  of  a  hammer,  which  falls  from  a  certain  height  upon  a  steel 
cylinder.  Bcenvald^  recommends  a  scale  of  steel  bells  (C  to  C),  struck  by  a 
clapper  with  variable  force.  {Lichtwitz  (Comptes  Rendus  de  rAcad6mie  des 
Sciences,  1889)  proposed  to  employ  Edison's  phonograph  as  a  uniform  voice- 
acoumctor,  and  suggested  the  adoption  of  definite  series  of  "phonograms," 
comparable  to  optical  test-types.  It  appears  very  doubtful  whether  the  claims 
made  as  to  uniformity  and  constant  reproduction  of  sound  can  be  sustained,  and 
whether  the  instrument  realises  the  expectations  formed  of  its  exceptional  value  as 
an  acoumeter.  {Hartmann,  Archives  of  Otology,  1891  ;  Barth  and  Schwabach, 
IWrlin    Int.  Med.  Congress,  1890).] 

On  tome  Modem  Methods  of  testing  the  Hearing  Power. 

L  H\'Ur's  Experifmnt. — E.  H.  Weber ^  demonstrated  that  a  vibrating 
tunlnU'*^**^  placed  against  the  teeth,  or  on  a  point  of  the  cranium,  is 
hrwnl  hrtttr  in  a  person  with  normal  ears  when  the  external  auditory 
CMimU  ttiv  closed  than  when  they  are  open.  If  only  one  ear  be  closed, 
thr  mnnul  appt*ars  to  move  at  once  towards  it.  Upon  this  is  based 
\\\bi*r's  melhoti,  which  consists  in  placing  a  vibrating  tuning-fork  upon 
thr  ukull,  and  observing  whether  the  sound  is  heard  more  or  less  loud 
liy  thr  rar  under  examination  than  by  the  other  ear. 

U'ldi-*  hii»»  endeavoured  to  explain  this  phenomenon  by  resonance:  "Quod 
illiiiM  exhlirationem  attinet  soni  vis  v.  c.  per  resonantiam  forsitan  ab  aere  in 
IVhihiiiii*  el  in  nu'Utu  auditorio  content©  profectam,  augeri  fortasse  potest,  si  auris 
I  Uii^ii  e«»l  '  A*///w<*  and  Toynbee  are  among  modem  authors  accepting  the  same 
\\\\\\.  Mai  h,  A^\\\\\  holds  the  increased  intensity  of  tone  to  be  due  to  obstruction 
ot  the  biiuuil  o\Ulet.  According  to  him,  some  of  the  sound-waves  transmitted  from 
llui  \  \\\\U\\  hiMU'M  to  the  labyrinth  leave  the  skull  again,  under  normal  conditions, 
\\\  \s«»v  i»t  ll»e  est'^rnal  auditory  canal,  and  if  this  emergence  be  impeded,  a  stronger 
4UillhMV  UnpuUe  renultH.  Pulitzer  considers  that  the  explanation  of  the  fact  de- 
lUiOuU  ll»o  rtdmi*»«ion  of  both  causes— resonance  and  obstructed  exit  of  sound- 
\V4ve«.  /  #rf<.«'.  i»n  the  other  hand,  completely  rejects  the  latter  theory,  and  explains 
Out  iu4t(0i  bv  the  labyrinthine  variations  which  are  associated  with  the  confinement 
tit  tiui  uiiuhit  wrtven.  According  to  the  author's  experience,  each  of  the  above- 
lueutJmiiHl  lilt  liMM  may  occasion  the  phenomenon  in  question  ;  sometimes  one, 
mmuliuu «»  .Muilher,  e«»ming  into  play  in  a  higher  degree,  in  accordance  with 
imhslihi.il  pei  uliuritleii.  If  however  the  normal  ear  be  closed  to  the  same  extent 
hv  timUuu  pI  ililterent  nound-conducting  power,  no  perceptible  variation  in  intensity 
ill  \\y\\\\  \>  to  hi'  observed  in  the  different  cases,  which  should  apparently  occur  if 
luuinliil  e\n  ot  *ouiul-wnveH  were  alone  the  cause  of  the  increased  sound. 


»  •    liHi\r  lU*  iiml.  lie*  rc»r."     1821,  T.  2,  p.  46. 

tiUuuM^I't^^titlii'n  (trr  Section  fQr  Ohrenheilkunde  auf  der  Naturforscher-Versammlung 
III  ^.14*.  \Si\      Alt  Htv  ItU  Olirenhcilkundc,  x.  Bd.,  S.  273. 

•  AuliU  WW  Otiuuhellkuiulr.  xiii.  Bd.,  S.  298. 

•  '  \  »  W\  \\\\v\\  uruen  Homiciiiicr."    Archiv  fOr  Ohrenheilkunde,  xxiii.  Bd.,  23  Heft. 
'    ■  t^  ISiUu.  AuilUvi  rl  Tiiclu,"  Lips.,  1834. 
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2.  Rinne's ExperimcnL — Rinne^  observed  that  when  a  vibrating  tuning- 
fork  held  against  the  incisor  teeth  has  ceased  to  be  heard,  the  sound  at 
once  reappears  if  it  be  held  in  the  air  close  to  the  ear.  Bone-con- 
duction is  thus  inferior  to  aerial.  Upon  this  fact  the  so-called  Rinne^s 
method  is  founded,  which  consists  in  estimating  how  long  the  tuning- 
fork  is  heard  when  brought  near  the  auditory  meatus  after  it  has  ceased 
to  be  perceived  when  placed  on  the  cranium.  If  it  be  heard  in  this  way, 
the  fact  is  denoted  ** Rinuc's  method  positive**  (+/?);  if  it  be  no  longer 
heard,  "  Rinm*s  method  uegative  "  (  —  /?). 

Hessler"^  endeavoured  to  determine  some  constant  relations  between  the 
durations  during  which  various  tuning-forks  may  be  heard  by  aerial  conduction, 
and  the  durations  during  which  they  are  perceived  when  placed  on  the  cranial 
bones  at  various  points.  He  conceived  that  if  such  formulai  were  constructed  for 
the  normal  ear,  they  might  be  utilised  for  diagnostic  purposes  in  cases  of  deafness. 
It  appears,  however,  even  in  persons  with  perfectly  normal  hearing,  that  the 
differences  in  question  are  very  diverse  ;  so  that  it  would  seem  difficult  to  arrive  at 
the  relations  desired. 

3.  GelWs^  Experiment, — The  aim  of  this  process  is  the  perception  of 
the  tone  of  a  vibrating  tuning-fork  placed  upon  the  head,  while  at  the 
same  time  the  air  is  being  condensed  in  the  external  auditory  canal.  Under 
normal  conditions  the  sound  is  thereby  diminished  in  intensity.  The 
condensation  of  the  air  in  the  auditory  canal  is  effected  by  an  air-ball 
connected  with  a  tube,  the  end  of  which  is  to  be  fitted  into  the  patient's 
ear.  The  tube  is  provided  with  a  manometer  to  indicate  the  degree  of 
condensation.  For  simultaneous  auscultation,  a  three-branched  otoscope 
is  employed,  the  arm  intended  for  the  auscultator  being  shut  off  from 
the  main  tube  by  a  thin  membrane,  in  order  that  the  inflated  air  may 
not  strike  the  ear  of  the  observer. 

4.  The  Author's  Experiment} — If  the  end  of  the  finger  be  inserted 
in  the  ear  after  the  sound  of  a  vibrating  tuning-fork  held  before  the  ear 
has  become  completely  extinct,  and  the  tuning-fork  be  then  firmly  placed 
upon  the  finger,  a  weakened  sound  becomes  again  audible,  and  remains 
so  for  some  time.  The  explanation  is  possibly  that  the  increased  tone 
may  be  due  to  the  increased  atmospheric  pressure  in  the  closed  canal; 
perhaps  also  to  the  altered  relations  of  tension  and  pressure  in  the 
middle  and  internal  ear ;  and  partly  it  may  be  to  the  conduction  of  the 
sound-waves  to  the  bones  through  the  finger.  The  practical  value  of 
all  the  above  expedients  for  testing  the  hearing  will  be  referred  to  in 
the  special  part  of  this  work. 

*  "BciirSge  zur  Phjrsiologie  des  menschlichen  Ohres."  Prager  Vierteljahrschrift  1855, 
i.  Bd.,  S.  71 ;  ii.  Bd.,  S.  45  und  I55- 

*  "Beitrag  zur  Physiologic  des  Ohres."  Zeiischrift  fOr  Ohrenheilkunde,  xviii.  Bd.,  iv 
Jieft 

■  "  Prdcis  des  maladies  de  Toreille."     Paris,  1885,  S.  339-40. 

*  "  Zur  HOrprflfuDg."     Monatsschrifl  fOr  Ohrenheilkunde,  xix.  Jahrg.,  S.  33. 
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jgm  im,  itfiptktiiion  of  various   tests  to  the    differem , 
.^^9iittims  of  the  sonnd-conducting  and  of  the  so^ 

\:;.iKtMu>^v.*.\ani(>le«»^  occur  in  practice  in  which  neither  the  syi 
<%«.x^i««>  i^^dumKX^  suable  us  to  determine  whether  the  auditor 
•**,*< a%  5<>ivp<*Kteut  upon  an  affection  of  the  middle  ear  or  of  the  la-1 
.1  .  *c<«^ .  i  u^iUiou*  median  otitis  leading  to  fixation  of  the  chain  d^  ^^ 
^i**ijiaau  :iK-ui6c4iiH?  may  exhibit  a  normal  appearance,  and  the  Ei-»^^ 
i<v»k.*v*  -uay  ou  examination  yield  no  signs  of  any  abnormal  cc^^^ 
««i^^v.>>taciU  oi  the  tuning-fork,  aided  it  maybe  by  other  sound-pro^:^  ^ 
us^.n!  ^%iU  v»«eu  permit  an  opinion  to  be  formed  as  to  whether  a  S^^^^^ 
v:u\4u*UiiKC  IS.  due  to  a  lesion  of  the  sound-conducting  or  of  the  soiMrM^ 

\  ixs.  lucihosis^  of  testing  resolve  themselves  into  : — 

u    V  vomp^iriwa  between  the  hearing  power  of  the  two  ears  in 
.  v'uvluviuHi  ihiv>u|{h  the  cranial  bones. 

•.  V  vviwpaiiHon  of  the  hearing  power  of  the  affected  ear  for  cranial  ^* 
wah  ihxU  roi  cv^uUuction  through  the  air. 

;,  K\auuiuvtioii  of  the  ear  in  regard  to  its  capacity  for  the  perception  c?/ 
vv'4K\x  ot  viUteivut  pitch. 

V.   :\\,imiH^/n/M  of  the  relative  capacity  of  the  two  ears  for  craf^^ 

\\\  mulutpral  aftVi^tions  of  the  external  meatus  or  tympanic  structure 
\UMulut>;  tMum^-fi»rk  be  held  in  contact  with  the  cranial  bones,  the  sound  is  he 
i  I  ulv  U'UiU^i  \\\  the  attVcted  than  in  the  normal  ear.  In  bilateral  disease,  the  sc 
iMvvuv\l  tn^Uvi  by  the  ear  most  affected.  The  phenomenon  is  in  correspon 
wuh  WcIkm*^  v,\|H»iiment,  in  which,  if  one  auditory  canal  be  closed  by  the  \ 
\\w  >»v»vnul  \A  s\  tuuinK*^^^''^  placed  on  the  head  is  heard  better  by  the  closed  tl: 

\W  \\\W  h^^vU  \\\  the  majority  of  cases  of  derangement  of  the  sound-condi 
>uuv luu'^  v.,v*»  iM  tiocumulations  of  cerumen,  in  narrowing  of  the  meatus  fn 
^lt^^uu»»\u»»v  ihivkewiwK  ^^'^  exostoses,  in  exudation  into  the  middle  ear,  in  thicli 
K^  lh\^  wiv  mt»i*^MA  tympani  or  of  the  tympanic  mucous  membrane,  in  adhesi 
.^luhvU^HU  yA  the  o»»ii'le»,  and  in  disturbance  of  the  normal  tympanic  cone 
U4v»U»u<  lu^iu  ntVevtiona  of  the  Eustachian  tube.  It  is,  however,  import; 
S.U4,  uv  ih.\l  th^^  MAtement  is  valid  only  provided  the  labyrinth  be  not  simultan 

iiU\lvvt  u^  *v\vh  A  vli^^ree  as  to  greatly  lessen  the  perceptive  power  of  the  au 
,M  »vv>.  t»  *Ms  h  nhouUI  be  the  case,  then  the  tuning-fork  will  be  heard  throu] 
Uv^us  4  K^ttvM  t»v  tho  normal  or  by  the  less  damaged  ear.  With  concomitant 
Muihtuv^  s^uv^^^Umh  of  comparatively  slight  extent,  the  result  does  not  differ  froi 
wUK  v^^N  N^^^^^l*^  «^^*  middle-ear  disease.  In  other  words,  the  accuracy  k 
A^\^\\\^^\x  s^t  A  luliUHe-ear  affection,  inferred  from  the  better  perception  < 
Ukuiu^  K^ilk  t»V  crutiittl  conduction,  is  not  inconsistent  with  and  does  not  ej 
\\\v  \^y^^\V\s'  ^^viti^noo  of  Mccondary  disease  of  the  labyrinth  in  which  the  perc 
Ukus  ^iv^v  A  \\\K^  n»^»vo  ban  not  been  very  greatly  impaired. 

\\  t^\M^  th»»  ONt«»nml  meatus  and  middle  ear  are  in  a  normal  condition,  ai 

^\^tv\N»^\  ^UM4M«iMnont   originates  in  the  labyrinth,  the  tuning-fork  placed  c 
Awi^  \>0^  »^**«  ^**'  «i\uUble  on  the  affected  side,  but  on  that  of  the  normal  ear. 
v^t  \^\i|.^U^Ml  rt»*^  ht»wever  leas  common  than  of  bilateral  labyrinthine  disordei 
v\^  ^hv^*^*  \\\y'  tMUlnK-<*»f'*  ^*  usually  not  perceived  at  all  through  the  cranial  1 

\\^\^M^H  thi*  ^^^^'•t  frriiuent  causes  of  these  unilateral  or  bilateral  affection 
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{Remarks  on  the  application  of  various  tests  to  the  differential  diagnosis 
between  affections  of  the  sound-conducting  and  of  the  sound-perceiving 
apparatus. 

Numerous  examples  occur  in  practice  in  which  neither  the  symptoms  nor  the 
objective  appearances  enable  us  to  determine  whether  the  auditory  derangement 
present  is  dependent  upon  an  affection  of  the  middle  ear  or  of  the  lab)rrinth.  Thus 
in  cases  of  insidious  median  otitis  leading  to  fixation  of  the  chain  of  ossicles,  the 
tympanic  membrane  may  exhibit  a  normal  appearance,  and  the  Eustachian  tube 
likewise  may  on  examination  yield  no  signs  of  any  abnormal  condition.  The 
employment  of  the  tuning-fork,  aided  it  may  be  by  other  sound-producing  instru- 
ments, will  often  permit  an  opinion  to  be  formed  as  to  whether  a  given  functional 
disturbance  is  due  to  a  lesion  of  the  sound-conducting  or  of  the  sound-perceiving 
mechanism. 

The  methods  of  testing  resolve  themselves  into  : — 

1.  A  comparison  between  the  hearing  power  of  the  two  ears  in  respect  to- 
conduction  through  the  cranial  bones. 

2.  A  comparison  of  the  hearing  power  of  the  affected  ear  for  cranial  conduction 
with  that  for  conduction  through  the  air. 

3.  Examination  of  the  ear  in  regard  to  its  capacity  for  the  perception  of  musical 
tones  of  different  pitch. 

I.  Examination  of  the  relative  capacity  of  the  two  ears  for  cranial  con- 
duction. 

In  unilateral  affections  of  the  external  meatus  or  tympanic  structures,  if  a 
vibrating  tuning-fork  be  held  in  contact  with  the  cranial  bones,  the  sound  is  heard  as. 
a  rule  louder  in  the  affected  than  in  the  normal  ear.  In  bilateral  disease,  the  sound  is 
perceived  better  by  the  ear  most  affected.  The  phenomenon  is  in  correspondence 
with  Weber's  experiment,  in  which,  if  one  auditory  canal  be  closed  by  the  finger,, 
the  sound  of  a  tuning-fork  placed  on  the  head  is  heard  better  by  the  closed  than  by 
the  open  ear. 

The  rule  holds  in  the  majority  of  cases  of  derangement  of  the  sound-conducting 
structures :  ^.^.,  in  accumulations  of  cerumen,  in  narrowing  of  the  meatus  from  in- 
flammatory  thickening  or  exostoses,  in  exudation  into  the  middle  ear,  in  thickening 
of  the  membrana  tympani  or  of  the  tympanic  mucous  membrane,  in  adhesions  or 
anchylosis  of  the  ossicles,  and  in  disturbance  of  the  normal  tympanic  conditions- 
resulting  from  affections  of  the  Eustachian  tube.  It  is,  however,  important  ta 
observe  that  the  statement  is  valid  only  provided  the  labyrinth  be  not  simultaneously 
affected  to  such  a  degree  as  to  greatly  lessen  the  perceptive  power  of  the  auditory 
nerve.  If  such  should  be  the  case,  then  the  tuning-fork  will  be  heard  through  the 
bones  better  by  the  normal  or  by  the  less  damaged  ear.  With  concomitant  laby- 
rinthine disorders  of  comparatively  slight  extent,  the  result  does  not  differ  from  that 
with  uncomplicated  middle-ear  disease.  In  other  words,  the  accuracy  of  the 
diagnosis  of  a  middle-ear  affection,  inferred  from  the  better  perception  of  the 
tuning-fork  by  cranial  conduction,  is  not  inconsistent  with  and  does  not  exclude 
the  possible  presence  of  secondary  disease  of  the  labyrinth  in  which  the  perceptive 
function  of  the  nerve  has  not  been  very  greatly  impaired. 

When  the  external  meatus  and  middle  ear  are  in  a  normal  condition,  and  the 
auditory  derangement  originates  in  the  labyrinth,  the  tuning-fork  placed  on  the 
skull  will  not  be  audible  on  the  affected  side,  but  on  that  of  the  normal  ear.  Cases 
of  unilateral  are  however  less  common  than  of  bilateral  labyrinthine  disorder,  and 
in  these  the  tuning-fork  is  usually  not  perceived  at  all  through  the  cranial  bones. 
Among  the  most  frequent  causes  of  these  unilateral  or  bilateral  affections  are- 
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exudation  or  extravasation  into  the  labyrinth,  and  lesions  occurring  during  the 
course  of  constitutional  syphilis.  One-sided  paralysis  of  the  auditory  nerve — tem- 
porary or  permanent — may  be  also  brought  about  by  concussion,  as  from  a  blow 
or  an  explosion.  The  deafness  may  be  of  very  different  degrees  in  different  cases 
of  this  kind,  and  is  generally  accompanied  by  tinnitus. 

Though  it  is  the  rule  for  the  tuning-fork  to  be  better  heard  through  the  bones 
by  the  affected  or  more  extensively  affected  ear  in  middle-ear  disease,  yet  exceptions 
are  occasionally  observed.  It  is  only  when  a  positive  result  is  given — />.,  when  the 
sound  is  heard  louder  by  cranial  conductions  on  the  deafer  side— that  the  diagnosis 
of  a  middle-ear  affection  can  be  made.  If  the  sound  should,  on  the  contrary,  appear 
weaker,  a  derangement  of  the  sound-conducting  apparatus  would  not  thereby  be 
absolutely  excluded,  and  the  presence  of  lesion  of  the  nerve  could  not  be  definitely 
affirmed  unless  other  symptoms  should  support  the  presumption.  The  comparison 
of  the  cranial  conduction  of  the  two  sides,  holds  for  duration  as  well  as  for  intensity. 
Thus,  according  to  Hartmann,  **  the  longer  the  tuning-fork  is  heard  in  comparison 
with  the  normal  ear,  the  more  certainly  may  it  be  inferred  that  the  sound-conducting 
apparatus  is  affected." 

2.  Comparison  of  the  perceptive  capacity  of  the  ear  for  aerial  conduction  with 
that  for  conduction  through  the  crania!  bones. 

According  to  Lucce^  the  reaction  with  the  tuning-fork  in  affections  of  the 
internal  ear  corresponds  with  the  positive  result  in  Rinne's  experiment :  />.,  when  a 
vibrating  tuning-fork  placed  on  the  vertex  or  mastoid  process  ceases  to  be  heard,  the 
sound  becomes  again  distinct  if  it  be  held  near  the  external  auditory  meatus.  When 
the  result  is  negative ;  that  is  to  say,  when  the  tuning-fork  can  be  no  longer  heard 
through  the  air  when  it  has  become  inaudible  through  the  cranial  bones,  an  affection 
of  the  sound-conducting  apparatus  is  assumed  to  exist.  This,  however,  would  not 
preclude  the  presence  of  a  concomitant  affection  of  the  labyrinth. 

The  application  of  this  test  alone  does  not  ensure  an  accurate  diagnosis  in 
every  instance.  Luob  limits  its  employment  to  cases  in  which  whispered  speech 
can  be  distinguished  at  a  distance  of  one  metre  at  farthest.  It  appears  certain  that 
in  some  cases  of  deafness  from  undoubted  affections  of  the  sound-conducting 
apparatus,  Rinne's  experiment  yields  a  positive  result ;  while  it  is  on  the  other  hand 
sometimes  negative  in  labyrinthine  derangements. 

The  value  of  the  test  is  also  lessened  by  the  fact  that  occasionally  in  the  same 
patient,  bone-conduction  predominates  with  high  tones,  and  air-conduction  with  low 
tones,  or  vice  versd.  Hence  arises  the  necessity  of  testing  with  tuning-forks  of 
different  pitch.  Ordinarily,  medium-pitched  forks  are  employed  in  both  Weber's 
and  Rinne's  experiments.^ 

3 .  Examination  of  the  affected  ear  with  regard  to  the  appreciation  of  different 
tones. 

It  was  originally  observed  by  Bonnafont  that  in  deafness  due  to  an  affection  of 
the  auditory  nerve,  the  faculty  for  the  perception  of  high  tones  becomes  impaired, 
while  that  for  low  tones  yet  remains  good.  In  derangements  of  the  sound- conduct- 
ing apparatus,  on  the  other  hand,  it  is  for  low  tones,  according  to  Bezold,  that  the 
depreciation  of  the  hearing  capacity  is  most  marked. 

Though  these  statements  have  been  confirmed  in  a  number  of  instances,  they 
are  no  more  trustworthy  than  are  the  indications  derived  from  Rinne's  test,  if 
corroborative  evidence  should  be  wanting.     It  is  indisputable  that  in  many  cases  of 


*  Regarding  the  diagnostic  value  of  Rinne's  experiment,  see  papers  in  the  '•  Archives  of 
Otology,"  1886,  1887,  1888,  by  Schwabach  and  by  Bezold, 
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middle-ear  disease,  low  tones  are  perceived  better  than  high  ones ;  and  on  the 
other  hand  that  the  reverse  occurs  in  some  forms  of  disorder  of  the  internal  ear. 

Occasionally  the  hearing  is  found  to  be  deficient  for  certain  particular  tones, 
either  high  or  low  ones.  In  the  middle  register,  absence  of  single  tones  is  stated 
to  be  rare.  These  tone  defects  are  supposed  to  indicate  an  affection  of  the  auditory 
nerve;  but  they  cannot  be  held  to  preclude  a  possible  co-existent  middle-ear 
affection. 

In  testing  the  perception  of  high  and  low  musical  tones,  other  instruments  besides 
tuning-forks  of  different  pitch  may  be  employed:  e.g.,  the  piano  or  harmonium. 
For  very  high  tones,  either  high-pitched  tuning-forks  [e.g.^  4096  vibrations),  or 
Galton's  whistle,  or  K6nig*s  steel  cylinders  may  be  used.  In  estimating  cranial 
conduction,  low-toned  forks  are  most  useful,  as  their  vibrations  last  longer,  and 
thus  afford  a  better  opportunity  to  the  patient  for  judging.  The  C  fork  with  512 
vibrations  per  second  will  be  found  convenient.  Both  the  dominant  tone  and  the 
harmonics  are  commonly  audible ;  but  the  former  is  often  heard  by  the  affected, 
or  more  affected,  ear,  while  the  overtones  only  are  perceived  by  the  normal  or 
less  deaf  ear.  A  misapprehension  may  in  this  way  be  caused,  as  the  patient's 
attention  is  usually  most  drawn  to  the  higher  tones ;  so  that  he  is  apt  to  say  that 
he  hears  better  on  the  side  on  which  he  really  hears  worse.  This  source  of  error 
may  be  largely  obviated  by  using  clamps  on  the  fork,  which  tend  to  prevent  the 
formation  of  harmonics. 

Again,  in  bilateral  deafness  where  the  difference  between  the  two  sides  is  not 
very  marked,  patients  not  unfrequently  say  they  hear  the  tuning-fork  placed  on  the 
vertex  equally  well  on  both  sides.  Even  in  unilateral  affections,  they  sometimes 
state  that  they  hear  better  through  the  cranial  bones  with  the  normal  ear,  simply 
because  they  imagine  they  ought  to  do  so.  More  correct  replies  are  usually  given 
with  the  tuning-fork  held  against  the  upper  lip,  than  when  placed  upon  the  crown 
of  the  head. 

Von  Trdltschy  and  later  ^^oja:  ("  Diseases  of  the  Ear,"  chap,  ii.)  note  the  draw- 
backs which  frequently  attend  a  comparison  between  the  two  ears  as  to  their 
hearing  capacity  by  cranial  conduction.  The  latter  proposes  to  discard  this  test  in 
differential  diagnosis  with  the  tuning-fork,  and  to  record  simply  the  relations 
between  the  cranial  and  atrial  conductive  capacities  of  the  affected  side. 

If  we  consider  the  relations  which  exist  between  aerial  and  cranial  conduction, 
the  following  propositions  will  be  found  to  hold  in  the  majority  of  instances  : — 

(fl)  In  the  normal  condition,  the  tuning-fork  is  heard  louder  and  for  a  longer 
time  when  held  before  the  external  auditory  meatus  than  when  placed  upon  the 
cranium :  that  is  to  say,  atrial  conduction  is  better  than  cranial. 

{b)  In  affections  of  the  sound-conducting  apparatus,  the  sound  of  the  tuning-fork 
is  heard  less  loud  and  for  a  shorter  time  through  the  air,  but  louder  and  for  a  longer 
time  through  the  bones,  as  compared  with  the  normal  in  each  instance  :  that  is  to 
say,  the  normal  preponderance  of  atrial  over  cranial  conduction  is  disturbed  ;  atrial 
conduction  is  enfeebled,  while  cranial  conduction  is  enhanced.  The  normal  re- 
lationship may  be  so  far  altered  as  to  be  even  reversed ;  cranial  conduction  may 
come  to  be  better  than  atrial ;  the  tuning-fork  placed  upon  the  vertex  being  heard 
both  longer  and  louder  than  when  held  before  the  ear. 

This  would  correspond  to  a  negative  result  in  Rinne's  experiment  if  account 
were  taken  of  relative  intensity  as  well  as  of  relative  duration  of  sound. 

(r)  In  affections  of  the  sound- perceiving  apparatus,  the  sound  of  a  tuning-fork 
is  heard  feebler  and  for  a  shorter  time  both  through  the  bones  and  through  the  air  ; 
but  atrial  conduction  still  remains  much  better  than  cranial,  the  latter  becoming 
notably  impaired— that  is  to  say,  the  relationship  between  them  is  of  the  same  kind 
as  exists  in  the  normal  ear. 
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This  is  equivalent  to  a  positive  result  in  Rinne's  experiment,  regard  being  had 
to  intensity  as  well  as  duration  of  tone. 

Roosa  enunciates  the  following  propositions  ('*  Diseases  of  the  Ear,"  p.  54) : — 
**  I.  If  the  hearing  be  impaired,  and  we  find  the  aerial  conduction  better  than 
through  bone,  we  are  dealing  with  disease  of  some  part  of  the  acoustic  nerve,  which 
may  be  either  primary,  or  secondary  to  disease  of  the  middle  ear. 

**  II.  If  the  conduction  through  the  bone  be  intensified,  and  last  longer  in  time 
than  the  atrial  conduction,  the  case  is  one  of  disease  of  the  middle  or  external  ear." 
The  test  may  be  described  as  an  extension  of  the  application  of  Rinne's  ex- 
periment, so  as  to  include  a  comparison  of  intensity  as  well  as  of  duration  of  tone. 
It  will  be  observed,  however,  that  it  involves  the  assertion  that  in  affections  of 
the  sound-conducting  apparatus,  the  normal  preponderance  of  aerial  over  cranial 
conduction  is  not  only  lessened,  but  actually  reversed. 

Upon  the  limitation  of  the  value  of  tuning-fork  tests  in  the  differential  diagnosis 
of  affections  of  the  middle  and  internal  ear,  the  reader  is  referred  to  a  paper  by 
SteinbrUgge  in  the  **  Archives  of  Otology  "  for  1888. 

Other  procedures  have  been  employed  from  time  to  time  in  the  differential 
diagnosis  of  diseases  of  the  middle  and  internal  ear ;  but  they  demand  little  more 
than  enumeration,  since  none  of  them  can  be  of  itself  regarded  as  of  much  value  in 
this  connection. 

The  capacity  for  hearing  speech, — The  inability  to  understand  conversation  has 
been  thought  specially  significant  of  an  affection  of  the  nerve  apparatus.  It  cannot, 
however,  be  regarded  as  at  all  conclusive  ;  though  absolute  deafness  in  this  respect 
certainly  constitutes  an  important  symptom  when  taken  together  with  others. 

The  effect  of  increasing  the  atmospheric  pressure  in  the  tympanum,  or  in  the 
external  auditory  canal, — An  improvement  in  the  hearing  power  attending  inflation 
of  the  middle  ear  was  supposed  to  indicate  an  affection  of  the  sound-conducting 
apparatus.  The  statement,  however,  cannot  be  now  accepted,. as  an  improvement 
has  also  been  noticed  in  many  cases  of  undoubted  derangement  of  the  sound- 
perceiving  apparatus.  Nevertheless,  a  marked  change  occurring  under  these 
circumstances  must  probably  be  regarded  as  pointing  to  a  middle-ear  disorder. 

GelU  proposed  to  apply  to  differential  diagnosis  Lucca's  observation  of  the 
diminished  cranial  conductive  capacity  accompanying  condensation  of  the  air  in 
the  external  auditory  canal.  His  statements  were  to  the  effect  that  when  an  obstacle 
to  sound  conduction  is  caused  by  an  affection  of  the  middle  ear,  the  tuning-fork, 
under  these  circumstances,  is  not  heard  less  loud  through  the  cranial  bones ;  and 
that  if  the  lab)rrinth  be  affected — the  stapes  being  movable — giddiness  and  noises 
occur  at  each  condensation.  Experience,  however,  has  in  numerous  instances 
failed  to  confirm  the  accuracy  of  the  proposed  test. 

Binges  '' entotic  test'' — When  words  are  audible  on  being  spoken  into  an  ear- 
trumpet  connected  with  a  catheter  placed  in  the  Eustachian  tube,  but  not  through 
the  ear-trumpet  as  ordinarily  applied,  this  has  been  considered  to  indicate  an 
impediment  to  conduction  due  to  some  pathological  condition  of  the  malleus  or  incus. 
Transference  phenomena. — In  some  anomalous  cases  of  "hysterical**  hemi- 
plegia and  hem  i-anaesthesia,  associated  with  unilateral  subjective  auditory  sensations 
and  deafness,  the  latter  symptoms  are  stated  to  have  been  temporarily  transferred 
from  the  one  ear  to  the  other  upon  the  application  of  a  magnet  or  a  piece  of  metal 
to  tlie  affected  side  (Charcot,  Gelli),  or  by  the  inhalation  of  nitrite  of  amyl,  etc. 
{Urbanise hitsch).  Since,  however,  such  **  transference  phenomena**  have  been 
recorded  in  connection  not  only  with  auditory  nervous  derangements,  but  also  in 
middle-ear  affections,  they  cannot  be  regarded  as  possessing  diagnostic  importance 
for  the  purpose  under  consideration. 

Luccb's  Interference  Otoscope,  devised  for  demonstrating  increased  reflexion 
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of  sound-waves  in  middle*ear  affections  producing-  exaggerated  tension  of  the 
tynnpanic  membrane^  has  been  also  employed  in  differential  diagnosis.  Its  value 
for  this  purpose  however  appears  to  be  very  limited. 

A  similar  remark  may  be  made  respecting  the  AudiophoneP^ 


Bemarks  on  some  of  the  rarer  Anomalies  of  Hearing. 

We  may  in  this  place  consider  some  complex  phenomena  and  rare 
subjective  symptoms^  which  may  be  associated  with  the  most  various 
morbid  processes. 

{a)  Exaggerated  hearing  (Hyperacusis :  Hyperrrsihesia  acustica)  consists 
in  individual  tones  or  noises,  and  in  general  all  sounds,  being  perceived 
much  louder  than  usual  The  hearing  may  be  associated  with  a  most 
unpleasant,  even  painful  sensation  \^DysaaiSis\  the  latter  being  more 
frequently  observed  in  connection  with  high  than  with  deep  tones.  The 
cause  of  this  phenomenon  would  appear  to  lie  in  some  condition  of 
irritability  of  the  auditory  nerve.  To  seek  the  underl3^ing  state  occasioning 
the  hyperaesthesia  outside  the  auditory  nerve  or  its  place  of  origin  seems 
to  the  author  inadmissible,  inasmuch  as  all  such  conditions  as  are  cited 
by  way  of  explanation  involve  simply  by  themselves  merely  a  weakening 
of  the  hearing  capacity,  and  therefore  could  not  bring  about  unaided  a 
state  of  hyperacusis.  The  condition  is  probably  analogous  to  that  of  a 
sensory  nerve  in  a  state  of  irritability,  in  which  a  slight  stimulation^^ 
such  as  a  healthy  nerve  would  not  resent,  may  occasion  violent  pain. 

(b)  Double hearinglParaatsisdupikata:  Dip/act/sis). ^Thls  phenomenon 
manifests  itself  by  the  occurrence  of  two  distinct  auditory  sensations, 
although  only  one  auditory  stimulus  is  given.  It  is  rare  for  a  patient 
to  have  double  hearing  both  for  speech  and  tones,  though  such  cases 
have  been  observed.  Most  frequently  it  occurs  in  connection  w^ith  tones, 
and  is  confined  usually  to  particular  instances  of  these.  The  symptom 
may  present  itself  in  very  various  ways.  If  it  be  associated  also  with 
speech,  the  patient  generally  describes  it  by  saying  that  besides  a  dis- 
tinctly audible  word,  he  also  hears  another  more  or  less  distinctly,  and 
as  though  it  were  uttered  by  a  second  person.  Sometimes  only  one 
syllable  or  sound  in  the  second  word  is  heard,  the  rest  being  so 
confused  as  to  occasion  simply  an  unpleasant  auditory  sensation, 
unrecognisable  as  to  its  sense.  If  the  peculiarity  refers  to  tones,  then 
in  addition  to  that  correctly  perceived,  another  of  different  quality  or 
pitch  is  also  Jieard,  into  which  the  first  becomes  merged.  Sometimes, 
however,  the  second  tone  appears  like  an  echo,  separated  by  an  interval 
from  the  first.  The  abnormality  may  occur  with  all  tones,  or  with  one 
only,  the  rest  being  heard  in  the  ordinary  way.  It  may  happen  too, 
that  the  doubling  may  only  appear  periodically  in  the  course  of  the 
ear-aflfectioni  and  that  the  tones  in  question  may  be  different  at  different 


4 


times.       The  quality  and    pitch    of  the    second  tone  (pseudo-tone)   may 
also  vary. 

Most  authors  refer  the  cause  of  diplacusis  to  changes  in  the  membrana 
basilaris  of  the  cochlea.  Knapp,^  who  examined  a  case  of  this  abnormality, 
thinks  that  possibly  the  harmonious  action  of  the  two  cochleae  is  deranged  ;  the 
lamina  spiralis  of  one  being  attuned  for  a  different  tone- scale  than  that  of  the 
other.  He  does  not»  however,  exclude  a  possible  orig'in  in  the  auditory  centres, 
X^QH  Wtttick  considers  '*  that  if  the  organ  of  Corti  really  brings  about  the  perception 
of  a  certain  tone  of  a  tixed  number  of  vibrations  and  duration  by  means  of  its  proper 
peculiarities  of  construction,  it  is  conceivable  that  exudation  into  the  tympanic  cavity, 
which  would  thereby  alter  the  pressure  in  the  labyrinthine  fluid,  might  through  this 
change  of  pressure  affect  the  functional  integrity  of  the  endings  of  the  ner>'e-fibres  ; 
so  that,  e.g^^  fibres  attuned  for  the  tone  B  may  come  into  functional  activity  along 
with  others  corresponding  to  the  tone  A^  the  A  fibres  being  also  stimulated  with  the 
tone  B,**  If  Helmholtz*s  theory  regarding  the  physiological  significance  of  the 
cochlea  could  be  accepted  as  perfectly  correct*  we  should  be  compelled  to  refer 
the  underlying  cause  of  the  phenomenon  in  question  entirely  to  cochlear  conditions. 
There  are  however  many  objections  to  Helmholtx's  doctrine,  so  that  the  above 
explanation  of  diplacusis  cannot  be  received  as  final.  Since  too,  cases  of  double- 
hearing  have  been  observed  in  which  the  hearing  became  at  once  normal  after 
a  single  application  of  the  air-douche,  the  influence  of  the  sound-conducting 
stJiictures  can  scarcely  be  ignored.  It  must  also  be  remarked  that  the  symptom 
is  not  always  associated  with  tones  alone,  but  with  noises  and  words  also,  in  which 
the  cause  could  not  be  sought  exclusively  in  an  affection  of  the  membrana 
basilaris*  Probably  in  this  class  of  cases,  derangements  of  various  kinds  may  give 
rise  to  the  symptom.  Many  instances  of  diplacusis  have  been  recorded.  Bressler^ 
qootes  several  relating  to  this  condition,  and  others  have  been  observ^ed  by 
Sauvages,  Ifard,  and  Von  Gumpert.  In  Sauvages'  case  the  symptom  appeared 
io  the  course  of  a  catarrh,  and  disappeared  again  upon  recovery.  Hard  treated  a 
lady  who  suffered  from  intermittent  deafness  ;  as  often  as  hearing  returned  she 
heard  sounds  double.  Von  Gumperi  observed  the  phenomenon  in  himself  after  an 
inffammation  of  the  ear.  The  interval  varied  between  a  third,  a  fourth,  and  an 
octave.  The  deeper  tone  appeared  to  be  near ;  the  higher  at  a  distance  of  from 
two  to  three  yards:  diplacusis  of  words  was  also  observed:  the  condition  lasted 
eight  days. 

Von  Witiich^  T<^zX.Q%  that  four  weeks  after  a  severe  purulent  inflammation  of  the 
middle  ear,  ne  observed  that  '*  the  tone  of  a  tuning-fork  was  heard  exactly  half  a  note 
higher  in  the  affected  than  in  the  healthy  ear,  and  the  same  difference  was  observed 
with  the  middle  notes  of  the  scale  (once-accented  octave)  when  struck  on  the  piano 
or  whistled.  The  same  occurred  when  the  patient*s  external  auditory  canal  was  filled 
with  wadding  or  water,  or  if  the  tympanic  membrane  was  made  otherwise  tense  by 
iniUting  the  tympanum  with  air,  A  tuning-fork  placed  on  the  teeth  was  heard  first 
in  its  natural  pitch,  and  then  in  the  next  half-tone  gradually  dying  away.  If  placed 
on  the  head,  the  tone  was  half  a  note  higher  than  when  close  to  the  affected  ear. 
Two  tuning-forks,  of  which  the  pitch  of  one  was  half  a  note  higher  than  that  of  the 
other,  appeared  to  have  the  same  tone,  when  the  higher  pitched  was  struck  before 
the  healthy*  and  the  lower  before  the  diseased  ear.   Moos  recounts  similar  examples 


'  ♦•  Archiv  fOr  Augen-  und  Ohrcnheilkunde,"  i.  Bd.,  2  HcR.,  S.  93. 
*  **Pic  Krankhcitcn  dcs  Kopfes  und  dtr  Sinncsorganc.*'     Beriin,  1S40,  ii.  Bd.,  S.  375, 
■  **Ein  Fall  von  DoppelhOren  an  sich  selbst  bcobachtct.**     Konigsbcrg.  medicin,  Jahrb, 
(th  fid,.  ]$6i. 


in  his  **  Klinik  dcr  Ohrenkrankheiten/"  An  asthmatic  patient  who  inhaled  chloro- 
form during  an  attack  became  immediately  afterwards  hard  of  hearing,  with  noises 
in  the  head,  and  all  the  notes  of  the  scale  from  A  appeared  doubled*  In  another  case' 
he  noted  the  appearance  of  double-hearing^  in  the  course  of  treatment  by  iodide  of 
potassium.  The  patient,  a  man  of  forty,  who  had  suffered  from  asthma  for  a  long 
period,  and  took  for  this  more  than  ninety  ^ains  daily,  during  six  weeks,  was  attacked 
with  severe  catarrh,  accompanied  by  toss  of  appetite  and  troublesome  itching  in  the 
arms  and  legs.  Next  day  numbness  of  the  head,  and  double-hearing  for  the  notes 
of  the  piano  appeared^  with  a  difference  of  half  a  note  in  the  double  sounds.  After 
ihe  iodide  had  been  suspended  for  two  days,  the  diplacusis  ceased,  and  did  not 
rettirn.  Afuos  thinks  petechiee  in  the  cochlea  a  probable  cause  of  the  symptom  in 
this  case. 

Burnett'^  treated  a  music  teacher  aged  thirty-nine,  who  suffered  from  deafness^ 
noises  in  the  head,  giddiness,  and  headache.  After  the  giddiness  had  improved,  the 
patient  heard  an  A  tuning-fork  held  before  the  ear,  a  whole  tone  higher^ — i.e.,  as  B 
natural.  On  the  lower  part  of  the  frontal  bone,  between  the  orbital  ridges,  the  sound 
was  heard  correctly  as  A^  but  on  the  mastoid  process  as  B  natural  If  the  patient 
pressed  alternately  the  right  and  left  ear  upon  a  table  while  the  vibrating  tuning- 
fork  was  placed  on  it,  no  difference  in  tone  was  perceptible.  He  heard  the  contra  A 
in  the  right  ear  half  a  note  higher;  the  difference  became  less  with  each  higher 
octave,  and  disappeared  altogether  in  the  fifth  higher.  No  difference  was  noticed 
with  the  tones  of  a  violin  or  with  wind  instruments.  The  watch  was  heard  at  a 
distance  of  18"  on  the  left,  and  i"  on  the  right  side. 

F.  A.  Spalding,^  y^ho  had  suffered  for  twenty  years  from  middle-ear  catarrh, 
with  tingling  and  humming,  happened  one  day  to  be  for  some  minutes  in  a  factory 
in  which  a  machine  was  working  with  a  loud  noise,  and  suddenly  experienced  a 
fulness  and  tingling  in  both  ears.  The  tingling  noise  seemed  like  the  whistle  of 
a  distant  locomotive,  apparently  with  the  pitch  of  G'.  After  the  use  of  the  air-douche, 
the  feeling  of  fulness  disappeared,  but  the  tingling  continued  in  the  left  ear,  whilst 
in  the  right  it  alternated  with  a  buzzing  sound.  In  the  evening  of  the  same  day, 
while  listening  to  a  tune  being  whistled,  he  noticed  that  in  the  left  ear  he  heard  a 
second  tone  accompanying  the  notes  near  G\  the  tingling  noise  G  meanwhile  still 
going  on.  On  examination  with  a  flute,  he  found  that  the  notes  G\  G%  A"  and  A"^ 
were  perceived  correctly  with  the  right  ear,  but  that  on  the  left  they  were  heard  a 
minor  third  higher.  Some  hours  later  (one  o*clock  in  the  morning)  the  duplicate 
lone  was  no  longer  heard  with  G'\  but  was  still  present  with  <?"JJ,  A  and  A"i,  and 
was  now  observable  also  with  B"  natural.  Next  morning  the  duplicate  tones  had 
disappeared. 

/f,  Sieirtbrffgge  *  had  under  his  care  a  man  of  fifty-two,  who  was  musically 
cultivated,  and  had  suffered  from  ear- disease  since  childhood  (central  perforation 
on  left  side,  cicatrix  and  calcareous  deposit  on  right).  His  hearing  was  completely 
lost  on  the  left  side,  and  impaired  on  the  right.  One  evening  while  singing,  he 
observed  that  along  wnth  each  tone,  he  heard  also  the  major  third.  He  could  not 
say  on  which  side  the  duplicate  note  was  heard,  nor  in  which  octave.  This  condition 
continued  for  a  time,  and  then  all  music  appeared  confused  to  him.  He  had  at  the 
same  time  tinnitus,  giddiness,  and  a  staggering  gait     Four  weeks  afterwards  his 

*  *'  DoppclhOrcn  in  Folgc  einer  Jodkaliumcur."  Zcitschriff  ftlr  Ohrenheilkunde,  xi,  Bd., 
I  Hea. 

*  '*  Ein  Fall  von  Diplacusis  mit  ErlAutcrungen."  Archtv  fUr  Augcn-  und  Ohrenheilkunde, 
vL  Hd.,S.  24. 

'  '*  Diplacuiis  binauricularia.  Einc  Sclbstbcobmchtung,"  Zcilsch rift  far  Ohrenheilkunde, 
X.  Bd.,  2  Heft. 

*  ••  Ein  Fall  von  Diplacusis,"     Zcitschrift  fttr  Ohrenheilkunde,  xii.  Bd.,  lo  Heff. 
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hearing  improved,  the  giddiness  ceased,  and  he  was  again  capable  of  appreciating 
mnsic. 

Pomeroy^  obser\'ed  double-hearing  during  a  catarrh-  Each  tone  was  heard  a 
note  higher  by  the  right  than  by  the  healthy  left  ear.  The  difference  became 
gradually  less,  and  finally  quite  disappeared.  The  author  has  himself  treated 
several  patients  in  whom  this  phenomenon  was  present.  A  professional  musician* 
who  was  under  treatment  during  four  weeks  for  a  bilateral  middle-ear  catarrh, 
stated  that  during  the  whole  time  *Vall  tones  "  seemed  double*  although  the  hearing 
power  for  the  watch  was  almost  normal  during  the  last  two  weeks.  A  tone  correctly 
perceived  on  the  left  side  was  ming;led  with  that  heard  on  the  right ;  but  he  was 
iinable  to  determine  with  accuracy  the  pitch  of  the  latter.  Individual  words  he 
heard  double,  whether  spoken  by  himself  or  others,  the  word  appearing  to  be  mixed 
up  with  an  indistinct  one  in  the  second  ear.  The  symptom  vanished  suddenly,  and 
never  returned.  In  a  colleague  of  the  author's,  who  after  a  chill  was  attacked  with 
slight  catarrh  of  both  middle  ears,  the  symptom  of  diplacusis  made  its  appearance 
at  the  beginning,  and  was  experienced  with  every  note  of  the  scale.  The  patient, 
who  was  musical,  stated  that  with  each  note  he  heard  the  major  third.  In  this 
c<ase  also,  the  double-hearing  disappeared  with  the  catarrh.  In  another  patient,  who 
also  stated  that  each  note  was  accompanied  by  the  major  third*  a  disease  of  the 
labyrinth  was  diagnosed  by  the  author,  who  is  unaware  whether  the  symptom  in 
question  has  disappeared  or  not.  Patients  sometimes  complain  of  a  difficulty 
in  understanding  conversation  on  account  of  a  simultaneous  auditory  sensation 
resembling  more  or  less  the  word  spoken.  This  symptom  occurs  frequently  in 
catarrh  of  the  middle  ear  on  one  side,  and  even  when  it  is  present  on  both  sides. 
It  is  thus  probable  that  the  phenomenon  of  double-hearing  is  not  rare,  though,  as 
remarked  by  Knapp,  very  few  patients  recognise  the  fact. 


(r)  Hypcracusis  Wiiiisii, — By  this  term  is  meant  a  curious  phenomenon 
consisting  in  the  fact  that  an  auditory  stimulus  is  sometimes  perceived 
very  much  better  if  it  be  at  the  same  time  accompanied  by  a  loud 
noise  than  if  it  occur  alone.  It  is  most  often  experienced  by 
patients  when  travelling  by  train  or  driving  in  a  carriage,  under  vtrhich 
circumstances  they  find  they  hear  conversation  better  than  when  quiet. 
The  symptom  occurs  frequently,  especially  in  connection  with  chronic 
hyperplastic  inflammation  in  both  ears,  and  has  received  various  expla- 
nations. The  author  has  been  unable  to  accept  any  of  the  theories 
hitherto  advanced,  and  he  imagines  that  its  cause  must  be  referred  to 
different  circumstances,  partly  pathological,  partly  physiological,  which 
may  happen  to  co-exist  in  the  ear,  and  bring  about  a  condition  favourable 
to  the  better  conduction  of  a  powerful  auditory  stimulus. 

Weber^LieP  refers  the  symptom  to  the  effect  of  strong  and  repeated  impulses 
upon  the  tympanic  membrane  and  ossicles,  as  a  result  of  which  structures  too 
rigidly  fixed  by  retraction  of  the  tendon  of  the  tensor  tympani  muscle  and  thickening 
of  the  mucous  membrane  "  become  somewhat  relieved  from  their  over-tension/'  and 
are  thus  t)etter  accommodated  for  conduction ;  the  labyrinthine  pressure  being  at 
the  same  time  diminished.    This  view  is  favoured  by  the  effects  of  section  of  the 


•  "Otological  Contribution."     New  York  Med.  Joum.,  April  iS,  1S85. 
'  '*Uebcr  das  Wcs«n  und  die  Hcilbarkcit  der  h^ufigstcn  Form  progressiver  Schwcr- 
hOrigkcit."    Berlin,  1873.  S.  136. 
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tensor  tympani  tendon.  Urbantschitsch  ^  looks  on  Hyperacusis  Willisii  as  a 
*'  physiological  symptom."  The  sensitiveness  of  the  auditory  nerve  being  increased 
with  each  stimulation,  the  ear  is  capable  of  appreciating  impressions  of  sound  which 
it  would  be  unable  to  do  if  they  occurred  alone.  To  the  author,  neither  the  view  of 
Weber-Liel  nor  that  of  Urbantschitsch  recommends  itself.  Against  Weber-Liel's 
explanation  it  may  be  objected  that  the  symptom  occurs  in  patients  in  whom  the 
objective  conditions  cited  are  absent ;  and  according  to  the  theory  of  Urbantschitsch 
it  ought  to  follow  that  every  patient  with  impaired  hearing  ought  to  be  subject  to 
this  anomalous  condition,  whereas  the  proportion  of  aural  patients  in  whom  it  is 
observed  is  very  small. 

{^Roosa  *  also  thinks  the  phenomenon  is  due  to  some  affection  of  the  sound- 
conducting  apparatus.  He  states  that,  in  such  cases,  external  noises  improve  the 
hearing  capacity,  whilst  in  central  diseases  they  lessen  it.  Roller^  reports  a  case 
of  paracusis  Willisii,  in  which  inspissated  cerumen  was  found  in  the  external 
meatus,  and  which  was  cured  by  its  removal.  He  considers  this  result  supports 
the  view  that  the  symptom  is  produced  in  conditions  of  arrested  movement  of 
the  ossicular  articulations  {Politzer),  Boucheron^  believes  this  symptom  is  due 
to  compression  of  the  labyrinth  {Otopiesis"),  and  that  other  means  than  mobilisation 
of  the  stapes  are  ineffectual.  He  performed  this  operation  nine  times,  with  good 
results  in  every  case.] 

{d)  Paracusis  loci  is  applied  to  a  condition  described  by  Politzer  and 
others,  which  consists  in  the  inability  to  determine  with  accuracy  the 
direction  of  sounds.  The  symptom  occurs  in  mon-auricular  diseases, 
especially  in  those  of  an  acute  and  severe  character;  but  also  in  afTections 
of  both  ears,  in  which  they  suffer  in  a  different  degree.  In  accordance 
with  generally  accepted  physiological  views,  there  is  nothing  remarkable 
in  the  phenomenon,  and  it  usually  disappears  after  a  short  time. 

[(^)  Auditory  Allochirta, — Allochiria  was  first  described  by  Obermeister  in 
1882.  It  consists  in  the  perception  of  a  sensation  in  the  opposite  side  of  the  body 
to  that  on  which  the  excitation  was  made.  Most  frequent  examples  are  observed 
in  tabes  dorsalis  and  other  spinal  diseases.  Gelle  observed  in  a  patient  with  left 
chronic  hyperplastic  otitis  and  auditory  hyperaesthesia  of  the  same  side,  an 
auditory  allochiria :  viz.,  the  patient  heard,  on  the  left  side,  a  piping  sound,  pro- 
duced in  the  right  carotid,  under  the  influence  of  the  least  effort  or  emotion. 
There  were  no  symptoms  of  paralysis,  hysteria,  or  tabes.] 


'  Lehrbuch  der  Ohrenheilkunde,  S.  348. 

^  "Medical  News,"  April  21,  1888. 

^  Archives  of  Otology,  1887. 

*  Comptes  Rendus  de  TAcaderaie  des  Sciences,  1888. 


CHAPTER    II. 

OBJECTIVE  EXAMINATION, 

The  progress  of  otology,  as  with  medicine  in  general,  has  been  charac- 
terised for  the  most  part  by  increased  objectivity  in  diagnosis ;  and  from 
this  has  followed  greater  certainty  in  prognosis,  and  more  rational 
treatment. 

There  is  no  one  subjective  symptom  characteristic  of  and  peculiar 
to  any  disease  of  the  ear.  It  is  obvious  therefore,  that  accurate 
observation  of  the  objective  signs  of  the  various  morbid  conditions  is 
of  extreme  importance  in  relation  to  diagnosis.  The  accounts  which 
patients  give  of  their  ear-affection,  of  whatever  nature  it  may  be,  usually 
differ  from  one  another  only  in  regard  to  the  intensity  and  the  duration 
of  some  troublesome  symptom  or  other.  Thus  it  may  be  seen  how 
unsatisfactory  was  the  state  of  diagnosis  in  aural  diseases  at  a  time  when 
this  was  arrived  at  exclusively  from  a  consideration  of  the  subjective 
symptoms. 

The  gradual  simplification  in  the  methods  of  examination,  and  the 
disuse  of  complicated  apparatus  requiring  much  time  for  manipulation, 
undoubtedly  paved  the  way  for  considerable  improvement  in  diagnosis; 
and  the  measures  now  employed  for  this  purpose  are  such  that  an 
examination  may  be  made  with  ease  either  in  the  consulting-room  or 
in  the  patient's  own  house. 

The  objective  conditions  which  may  be  observed  in  ear  diseases  are 
to  be  recognised  by  the  eye,  ear,  or  touch ;  and  the  examination  is 
therefore  to  be  considered  in  accordance  therewith.  The  sense  of  smell 
is  of  little  importance  in  diagnosis,  since  a  bad  odour  emanating  from 
the  ear  gives  no  positive  indication  as  to  its  cause.  In  regard  to 
exudation  processes,  in  which  the  olfactory  sense  of  the  examiner  is 
often  exercised,  the  view  has  been  long  abandoned  according  to  which 
a  bad  odour  was  supposed  to  imply  a  carious  or  necrotic  bone  affection. 

A.    Ocular  Examination. 

Examination  by  the  eye  in  a  case  of  ear-disease  should  involve 
not  only  the  ear  itself,  but  all  such  regions  of  the  head  and  throat  as 
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have  a  close  connection  with  it ;  more  particularly  the  structures  adjacent 
to  the  auricle,  and  those  of  the  naso-pharyngeal  region.  Other  parts 
of  the  body  should  however  not  be  neglected,  if  any  suspicion  exists 
of  the  presence  of  general  disease.  The  examination  is  conducted  either 
by  means  of  direct  illumination,  with  or  without  the  aid  of  instru- 
ments, or,  as  is  generally  necessary  in  the  examination  of  the  deeper 
parts  of  the  ear  and  of  the  naso-pharyngeal  region,  by  means  of 
reflected  light. 

(a)  Examination  of  the  External  Auditory  Canal  and  the  Deeper 
Structures  of  the  Ear. 

The  observation  of  the  external  auditory  canal  is  in  general  carried 
out  best  by  reflected  light.  By  direct  illumination  it  is  but  seldom 
possible  to  obtain  a  distinct  view  of  the  deeper  parts  of  the  canal,  or 
anything  at  all  of  the  tympanic  membrane.  The  meatus  is  generally 
much  too  narrow  and  its  walls  too  uneven  to  permit  of  the  incident  rays 
reaching  and  properly  illuminating  these  structures.  Not  only  this,  but 
the  view  of  the  examiner  is  further  impeded  by  the  interposition  of  his 
own  head  between  the  patient  and  the  source  of  illumination.  Never- 
theless, the  simplicity  of  the  method,  and  the  possibility  of  seeing  the 
structures  in  their  natural  colour,  are  a  recommendation,  and  one  may 
therefore  make  use  of  it  when  convenient,  proceeding  to  the  examination 
by  reflected  light  if  necessary. 

The  auditory  canal,  as  is  well  known,  is  not  a  straight,  but  a  bent 
tube,  of  considerable  length  in  proportion  tp  its  calibre;  so  that  even  if 
one  succeeds  in  straightening  out  the  bend  which  the  cartilaginous  portion 
makes  with  the  osseous,  its  conformation  places  further  obstacles  in  the 
way  of  its  illumination,  in  addition  to  those  already  mentioned  as  to  its 
narrow  orifice  and  uneven  walls. 

With  the  object  of  facilitating  the  examination,  an  instrument  called  an 
ear-speculum  is  used.  The  first  mention  of  it  is  by  Fabricius  von  Hilden^  in 
the  seventeenth  century;  and  the  forceps-shaped  instrument  still  met  with, 
known  as  Kramer's  ear-speculum,  is  a  copy  of  Hilden's.  These  instruments 
must  give  way  to  the  simple  specula  of  more  recent  times  first  designed  by 
Dr,  Ignaz  Gruber^  and  brought  into  use  amongst  aurists  more  particularly 
through  Wilde.  The  simple  speculum  is  much  better  suited  for  ordinary 
examination  than  the  bivalved,  the  supposed  advantage  to  be  obtained 
from  the  use  of  the  latter — viz.,  enlargement  of  the  meatus — being  entirely 
erroneous.  The  intervention  of  scales,  hairs,  and  other  soft  structures 
between  the  blades  of  the  speculum  more  than  counterbalances  any 
dilatation  of  the  cartilaginous  portion  of  the  canal,  in  which  part  alone 
could  it  possibly  be  brought  about. 
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Fig.  58. 
Ear  speculum. 


The  simple  specula  employed  by  Ignaz  Gruber  were  hollow  truncated 
cones  with  the  inner  surface  blackened.  Since  the  width  of  the  external 
auditory  canal  is  different  in  different  persons,  the  specula  are  madp  of 
different  sizes ;  usually  a  set  of  three  is  employed,  the  smaller  just  fitting 
into  the  next  larger  one.  These  specula  have  been  variously  modified  ; 
always  with  the  same  object  of  increasing  the  illumination,  and  with 
varying  success. 

The  speculum  introduced  by  the  author  is  flattened  from  side  to  side 
in  one  direction,  and  made  up,  as  it  were,  of  two  segments  of  different 
width,  the  curvatures  of  which  pass  gradually  one  into  the  other.  A 
section  perpendicular  to  the  longitudinal 
axis  is  everywhere  conformable  to  that 
of  the  auditory  canal — that  is  to  say. 
elliptical.  It  is  blackened  inside,  and  the 
edge  of  the  smaller  end  is  well  rounded 
off,  the  larger  end  carrying  a  milled  ring 
on  its  outer  surface  to  enable  the  specu- 
lum to  be  handled  easily.  A  set  consists 
of  four  instead  of  three  specula,  and  they 
graduate  in  size,  not  only  as  to  width,  but 
length  also.  The  narrowest  one  is  almost 
I  cm,  shorter  than  the  remaining  three, 
which  are  equally  long.  Their  propor- 
tions are  represented  in  the  diagram,  in 
which  the  rings  show  the  actual  sizes 
of  the  larger  and  smaller  ends.  The 
shortest  speculum  is  employed  for  young 

children.  The  advantages  which  this  form  of  speculum  possesses  are  that 
it  can,  on  the  one  hand,  be  introduced  for  some  distance  (I'S  to  20;/.) 
into  the  canal ;  and  on  the  other  hand,  the  light  is  admitted  freely  through 
the  wide  external  opening. 

Toynbee  and  others  have  endeavoured  to  attain  this  by  other  means.  Their 
instruments  have  nearly  the  form  of  an  ordinary  funnel,  which  although  allowing 
plenty  of  light  to  enter  the  large  end,  have  the  disadvantage  of  too  sudden  a  trans- 
ition of  the  wide  into  the  narrow  part,  whereby  many  rays  of  light  are  reflected 
instead  of  proceeding  down  the  auditory  canal.  The  prolonged  manipulation  of  the 
instrument  is  also  apt  to  cause  fatigue  of  the  fingers,  whereas  in  the  form  of  speculum 
recommended  by  the  author,  the  fingers  rest  not  only  on  the  margin,  but  also  on  its 
prominent  external  surface. 

Aural  specula  are  made  of  German  silver,  or  of  vulcanite,  the  latter 
being  convenient  when  it  is  desired  to  apply  substances — such  as  nitrate  of 
silver — which  would  act  upon  a  metallic  instrument.  In  other  cases,  the 
author  invariably   uses  metal  specula,    because   to  say   nothing  of  other 
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Fig.  59- 
Reflector  (half  ordinary 


small  advantages  which  they  possess,  they  are  usually  much  more  durable, 
and  permit  of  far  better  illumination  than  those  made  of  vulcanite. 

As  already  mentioned,  it  is  only  on  rare  occasions  that  sufficient 
illumination  of  the  deeper  structures  can  be  obtained  by  means  of  sunlight 
or  artificial  light  falling  directly  upon  the  ear.  A  stronger  light  derived 
from  special  apparatus  is  needful  for  this  purpose.  Such  arrangements  as 
were  formerly  employed  were  all  constructed  on  the  principle  of  passing 
the  light  through  collecting  lenses,  and  in  this  way  concentrating  the  rays. 
In  some  instances,  so-called  '  reverberators '  were  also  placed  behind  the 

source  of  light,  so  as  to  reflect  towards  the  col- 
lecting lenses  such  of  the  rays  as  would  have 
otherwise  fallen  in  other  directions.  Wax 
candles  or  oil  lamps  were  employed,  or  as  a 
more  intense  light,  a  photodyl  flame  supplied 
with  a  continuous  stream  of  oxygen  {Voltolini^y 
The  disadvantages  connected  with  the  general 
use  of  such  apparatus  have  been  already  adverted 
to.  At  the  present  day  the  instrument  almost 
universally  employed  is  that  introduced  into 
practice  by  Von  Tr6ltsch  in  1855.  This  consists 
of  a  concave  mirror,  with  a  focal  distance  of 
from  13  to  16  cm,  and  7  to  8  an,  in  diameter. 
It  is  screwed  on  to  a  handle,  and  the  glass 
pierced  in  the  centre  to  permit  of  the  examiner 
looking  through  it.  In  those  cases  in  which  it 
is  desirable  that  both  hands  should  be  at  liberty, 
it  is  necessary  to  use  a  reflector  adapted  by  a 
ball-and-socket  joint  to  a  plate  fixed  to  a  band 
going  round  the  forehead.  [A  mirror  attached 
to  a  spectacle-frame,  similar  in  pattern  to 
Mackenzie's  laryngeal  reflector,  is  the  arrange- 
ment most  commonly  in  use  in  this  country.  The  shape  of  the  aperture 
is  of  no  practical  importance.] 

Weber-Liel  ^  uses  for  the  same  purpose  a  mirror  with  a  handle  which  can  be 
held  between  the  teeth.  The  handle  has  a  hinge  to  regulate  the  direction  of  the 
mirror.  Delstanche  fils  recommends  a  similar  reflector,  and  Czermak  at  first  also 
employed  a  mirror  movable  on  a  wire  handle  which  was  held  in  the  mouth. 

In  such  cases,  however,  the  suggestion  of  Schwartze  may  be  adopted.  The 
reflector  is  held  by  the  thumb  and  index  finger  of  the  left  hand,  the  middle  finger 
used  to  adjust  the  speculum,  and  the  auricle  drawn  aside  by  the  remaining  fingers. 


'  For  further  information  concerning  all  these  obsolete  apparatus,  vide  Lincke^  "  Handbuch 
der  Ohrenheilkunde,"  Leipzig.  1845;  as  well  as  Fon  Tro/tsch,  "Die  Untersuchung  des 
GehOrganges  und  Trommelfelles,"  Berlin,  i860. 

-  Monatsschrift  fOr  Ohrenheilkunde,  xii.  Bd.,  S.  2. 


OBJECTIVE  EXAMINATION,  159 


Trautmann  *  suggested  an  arrangement  of  a  reflector,  on  the  handle  of  which  a 
ring  is  fixed,  through  which  the  thumb  ma}'  be  inserted :  all  the  fingers  may  then 
be  used  for  manipulating  the  ear  and  speculum.  Since  electric  illumination  has 
come  into  vogue,  various  kinds  of  electric  lamps  have  been  invented  for  aural 
examination.  VoUolini^  is  opposed  to  all  apparatus  of  this  kind  hitherto  constructed, 
since  in  his  opinion,  the  small  ones  give  too  little  light,  and  the  larger  ones  are  very- 
expensive,  and  the  light  painful  to  the  eye.  Felix  Senion  ^  advocates  an  electric 
apparatus  made  by  Miiller  of  Hamburg,  the  accumulator  connected  with  which 
will  supply  the  small  lamp  for  ten  to  fourteen  days.  The  same  instrument  can 
also  be  used  for  laryngoscopy.  Zaufal^  speaks  highly  of  the  **  Nitze-Leiter 
electrical  otoscope,"  and  considers  Leiter's  battery  best  for  supplying  the  current. 
He  thinks  it  especially  adapted  for  the  ear,  and  refers  to  the  excellent  definition  of 
the  parts  which  it  permits.  It  is,  however,  as  he  admits,  too  expensive  for  general 
use.  Hedinger^  used  as  an  illuminator  a  glowing  platinum  wire  placed  in  the  focus 
of  a  polished  silver  mirror,  and  supplied  by  a  modified  Bunsen's  battery.  He 
recommends  it  from  the  possibility  of  bringing  the  source  of  light  very  near  the 
object  examined.     Fritsche^  employs  common  gas  as  an  illuminant,   previously 

Fig.  60. 
Aural  forceps. 


passed,  however,  through  a  heated  iron  bottle  containing  vapour  of  naphthaline,, 
with  which  it  becomes  mixed  before  being  burnt.  The  light  is  concentrated  by  two 
plano-convex  lenses,  and  falls  upon  a  concave  mirror.  The  flame  is  said  to  be 
much  whiter,  and  from  two  to  four  times  stronger  than  an  ordinary  gaslight,  and 
at  the  same  time  to  effect  a  saving  of  40  to  45  per  cent. 

Although  acknowledging  the  various  efforts  to  produce  a  better  light,  the 
author  believes  the  electric  light  will  scarcely  come  into  general  use  for  examina- 
tion until  electric  illumination  becomes  adapted  to  household  use  with  the  ease 
of  gas. 

The  alteration  in  appearance  produced  by  artificial  light  is  modified  by 
Schwarhe  by  the  use  of  a  blue-coloured  lamp  glass,  as  in  microscopical  work 
{Schenk), 

The  aural  forceps  is  an  instrument  in  frequent  use  in  aural  practice, 

'  Arcbiv  fOr  Ohrenhcilkunde,  vii.  Bd.,  S.  93. 

*  "Das  elektrische  Licht  verwendet  in  unserer  Specialitat  und  die  Anwendung  des 
Cocain."     Monatsschrift  fQr  Ohrenhcilkunde,  xix.  Bd.,  S.  142. 

'  "  Electric  illumination  of  the  various  cavities  of  the  human  bod}',  faradisation,  galvanisa- 
tion, and  electrolysis  by  means  of  pocket  accumulators."     Lancet,  1885.     May. 

*  *•  Uebcr  den  Werth  des  Nitze-Lciter'schen  Endoscops  zur  Untersuchung  des  GehOr- 
organes."     Archiv  fQr  Ohrenhcilkunde,  xvi.  Bd.,  3  Heft. 

*  "  Deutsche  medicinische  Wochenschrift,*'  v.  7,  1879. 

*  "Die  Albocarbon  -  UntersuchungsJampe  fQr  Nasen-  und  Kehlkopfkrankh."  Berlin^ 
Klinische  Wochenschrift,  1 885,  Nr.  5. 
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and  ought  to  be  always  at  hand.  The  author  employs  the  simple  form 
represented  in  the  figure  (Fig.  60);  but  others  are  in  use,  and  may  be 
serviceable  in  special  cases;  <?.^., instruments  with  cross  blades,  or  spoon- 
shaped  or  hooked  ends.  The  more  compHcated  the  forceps,  the  more 
training  is  needful  for  their  manipulation.  In  examining  the  external 
auditory  canal,   the  ensuing  method  should  be  adopted. 


(a)  Exawination  by  Direct  Illummaiion, 

The  patient  sits  or  stands  in  such  a  w*ay  that  the  light  falls  upon 
the  ear  to  be  examined,*  and  the  observer,  placing  himself  opposite  the 
ear,  draws  the  upper  part  of  the  auricle  somewhat  backwards,  upwards, 
and  aw*ay  from  the  side  of  the  head  with  the  thumb  and  first  finger, 
in  this  way,  owing  to  the  connection  of  the  auricle  with  the  cartilaginous 
portion  of  the  auditory  canal,  the  bend  in  the  latter  at  the  junction  of 
the  cartilaginous  with  the  osseous  portion  becomes  more  or  less 
straightened  out*  This  being  done,  the  speculum,  previously  warmed  a 
little,  is  introduced  in  the  direction  of  the  axis  of  the  canal^that  is, 
inw^ards.  and  somewhat  forwards  and  downw^ards,  care  being  taken  not 
to  scratch  the  walls  of  the  meatus.  Attention  should  also  be  given 
that  the  longer  axis  of  the  elliptical  diameter  of  the  speculum  is  directed 
from  above  downwards. 

In  using  the  speculum,  it  occasionally  happens  that  an  obstruction 
or  difficulty  presents  itself  on  account  of  some  peculiarity  or  other  of 
the  canal.  To  overcome  this,  however,  only  calls  for  a  little  judicious 
management,  and  practice  in  manipulation.  It  is  advisable  to  employ- 
as  large  a  speculum  as  can  be  conveniently  introduced,  with  the  object 
of  obtaining  as  large  a  field  of  view  as  possible ;  but  care  should  be 
taken  to  avoid  undue  pressure  upon  the  lining  membrane  of  the  canal, 
which  is  richly  supplied  with  blood-vessels  and  nerves,  especially  in  the 
osseous  portion  ;  and  is  not  only  very  sensitive,  but  readily  excoriated. 
If  therefore  the  speculum  cannot  be  easily  used,  a  smaller  one  should 
be  taken.  If  the  patient  be  instructed  to  open  his  mouth,  the  introduc* 
tion  of  the  speculum  will  be  facilitated  by  the  widening  of  the  auditory 
canal  which  this  occasions.  This  procedure  should  not  be  forgotten 
when  examining  a  case  in  which  much  inflammatory  swelling  is 
present. 

In  many  patients  the  most  gentle  contact  with  some  part  of  the  lining  roembran 
of  the  canal  is  sufficient  to  induce  paroxysms  of  coughing,  brought  about,  it 
believed »  by  the  reflex  function  of  the  auricular  branch  of  the  pneumogastric  nerve. 
The  coughing  fits   soon   cease  however,   and  do   not  further  Interfere  with  the 

['  h  is  desirable  to  ascertain  the  condition  of  the  meatus  before  introducing  ihc  spccuJun 
For  example,   an  acute   innammatory  swelling  will  render  it  icmpomrily  inadmissible, 
^^b^iously  necessitate  the  use  of  a  very  smatl  instrument.] 
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exammatjon.  An  epileptic  patient  of  the  author's  was  once  seized  with  a  fit  during 
the  introduction  of  the  speculum  ;  and  another  case  will  be  referred  to  later  on^  in 
which  convulsions  supervened  upon  contact  of  the  instrument  with  the  auditory 
meatus.  Otherwise  the  author  has  never  observed  serious  symptoms  during  the 
examination.  Schwartze '  relates  having  on  several  occasions  observed  epileptic 
convulsions  to  come  on  during  the  aural  examination  of  patients  who  were  supposed 
never  to  suffer  from  such  attacks. 

The  speculum  being  introduced,  it  is  held  in  position  by  the  thumb 
and  index  finger  ;  the  latter  finger  also,  with  the  middle  finger  of  the 
same  hand^  serving  to  hold  up  the  auricle.  The  other  hand  is  now 
set  at  liberty,  and  the  light  adjusted  so  that  as  much  as  possible  falls 
upon  the  speculum  in  the  direction  of  the  canaL  Should  it  have  proved 
impracticable  to  introduce  a  speculum  large  enough  to  view  all  the 
deeper  structures  at  once,  they  must  be  examined  in  turn  by  inclining 
the  speculum  first  in  one  direction  and  then  in  another.  By  turning 
also  the  patient^s  head  into  different  positions,  one  often  succeeds  in 
seeing  parts  which  would  otherwise  have  been  invisible. 

If,  after  the  speculum  has  been  introduced,  any  small  particles,  such  as  epidermic 
scales,  or  small  pieces  of  cerumen,  should  obstruct  the  view,  they  may  be  carefully 
removed  with  the  aural  forceps.  Larger  and  more  firmly  adherent  substances  should 
be  removed  by  syringing  out  the  canal — a  process  to  be  described  later  on ,  After 
8)Tinging,  the  appearance  of  the  tympanic  membrane  may  be  considerably  altered 
as  a  simple  result  of  the  process,  a  fact  which  should  always  be  borne  in  mind  in 
ntspect  of  diagnosis.  The  blood-vessels  which  run  along-  the  handle  of  the  malleus 
are  specially  apt  to  become  strongly  injected,  so  that  the  condition  might  be  easily 
mistaken  for  an  inflammatory  hyperemia. 

If  the  auditory  canal  should  be  clear,  and  no  pathological  changes 
present,  the  tympanic  membrane  may  be  seen  at  its  extremity.  It  appears 
at  the  inner  end  of  the  auditory  canal  as  a  moderately  tense  membrane, 
concave  outwardly,  and  usually  shining  with  a  dull  light.  Its  colour  is 
not  the  same  throughout ,  depending  as  it  does  not  only  upon  the  histo- 
logical character  of  the  constituent  parts  of  the  membrane  itself,  but  also 
upon  the  colour  of  adjacent  structures.  In  general  it  can  only  be  stated 
tliat  in  the  normal  condition  the  tympanic  membrane  is  of  a  mixed 
colour,  answering  to  its  own  proper  tint  and  that  of  the  surrounding 
parts  (Plate  1.,  Figs,  i  and  2),  It  is  usually  grey,  but  with  a  marked 
f^iiess  of  the  lining  membrane  of  the  external  auditory  canal,  as  well 
as  with  increased  redness  of  the  mucous  membrane  of  the  tympanic 
cavity,  it  acquires  a  reddish  or  somewhat  violet  appearance.  With  a 
yellowish  tint  of  the  mucous  membrane  again,  it  appears  somewhat 
yellowish.  The  thicker  portions  of  the  membrane  are  in  general  lighter 
in  colour  than  the  thinner  parts;  and  the  posterior  segment,  especially 
^  its  upper  part,  is  usually  lighter   than  the   anterior.      The  ordinary 


'  **  Die  chirurgischen  Krankhciten  dcs  Ohres,**  S,  1 1. 
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whitish-grey  colour  varies  also  in  accordance  with  the  kind  of  light 
employed  ;  and  as  even  the  colour  of  the  sun's  rays  varies,  the  tint  of 
the  membrane  may  differ  at  times  even  with  direct  illumination  by  sunlight. 
The  whitish-grey  colour  seen  by  reflected  sunlight  becomes  more  yellow 
by  gaslight.  In  the  greyish  ground  of  the  membrane  is  seen  a  tolerably 
broad  ridge^  usually  of  a  whitish -yellow  colour,  extending  from  the 
upper  part  in  front,  downwards  and  backwards  to  somewhere  about  the 
middle  of  the  membrane*  In  this  ridge  the  handle  of  the  malleus  may 
be  readily  recognised^  and  also  its  upper  end  corresponding  to  the  short 
process,  and  appearing  as  a  small  protuberance  into  the  canal.  The 
lower  extremity  of  the  handle  appears  rather  rounded,  and  behind  and 
near  this  an  irregular  reddish-yellow  or  whitish-yellow  spot  may  be 
obser\^ed,  due  to  the  promontory  shining  through. 

Between  the  spot  just  mentioned  and  the  most  external  border  of" 
the  membrane  (annulus  cartilagincus)  the  colour  is  generally  darker  for 
a  variable  distance ;  while  the  cartilaginous  ring  itself,  so  far  as  it 
projects  between  the  lips  of  the  sulcus  tympanicus,  appears  on  the  other 
hand  of  a  lighter,  yellowish  tint*  The  "  dendritic "  fibrous  structure 
of  the  membrane  may  also  be  sometimes  recognised  by  a  pale,  cloudy, 
opaque  appearance.  When  the  drum-membrane  is  very  transparent, 
the  lowest  portion  of  the  descending  process  of  the  incus  may  be 
seen  through  it,  even  in  the  normal  ear  j  and  in  rare  cases  even  the 
head  and  posterior  crus  of  the  stapes,  as  well  as  the  tendon  of  the 
stapedius  muscle,  may  be  visible  (Plate  I.,  Fig.  2)  in  the  upper  posterior 
section.  The  upper  parts  of  the  membrane,  especially  in  the  posterior 
region,  have  a  lighter  and  more  opaque  appearance  than  the  rest,  due 
to  the  presence  behind  of  the  folds  or  duplicatures  of  mucous  membrane 
forming  the  anterior  and  posterior  pouches.  The  incident  luminous 
rays,  being  in  fact  reflected  in  greater  number  by  the  drum-membrane 
and  folds  of  the  pouches  than  from  the  membrane  alone,  this  part 
must  appear  lighter  in  colour.  Similarly,  since  the  lower  margin  of  the 
duplicatures  is  still  further  thickened  by  the  presence  of  the  chorda 
tympani,  this  nerve  may  in  many  cases  be  perceived  simply  on  external 
inspection  of  the  tympanic  membrane.  It  then  looks  like  a  whitish 
thread  running  from  behind  and  below,  forwards  and  upwards,  and 
limiting  below  the  lighter-coloured  region  just  described. 

From  the  lower  end  of  the  handle  of  the  malleus,  extending  forwards 
and  downwardsp  the  *'cone  of  light,"  first  described  by  IVilde,  may  be 
observed.  It  has  the  appearance  of  a  brightly  shining  equilateral  triangle 
of  from  I  k  to  2  mm.  in  height,  with  the  apex  directed  towards  the  extremity 
of  the  handle  of  the  malleus,  and  the  base  forwards  and  downwards  towards 
the  periphery  of  the  membrana  tympani.  Even  in  healthy  ears  however 
the  bright  spot  varies  very  much  in  both  form  and  extent 


According  to  Helmholh^  the  "cone  of  lig-ht '*  is  a  result  of  the  peculiar 
position  of  the  drum-head*  **The  vertical  part  of  the  membrane  which  is  turned 
towards  the  axis  of  the  auditory  canal,  and  lies  as  a  rule  close  under  the  handle 
of  the  malleus,  reflects  light  thrown  from  without  into  the  ear,  back  again  towards 
the  outlet  of  the  canal,  and  appears  therefore  as  a  shining  triangular  spot," 

In  the  normal  membrane  two  folds  or  ridges  arise  from  the  short 
process  of  the  malleus,  one  of  which  runs  forwards  and  upwards,  and  the 
other  (much  the  longer)  backwards  and  downwards.  They  are  A\\^  to  the 
fact  that  the  upper  end  of  the  handle  of  the  malleus  projects  outwards 
towards  the  external  auditory  canal,  and  so  makes  the  membrane  prominent 
in  this  region.  These  folds  are  more  distinctly  marked,  the  more  concave 
that  part  of  the  membrane  below  them  is,  and  the  more  distant  they  are 
from  the  upper  part  of  the  inner  end  of  the  auditory  canal. 

That  Von  Troltsch  first  described  these  folds  in  the  normal  tympanic  membrane, 
a5  PoUtzer  supposes  in  his  Text-book,  is  incorrect.  In  Von  Troltsch' s  Text-book, 
published  in  1862,  on  page  106.  where  he  describes  the  appearances  in  acute  catarrh 
of  the  membrane,  he  certainly  writes  :  **  In  like  manner  the  tympanic  membrane  as 
a  whole  appears  abnormally  concave ;  and  besides  many  partial  irregularities  in  its 
incurv^ations,  a  ridge  which  curves  backwards  and  downwards  from  the  short  process 
of  the  malleus  may  in  particular  be  often  observed  in  connection  with  the  inward 
tension  of  the  membrane."  Nowhere  however  docs  he  speak  of  an  anterior  fold 
and  still  less  of  the  coustant  presence  of  an  anterior  and  posterior  fold  in  the 
nurmal  membrane.  The  author  had  already  drawn  attention  to  the  fact  that  these 
folds  are  frequently  very  strong-ly  developed  in  disease,  in  his  reports  of  the  aural 
out-patient  practice  for  the  year  1861  (first  printed,  of  course,  in  the  Hosp.  Summary 
Reports  of  1862).  The  first  account  of  the  presence  of  an  anterior  and  posterior 
fold,  and  that  they  are  developed  in  a  moderate  degree  in  the  normal  state  (of  which 
Von  Troltsch  had  no  knowledge),  the  author  has  given  in  his  before-mentioned 
work  on  the  t>*nipanic  membrane. 

Of  the  cartilaginous  ring,  only  traces  are  as  a  rule  seen  in  the  form  of  cur\'ed 
lines  on  the  periphery  of  the  membrane^  since  the  largest  part  of  it  is  situated  in  the 
sttkras  t^^mpanicus  itself. 


(/3)  Examination  by  Reflected  Light, 

In  this  a  reflector  is  employed,  as  well  as  the  before-mentioned  ear- 
speculum  ;  the  method  of  examination  being  as  follows :  The  patient  sits 
or  stands  (as  most  convenient)  between  the  source  of  light  and  the  observer, 
in  such  a  way  that  the  ear  to  be  examined  is  turned  away  from  the  light, 
attention  being  at  the  same  time  given  that  the  patient  does  not  obscure  it 
with  his  own  head.  To  this  end  he  should,  after  the  speculum  has  been 
properly  introduced,  incline  his  head  somewhat  towards  the  opposite 
shoulder.  Whilst  the  observer  now  with  the  fingers  of  one  hand  holds 
the  speculum  as  well  as  the  auricle  in  the  manner  previously  described,  he, 
with  the  reflector  in  the  other  hand,  intercepts  the  rays  of  light,  and 
directs  them  into  the  auditory  canal.     To  effect  this,  the  reflector  must  be 
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turned  a  little  in  different  directions,  until  a  position  is  found  at  which  the 
light-rays  are  most  abundantly  thrown  into  the  ear. 

Beginners  may  be  recommended  to  illuminate  the  meatus  before  introducing- 
the  speculum,  as  the  position  of  the  mirror  necessary  for  good  illumination  is  then 
more  easily  determined ;  otherwise,  in  searching  for  the  light,  the  examination  may 
readily  become  tedious  and  troublesome. 

In  examining  by  this  method  the  observer  makes  use  of  both  hands. 
If  however,  for  operating  or  other  purposes  he  wishes  them  to  be  free, 
this  may  be  effected  by  using  a  mirror  provided  with  a  band  for  the  fore- 
head, and  by  introducing  the  sf)eculum  into  the  meatus  far  enough  for  it 
to  maintain  itself  in  position  without  being  held  there. 

With  regard  to  the  source  of  light,  that  from  white  or  pale-grey  clouds 
is  best  for  a  prolonged  examination  {Von  Trdlisch),  If  therefore  the 
examiner  should  by  chance  find  himself  opposite  the  sun,  the  mirror  should 
be  turned  to  one  or  the  other  side ;  the  patient  of  course  also  changing  his 
position,  so  that  the  light-rays  may  be  derived  from  some  sufficiently 
illuminated  object — e.g.^  a  white  wall. 

The  objection  which  has  been  made  to  illuminating  by  reflection,  that  the  colour 
of  the  various  structures  is  thereby  altered,  applies  equally  to  all  other  modes  of 
artificial  illumination,  and  has  really  no  great  weight,  inasmuch  as  reflected  light 
is  employed  almost  exclusively  for  the  purpose  of  examination,  and  normal  and 
abnormal  structures  therefore  observed  and  compared  under  the  same  conditions. 
Though  a  very  strong  light,  as  direct  bright  sunlight,  no  doubt  enables  the  structures 
to  be  more  accurately  observed,  it  is  unsuitable  for  a  prolonged  examination,  on 
account  of  the  fatigue  to  the  eye  which  it  induces. 

The  points  about  which  information  is  to  be  obtained  from  the 
examination  are : — the  width  of  the  external  auditory  canal,  its  possible 
contents,  and  the  condition  of  its  walls;  the  extent,  colour,  position,, 
curvature,  and  other  characters  of  the  tympanic  membrane ;  and  the  con- 
dition of  the  malleus,  the  direction  of  its  handle,  the  situation  of  its  short 
process,  as  well  as  its  other  relations  to  the  membrane.  Then  again  the 
state  of  the  folds  of  the  membrane  which  proceed  from  the  short  process 
of  the  malleus,  the  occasional  visibility  of  parts  of  the  other  auditory 
ossicles  (incus  and  stapes),  and  the  condition  of  the  other  structures  of 
the  tympanum  which  may  be  noticeable,  should  likewise  be  observed. 

For  the  more  accurate  observation  of  the  mobility  of  the  membrana 
tympani,  the  instrument  known  as  Siegle's  speculum  may  be  employed.  In 
its  original  form  it  consisted  of  two  principal  parts — viz.,  the  speculum 
proper  (Fig.  Oi,  K  G  A)^  and  a  tube  (S),  which  had  a  mouthpiece  at  the 
end  (an  air-ball  in  the  figure). 

The  tube  communicates  with  the  speculum  by  a  side  opening,  to  the 
outer  side  of  which  {i.e.,  towards  K)  a  glass  diaphragm  was  in  the  original 
speculum  fixed  almost  at  right  angles,  and  completely  shut  off"  one  part  of 
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the  speculum  from  the  other.  The  inner  part  i^A)  can  be  screwed  off,  and 
replaced  by  another.  The  alteration  of  density  of  the  air  in  the  auditory 
canal  is  brought  about  through  the  tube,  either  by  means  of  the  mouth  or 
by  an  air-ball. 

This  instrument  has  been  modified  to  some  extent  by  the  author.  In 
its  original  form,  the  fixity  of  the  glass  diaphragm  made  it  difficult  to  keep 
it  thoroughly  clean.  Further  drawbacks  were  the  reflection  of  light  from 
the  surface  of  the  glass,  and  the  unsuitable  form  of  the  ear-piece.  In  the 
author's    modification    the    glass 


Fig.  61. 

Modification  of  Sieglc's  aural  speculum  (half 
ordinary  size). 

A'1 


diaphragm  can  be  removed.  In 
Fig,  61  the  drawing  to  the  right 
gives  a  correct  idea  of  the  con- 
struction. The  dotted  lines  re- 
present the  external  case  of  the 
speculum,  into  the  outer  (ocular) 
end  of  which  the  milled  ring  K 
can  be  screwed.  The  glass 
diaphragm  is  placed  between 
the  segments  E  and  £"',  cut  at 
an  angle  of  45°.  The  segment 
E  is  removable,  E  being  per- 
manently fixed  into  the  outer 
case  of  the  instrument.  Between 
the  diaphragm  and  the  segment 
-£  is  a  removable  elastic  ring, 
which  serves  to  perfect  the  con- 
tact between  the  diaphragm  and 
the  two  segments  when  the  ring 
K  is  screwed  up,  and  so  cut  the 
two  chambers  completely  off  from 
one  another.  The  opening  for 
the  lateral  nozzle,  by  which  com- 
munication is  established  between 
the  indiarubber  tube  S  and  the 
inner  (aural)  division  of  the  speculum,  is  indicated  near  E\ 

Delstanche's*  **  rarefactor/'  which  is  worked  by  an  air  pump,  does  not  appear 
to  the  author  to  be  as  practical  and  simple  as  Siegle's  speculum  for  purposes  of 
examination. 

IVeber-Liel*  has  1  constructed  an  "aural  microscope,"  with  the  object  of 
obtaining  a  magnified  view  of  the  tympanic  membrane.  With  this  instrument  the 
membrane  may  be  magnified  fifteen  times,  and  even  its  vibrations  observed  if  it  has 
been  previously  dusted  with  powdered  starch. 


K  G  A,  Speculum ;  G,  glass  diaphragm,  placed 
obliquely;  A,  inner  portion  of  speculum;  S, 
ventilation  tube;  B,  air-ball.  In  the  figure  on 
the  right,  K,  external  ring ;  G,  glass;  E,  E\  the 
two  oblique  tubes  between  which  the  diaphragm 
is  fixed  by  screwing  the  parts  K  and  A. 


'  MonatsschriftfOr  Ohrenheilkunde,  etc,  xx.  Jahrg.,  Nr.  3. 
*  /A.,  ix.,  10. 
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Fig.  62. 

longitudinal  section  of  Voltolini  s  modi- 
fication of  Bninton's  speculum  (two- 
thirds  ordinary  size). 


Voltolini's  otoscope  is  more  simple,  and  easier  to  manipulate.  It  consists  of  a 
Bninton's  aural  speculum,  furnished  with  various  glasses  which  serve  partly  to 
magnify,  partly  for  other  purposes.  A  longitudinal  section  of  the  instrument  is  shown 
in  Fig.  62,  drawn  two-thirds  of  the  actual  size.  C  C  represents  the  funnel-shaped 
part  through  which  the  light  is  admitted  into  the  cylindrical  body  of  the  speculum 

Ta,  in  which  is  fixed  obliquely  a  plane 
mirror  S  S,  with  a  central  aperture.  At  a 
the  speculum  proper  7r,  of  varying  width  of 
aperture  as  needed,  is  screwed  on.  The 
glasses  of  the  instrument  are  fixed  in  at  T 
and  1^.  If  specula  of  different  length  be  em- 
ployed, the  lens  D  must  be  chosen  of  a  cor- 
responding focal  distance.  The  apparatus  is 
so  constructed  as  to  allow  movements  of  the 
tympanic  membrane  due  to  changes  in  the 
atmospheric  pressure  in  the  auditory  canal  to 
be  observed.  The  glass  6^  6^  is  fixed  air-tight 
in  the  funnel  C  C,  and  farther  inwards  is  an 
aperture  in  the  connecting  tube,  which  leads 
at  right  angles  to  a  narrow  nozzle,  to  which 
an  indiarubber  tube  ^V  is  attached.  A  strong 
light,  best  of  all  sunlight,  should  be  used 
with  this  instrument. 

If  it.be  desired  to  observe  the  movements 
of  the  drum-head,  the  air  in  the  auditory  canal 
may  be  condensed  or  rarefied  through  the 
indiarubber  tube,  either  by  the  mouth  or  a 
small  air-ball.  When  the  air  is  condensed 
the  normal  membrane  will  be  seen  to  move 
inwards,  and  when  rarefied,  outwards.  The 
end  of  the  speculum  may  be  made  to  fill  the 
auditory  canal,  and  fit  also  more  closely,  by 
covering  it  with  a  short  piece  of  indiarubber 
tubing,  as  at  K, 

For  the  performance  of  operations,  Volto- 
lini recommends  the  use  of  a  speculum  with 
a  lateral  opening,  as  shown  at  tn  (7r,), 
through  which  the  desired  instrument  may  be 
introduced. 

[This  instrument  combines,  as  will  be 
seen,  the  principles  of  Bninton's  and  Siegle's 
specula.  The  Editors  consider  the  constant 
employment  of  this  form  of  otoscope  more 
or  less  disadvantageous  in  practice,  since, 
among  other  reasons,  the  surgeon  is  apt  to 
his   facility  in  examination  with  the  ordinary  speculum,  through  which  all 


C  C,  Funnel  through  which  the  light 
rays  reach  the  cylindrical  tube  Ta\  SS^ 
obliquely  fixed  plane-mirror  with  central 
aperture  b\  Tr,  aural  speculum  with 
extremity  (A")  covered  with  piece  of 
indiarubber  tubing  ;  the  speculum, 
changeable  at  will,  is  screwed  on  to  the 
cylindrical  tube  at  a;  Z>  and  L,  lenses; 
G  G,  glass  shutting  off  the  cylindrical 
pait  of  the  instrument  from  the  funnel- 
shaped  part ;  O,  opening  communicating 
with  the  indiarubber  tube  S/;  Tr^ 
speculum  with  a  lateral  opening,  tti. 


lose 


Operations  through  the  meatus  are  practically  conducted.] 

Griinfeld^  has  constructed  an  apparatus  well  adapted  for  purposes  of 
demonstration.    A  small  oval  mirror,  S,  of  the  same  size  as  the  outer  ocular 


'  "Ein  Demonstrationsspiegel  in  Verbindung  mit  dem  Ohrtrichter."     Monatsschrift  fQr 
Ohrenheilkunde,  xv.,  4. 
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Fig.  63. 
Demonstration  speculum 
of  GrQnfeld. 


end  of  a  speculum  is  attached  by  a  clamp  on  which  it  is  movable  by  a  hinge- 
joint  The  clamp  may  be  applied  to  either  side,  and  the  mirror  turned 
thus  either  to  right  or  left,  its  angle  of  inclination  being  likewise  variable 
by  means  of  the  hinge-joint.  The  observer,  looking  through  the  speculum 
into  the  auditory  canal,  sees  of  course  an  ordinary  direct  image,  while 
another  person  looking  at  the  mirror  sees  the  image  reversed — that  is  to 
say,  the  right  membrana  tympani  looks  to  him  like  a  left  one,  and  vice  versa. 
The  image  may  be  magnified  by  using  a  concave  mirror. 

Hinton  described  his  demonstration  auriscope  in  1868  (Med.  Times  and 
Gaz.  25). — Luca  recommended  a  plane-mirror  with  a  central  aperture  for  demon- 
stration to  another  observer  by  direct  sunlight,  the  image 
of  an  object  in  the  deeper  part  of  the  auditory  canal. — 
According  to  Siegle,*  an  observer  may  see  his  own  tympanic 
membrane  in  a  plane-mirror,  by  placing  himself  with  his 
back  towards  the  source  of  light,  and  holding  the  mirror 
at  a  suitable  distance  before  his  ear. 

It  is  very  useful  to  record  diagram matically  the  ob- 
jective conditions  found  in  a  patient  side  by  side  with  the 
notes  of  the  case,  the  changes  which  occur  in  the  course  of 
treatment  being  thus  more  easily  appreciated. 

(J))  Examination  of  the  Structures  of  the  Oral  Cavity, 

Since  investigations  in  morbid  anatomy  have 
demonstrated  the  connection  of  many  aural  affections 
with  abnormal  conditions  in  the  naso-pharyngeal 
region,  the  attention  of  aurists  has  been  greatly 
directed  to  the  latter.  The  structures  of  the  mouth 
even  should  be  carefully  examined  ;  experience 
showing,  for  instance,  that  carious  teeth  may  occa- 
sion severe  suffering  in  the  ear,  and  may  thus,  if 
unrecognised,  lead  to  serious  errors.  The  state  of 
the  mucous  membrane  of  the  oral  cavity,  of  the  tongue,  and  of  the  hard 
and  soft  palate,  is  to  be  particularly  noted,  and  any  abnormalities  should 
be  carefully  investigated.  The  position  of  the  soft  palate,  its  mobility,  and 
its  state  of  tension  or  curvature,  must  also  be  examined.  The  tonsils  too 
should  be  carefully  inspected,  as  they  are  not  seldom  the  sole  cause  of 
morbid  changes  in  the  Eustachian  tubes  and  the  neighbouring  structures. 
If  the  tonsils  be  hypertrophied,  it  should  be  noticed  in  which  direction 
they  are  chiefly  enlarged, — whether  upwards  towards  the  tubes,  and 
possibly  pressing  upon  them ;  or  whether  they  perhaps  stretch  the  soft 
palate  and  interfere  with  the  function  of  its  muscles,  etc. 

The  best  spatula  for  depressing  the  tongue  is  that  designed  by  Tiirck  (Fig.  64), 
with  which  the  teeth  are  not  touched,  nor  the  light  interfered  with.  There  are  three 
tongue-pieces  of  different  sizes,  which  can  be  fixed  on  to  the  handle  by  a  screw. 


7",  Speculum ; 
S,  mirror ;  Z,  clamp. 


*  Berliner  Klinische  Wochcnschrift,  1874. 
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Voltulini's  otoscope  is  more  simple,  anil 
lirunton's  aural   speculum,  furnished  with  • 
magnify,  partly  for  other  purposes.    A  lon>rii 
in  ¥\i^.  62,  drawn  two- thirds  of  the  actual  5 
part  thruu^^h  which  the  light  is  admitted  ir 

Fig.  62. 

Lunptudinal  section  of  Voltolim's  modi- 
fication !■!'  Hrunton's  speculum  (two- 
thirds  urdinarv  size^. 


mirro 
the  .->. 
apiM 
glah 

anii 

PIM 

re^r' 
so 
tyr 
af 


■  ■•;'■-.  indiii  ril. 

■.!'•. i\.»i:i-s  10  ( 

■  ■i.t:.;'  «i  I''.-  .L^^i'ntb 

:   ■=!'  .■■■.t\r;i(t  bei 

■  inovi-il,  tliL*  ton 

''niji-r  ih  much  m 


\'  }.<n-l*liaryvi^val  Spac 


C  C  Funnel  through  which  the  li^li 
rays  reach  the  cylindrical  tube  Ttt ;  S 
I  hliqiiely  fixed  plane-mirror  with  ccnli- 
apertiire  f>:    Tr,   aural  speculum   w;, 
extremity   yK     ct>\-ercd  with  piece         . 
ind:arubbH:r     tubing  ;     the    specului^ 
chank:vable  at  will,  is  screwed  on  to       dl 
c\l:ndiical  tube  ut  a:  /?  and  L,  Icm*^   ^ 
(r  (w,  ^la>s  ^hi'.ttiug  ofl*  the  cylindx 
pa:t  of  the  in^t^uml-nt  from  the  fur 
>b;ipei?  part  ,'  '*  — --- —  — 
with     the     i^sitsifui'tirf     I-slne: 
s^peculuin  with  a  tatcfal  opeiv 

!o^e  his  f.icUi^  Lit  c^ami< 
operations  Ihiuiigti  the  m^ 


Cnhi 

demonstrai 

'  "Ein 
Ohrenheilkui 


,.xt^4^ 


:ily  in  intimate  ass< 

morbid    states    ol 

piiarynx  than    wit 

of  the  mouth.      1 

which  are  service 

investigation  of  th 

be  now  shortly  de! 

The    examine 

post-nasal  space  i 

either  from  the  fi 

rchind  from  the  pharyn 

:.±er  direct,  or,  as  is  mc 

,:^fl  light- 

.  :  Ae  Posi-nasal  Space  J 
*^-r  RkmthPharyngpscopy), 

^^  of  the  nasal  fossae  ar 
'  j^  &m  that    it   is   seld 
^  0^  parts  well  enough 
Still  more  unfa^ 
0orbid  changes  are 
reasons^  and  as  ir 
1^  special  instnimf 
^gaployed  to  facilitat 
. ^  the  auth 
^'f  ,ic^iriU!d  aural  5 

^plbyi'd  3.  smaller 
j^j^  hitherto  introd 
tifcablr  kinds  to  T 
apodifi*HibyRot 
the  one   d 

etc*    Bre 


170 


DISEASES  OF  THE  EAR. 


Fig.  68. 
Zaufals    naso-pharyngeal 
speculum     (two  -  thii  ds 
ordinary  size). 


Zaufal's  ^  naso-pharyngeal  speculum  (Fig.  68)  is  about  1 1  cm.  long, 
and  is  made  of  various  calibres,  of  metal  or  vulcanite.  This  instrument, 
like  Wertheim's  ^  *'  conchoscope,"  may  be  employed,  if  its  introduction 
can  be  conveniently  accomplished,  which  however  is  not  often  the  case 
with  the  larger  size.  These  specula  are  specially  applicable  for  the 
examination  of*  a  limited  region  of  the  nasal  cavity,  or  for  operations 
with  the  galvano-cautery,  in  which  it  is  requisite  to  protect  the  neighbour- 
ing parts  from  possible  injury.  For  general  purposes  they  are  not  so 
well  suited  as  others,  the  sharp  edge  being  apt  to  produce  excoriation 
during  the  introduction,  and  the  small  field  of 
vision  making  it  difficult  to  appreciate  the  rela- 
tions of  the  part  examined  to  the  neighbouring 
1  structures.      The    author    has    often    found    that 

where   even    the   largest-sized    Zaufal's    speculum 
could   be  used,  less  could  be  seen,  and  that  less 
^^;::z:^\         distinctly,  than  with  a  larger  ear-speculum.     The 
lY  ^\      greater   adaptability   of    the    shorter   speculum    is 

\       ^0^     ))      "^os'   marked    in    examining  the   anterior  regions 
\\  //      of  the  nasal  fossae. 

^^- — -^  Anterior  rhinoscopy  is  conducted  as  follows  : — 

The  nares  having  been  previously  freed  from  any 
ii  obstructing  matter,  by  washing  out  if  necessary, 

z;^^^^^^^^^^^  the  patient  sits  or  stands  with  his  face  towards 
//  /*^  \\  the  source  of  light  if  the  examination  is  by  direct 
II  \5_^  /'  illumination,  or  turned  away  from  it  if  reflected 
Xss^^^;;::z^  light  be  employed,  and  inclines  his  head  somewhat 
backwards.  With  the  tip  of  his  left  thumb  the 
observer  then  tilts  the  end  of  the  nose  a  little 
upwards,  so  that  the  light  may  enter  the  nasal 
cavity.  In  this  way  the  structures  in  the  anterior 
region  may  be  made  out  for  a  certain  distance ;  but 
for  the  examination  of  the  deeper  parts,  a  speculum 
must  be  employed.  The  instrument  is  to  be 
introduced  into  the  meatus  with  its  outer  end 
somewhat  lowered,  so  as  to  avoid  the  sensitive  crest-like  projection  which 
arises  from  the  floor  of  the  nostril  at  the  entrance  into  the  nasal  fossa.  This 
being  done,  the  outer  end  of  the  speculum  is  raised,  the  instrument  being 
thus  brought  into  the  horizontal  position,  and  then  carefully  pushed  forwards 
towards  the  posterior  wall  of  the  pharynx.  Valved  specula  like  Voltolini's 
must  be  introduced  with  the  blades  closed,  the  latter  only  being  separated 


I,  Size  of  the  external 
and  internal  openings  of 
the  smallest  speculum. 

4,  Size  of  the  external 
and  internal  openings  of 
the  largest  speculum. 


'  "  Ucber  die  Untersuchung  dcs  Nasen-Rachenraumes  von  der  Nase  aus,  insbesondeie 
mit  trichterfOrmigen  Spiegeln."     Archiv  fQr  Ohrenheilkunde,  xii.  Bd, 
-  Wiener  medicinische  Wochenschrift,  i860. 
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afterwards.  In  most  cases,  a  certain  dilatation  of  the  meatus  may  be 
brought  about  by  lateral  pressure  of  the  blades  of  the  speculum  upon  the 
soft  structures  covering  the  turbinated  bones  and  the  septum,  and  this 
expansion  may  be  maintained  by  the  screw  or  spring  arrangement  of  the 
speculum.  Zaufal's  speculum,  the  use  of  which  is  almost  exclusively 
confined  to  the  examination  of  the  most  posterior  parts  of  the  nasal  ca\ity 
and  the  pharynx,  must  be  introduced  with  the  greatest  care,  as  lesions 
may  be  easily  caused  by  the  sharp  edge  of  its  small  end. 

If  the  normal  nasal  ca\ity  be  adequately  illuminated,  the  septum 
narium,  the  floor  of  the  nasal  fossa,  as  well  as  the  free  borders  and  vary- 
ingly-sized  portions  of  the  lower  and  middle  tiu*binated  bodies  may  be  seen, 
but  very  seldom  any  more  of  the  contained  structures.  The  mucous 
membrane,  even  when  healthy,  is  from  its  great  vascularity  very  red — much 
redder  indeed  than  that  of  the  mouth.  The  anterior  end  of  the  middle 
turbinated  body  does  not  project  so  far  forwards  towards  the  nostril  as  that 
of  the  lower  one ;  but  its  free  border  is,  on  the  other  hand,  nearer  to  the 
septum,  so  that  the  central  region  of  the  lower  turbinated  body  is  often  to 
be  recognised  with  much  more  difficulty  than  the  corresponding  part  of  the 
middle  turbinated.  In  the  regularly  formed  nasal  cavity,  one  may  as  a  rule 
see  as  far  back  as  the  posterior  pharyngeal  wall,  the  floor  of  the  fossa  being 
usually  somewhat  deepened  in  the  middle  part,  and  the  septum  generally 
deflected  towards  the  left  side.  In  certain  cases  the  protuberance  round 
the  mouth  of  the  Eustachian  tube  may  also  to  a  certain  extent  be  recognised, 
and  even  the  backward  and  inward  movement  which  the  free  end  of  the 
posterior  wall  of  the  tube  makes  during  swallowing  may  sometimes  be 
likewise  observed. 

For  the  purpose  of  defining  the  situation  of  any  of  the  structures,  and  especially 
in  regard  to  diagnosis,  the  careful  emploj-roent  of  the  probe  is  indicated.  If  the 
nasal  passages  be  very  narrow,  a  gradual  dilatation  may  be  attempted  by  means 
of  the  valved  speculum,  or  by  some  other  method.  The  turbinated  bodies  will 
tolerate  a  considerable  degree  of  pressure  without  injurious  results,  if  this  be 
carried  out  judiciously.  In  malformations  of  the  septum,  Voltolini  recommends  a 
spring-catch  forceps  with  spade-shaped  blades :  the  bent  septum  is  grasped  by 
the  blades,  and  the  deflection  corrected  by  regularly  applied  pressure. 

[The  application  of  a  5  per  cent,  solution  of  cocaine  to  the  nasal  mucous  mem- 
brane by  means  of  the  brush,  cotton- wool,  or  spray,  greatly  facilitates  the  examina- 
tion of  this  region  in  many  cases.  It  depletes  the  blood-vessels  by  contracting  the 
arterioles,  thus  reducing  the  turgescence  of  the  congested  mucous  membrane,  and 
more  particularly  that  of  the  erectile  structures  which  are  present  in  this  region. 
It  also  lessens  the  discomfort  attending  an  examination  by  its  anaesthetic  effect 
upon  the  terminations  of  the  sensory  nerves,  and  when  used  in  a  more  concentrated 
solution  (10  per  cent,  to  20  per  cent.)  greatly  diminishes  the  pain  connected  with 
operative  procedures.] 


DISEASES  OF  THE  EAR. 


Fig.  68. 
Zaufal's    naso -pharyngeal 
speculum     (two  -  thii  ds 
ordinary  size). 


ZaufaFs^  naso-pharyngeal  speculum  (Fig.  68)  is  aboi 
.nd  is  made  of  various  calibres,  of  metal  or  vulcanite.  T 
ike  Wertheim's  *  "  conchoscope,"  may  be  employed,  if  i 
can  be  conveniently  accomplished,  which  however  is  not 
with  the  larger  size.  These  specula  are  specially  app 
examination  of*  a  limited  region  of  the  nasal  cavity,  or 
with  the  galvano-cautery,  in  which  it  is  requisite  to  protect 
ing  parts  from  possible  injury.  For  general  purposes  tl 
well  suited  as  others,  the  sharp  edge  being  apt  to  prodi 
during  the  introduction,  and  the 
vision  making  it  difficult  to  appn 
tions  of  the  part  examined  to  th 
structures.  The  author  has  oft^ 
where  even  the  largest-sized  Zxi 
could  be  used,  less  could  be  seen 
distinctly,  than  w^ith  a  larger  eaiv 
greater  adaptability  of  the  shor  \ 
most  marked  in  examining  the ' 
of  the  nasal  fossae.  ^^ 

Anterior  rhinoscopy  is  condu^ 
The  nares  having  been  previoi^ 
obstructing  matter,  by  washing  ^ 
the   patient  sits  or  stands  wi^  * 
the  source  of  light  if  the  exft 
illumination,  or  turned  awi.;^  -. 
light  be  employed,  and  inclii^"*^ 
backwards.     With  the  tip  "^ 
observer   then  tilts  the  e* 
upwards,  so  that   the  lig' 
cavity.     In  this  way  the 
region  may  be  made  out  ^l 
for  the  examination  of  th 
must   be    employed.      Ji^.^ 
introduced    into    the    f 
somewhat  lowered,  so  as  to  avoid  the  sensitii^  . 
arises  from  the  floor  of  the  nostril  at  the  entra.,^^ 
being  done,  the  outer  end  of  the  speculum  t 
thus  brought  into  the  horizontal  position,  aiHj* 
towards  the  posterior  wall  of  the  pharynx.  ^. " 
must  be  introduced  with  the  blades  closed?*'" 


I,  Size  of  the  external 
and  internal  openings  of 
the  smallest  speculum. 

4,  Size  of  the  external 
and  internal  openings  of 
the  largest  speculum. 


'  **  Ucber  die  Untersuchung  des  Nasen-Rachf ' 
mit  trichterfOrmigen  Spiegeln."    Archiv  fQr  Ohren^ 
*  Wiener  medicinische  Wochenschrift,  i86f». 
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interfere  with  the  examination,  they  should  be  accustomed  gradually  to  its 
presence  as  before  indicated.^  Cocaine  too  may  of  course  be  advan- 
tageously used  with  this  object.  The  higher  in  the  pharynx  the  mirror 
can  be  introduced  and  seen,  and  the  better  the  illumi- 
nation, the  more  satisfactory  will  be  the  result  of  the 
examination* 


Fig,  69, 
Voltolini's    vulcanite 
palate    hook    (half 
ordinary  size]^. 


[Besides  Voltolini's  palate  hook,  other  contrivances  may 
be  employed  for  the  same  purpose.  Among  these  may  be 
mentioned^  White's  self-retaining  palate  retractor  ( Fig,  69*^), 
Llovtrras'  palate  hook,  or  Mackenzie's  twitch.  The  palate 
may  be  also  drawn  and  tied  forwards  by  passing  tapes  or 
indiarubber  tubing  through  the  nostrils  into  the  pharynx, 
and  out  again  through  the  mouth.  All  these  manipulations  are 
unfortunately  apt  to  defeat  their  object  by  their  tendency  to  pro- 
duce reflex  muscular  movements  Cg^agging),  and  are  in  no  way 
so  successful  as  a  little  patient  and  properly  directed  training.] 

When  the  mirror  is  suitably  held  opposite  the 
posterior  nares,  the  two  choanae  separated  by  the 
posterior  edge  of  the  vomer  come  into  view  (Fig.  70). 
The  whole  of  these  structures  cannot  however  always 
be  seen  at  once.  Often  only  the  upper  portions  can  be 
recognised  as  two  arches  curving  downwards  and 
outwards  on  each  side  of  the  vomer  ;  but  by  moving 
the  mirror  a  little  in  the  proper  directions,  the  lower 
parts  of  the  choan£e  and  the  posterior  border  of  the 
hard  palate  may  perhaps  also  come  into  the  field  of 
vision.  Cases  do  occur  however  in  which  with  the 
most  judicious  management  certain  portions^  especially 
ihc  lower  parts  of  the  choan^,  cannot  be  seen.  The 
colour  of  the  mucous  membrane  at  the  margins  of  the 
choanse  is  paler  than  that  of  the  neighbouring  parts ;  that  covering  the 
posterior  border  of  the  septum  being  in  particular  much  paler^  and  thus 
easy  to  recognise. 

Fig.  6911. 
White's  self-retaining  palate  retractor. 


Within  the  choan^e  are  seen  the  posterior  ends  of  the  three  turbinated 
bodies;  the  superior  being  situated  more  to  the  side,  and  close  under  the 


*  SekfiHUr  employs  a  vulcanite  hook  the  angle  ot  which  is  somewhat  more  acute  than 
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View  of  the  structures  in  the  vipper  region 
of  tlie  pharynx,  as  seen  by  posterior 
rhinoacopy. 


IM 


V^ 


upper  margin  of  the  choana.  It  appears  as  a  small  irregular  body  about 
the  size  of  a  pea,  ge^ierally  of  a  pale  yellow  colour,  and  at  a  variable 
distance  from  the  nasal  septum.  At  a  certain  distance  below  the  posterior 
end  of  the  superior  is  seen  the  corresponding  part  of  the  middle  turbinated 
body,  somewhat  larger,  and  of  a  bluish-grey  colour  ;  while  below  this 
again  may  be  seen  the  lower  turbinated  body,  generally  of  a  still  darker 
colour.  Sometimes  the  superior  turbinated  lies  so  deep  that  it  cannot  be 
seen  at  ail  with  the  rhinoscope*  The  middle  one  appears  the  largest,  its 
posterior  '*  flask-shaped "  extremity  ( VoUoUni)  seeming  quite  free,  and 
being  easily  recognised.     It  sometimes  comes  close  up  to  the  septum  and 

to  the  floor  of  the  nasal  fossa,  so  that 
^'^z-  7o-  it  may  touch  the  inferior  turbinated 

body,  and  even  partly  obscure  the 
posterior  part  of  the  latter.  The 
lower  turbinated  looks,  as  VoHolini 
well  described  it,  *'  almost  like  the 
fruit  of  the  wild  plum  plant  (Prunus 
spinosa)  when  it  has  become  rather 
over-ripe  and  wrinkled/*  It  is 
situated  so  low  down  as  to  be  often 
invisible.  The  free  spaces  betw^een 
the  turbinated  bodies  on  the  one 
hand,  and  between  them  and  the 
other  structures  on  the  other  hand 
(nasal  passages  or  meatus),  appear 
dark  in  the  mirror. 

Externally  to  the  choanae  may  be 
seen  the  entrances  to  the  Eustachian 
tubes^ — that  is  to  say,  their  pharyn- 
geal openings  bordered  by  their 
cartilaginous  lips.  To  bring  them  well  into  view,  it  is  advisable  to  use 
a  mirror  which  is  at  an  obtuse  angle  to  the  stem,  and  to  hold  it  as  much 
as  possible  in  a  position  facing  the  tubes.  As  seen  in  the  mirror,  the 
relations  of  the  different  parts  appear  of  course  altered  ;  those  situated 
behind  seeming  to  be  in  front,  and  vice  versa.  Thus  the  cartilaginous 
prominence  of  the  posterior  wail  of  the  tube  appears  to  be  in  front ; 
and  the  anterior  membranous  wall,  with  the  salpingo-palatine  fold,  is  seen 
behind.  So  also  the  long  diameter  of  the  pharyngeal  opening  of  the  tube 
is  in  reality  directed  downwards  and  backwards,  though  in  the  mirror  its 
direction  appears  to  be  downwards  and  forwards.  RosenmUller's  fossa 
again,  which  is  behind  the  protuberant  lip  of  the  mouth  of  the  tube,  seems 
to  be  in  front  of  it,  appearing  as  a  curved  dark  space. 

In  the  normal  state,  the  mucous  membrane  at  the  entrance  to  the 


V  Gf  Vomer  { posterior  border  of  the  septum 
narinm),— the  choanoc  arc  seen  on  both  aides 
of  this;  H^  lower,  m,  middle,  and  o,  upper 
turbinated  bodies;  from  G  downwards  ia  the 
posterior  surface  of  the  soft  palate ;  T, 
pharyngeal  opening  of  Eustachian  tube ; 
Lt  cushion  round  mouth  of  Eustachian  tube ; 
/?,  RosenmUller's  fossa. 


tube — namelji    of   the    membranous   portion — is    paler   than    that   in  its 
vicinity,    which    is   of  a   deep   red   colour.     In    order  to  recognise  more 
iiy  the  image  of  the  structures  seen  in  the  mirror^  it  may  be  recom- 
mended to  introduce  a  metal  catheter  into  the  mouth  of  the  Eustachian 
.       tube,  and  keep  it  in  position  by  means  of  a  frontal    band.     The    image 
of  the  shining  end  of  the  catheter  in    the    mirror   serves    to    define   the 
[       relations  of  the  parts  seen. 

To  bring  the  different  parts  of  the  pharynx  into  view  it  is  necessary 
I  to  change  the  position  of  the  mirror  a  little^  by  rotation  from  side  to 
^ndde  and  from  before  backwards ;  or  in  respect  of  the  latter  movement, 
^Vwhat  comes  to  the  same  thing,  to  alter  the  angle  the  mirror  makes  with 
r       the  stem. 

In  examining  the  anterior  boundary  of  the  naso-pharynx,  the  angle 
which  the  mirror  makes  with  the  stem  should  approach  a  right  angle, 
and  the  patient's  head  should  be  held  upright.  For  the  inspection  of 
the  superior  wall  of  the  post-nasal  space,  the  angle  of  the  mirror  to 
the  stem  should  be  more  obtuse,  and  the  patient's  head  bent  somewhat 
forwards;  while  to  see  the  posterior  wall,  VoHolini  recommends  the  use 
of  as  large  a  mirror  as  possible,  and  the  head  of  the  patient  must  be  bent 
still  lower. 

In  certain  cases,  only  very  small  mirrors  can  be  placed  behind  the  soft 
palate,  and  but  a  very  limited  region  made  out  at  a  time. 

For  the  obsenation  of  those  parts  which  can  neither  be  examined  by  anterior 
ijorby  posterior  rhinoscopy ^.^-^  the  back  part  of  the  floor  of  the  nasal  cavity^ 
fW/o/m/ recommends  the  use  of  two  mirrors,  which  are  both  introduced  into  the 
pharynx.  For  accurate  examination  of  the  structures  of  the  nasal  fossae,  strong 
illufnination  from  the  front  is  also  employed.  The  former  method,  concerning 
^hichthe  reader  may  be  referred  to  Voltolini's  work  (p,  169),  needs  much  practice; 
tlie  ktter  is  easily  conducted  through  a  speculum.  Yet  another,  but  more  compli- 
^tcd»  method  is  described  by  Voltolini,  of  which  a  complete  account  may  be  found 
ia  his  work  (p.  113 )»  Even  the  most  skilful  observer  meets  occasionally  with 
*^^*«s  in  which  the  obstacles  to  rhinoscopy  are  such  that  it  is  quite  impracticable. 
Schn^rtzc^  states  that  in  7  per  cent,  of  his  patients  in  whom  a  rhinoscopical  exami- 
ivation  was  desirable,  it  was  absolutely  impossible;  in  21  per  cent,  only  isolated 
parti  Could  be  seen ;  55  percent,  could  be  examined  with  ease;  and  i^  per  cent, 
^'^'ly  by  much  painstaking  and  quickness  of  manipulation* 

B.    Digital  Examination  of  the  Fharynx. 

In  those  exceptional  cases  in  which  pharyngoscopy  for  some  reason 
Of  another  is  not  practicable,  or  only  so  to  a  limited  extent,  exploration  by 
nieans  of  the  finger  may  be  employed.  Digital  examination  is  likewise 
pr^tised  of  course,  in  all  cases  in  which  it  is  specially  indicated — as,  for 
instance,  to  determine  the  consistence  and  mobility  of  a  tumour  in    the 


naso-pharyngeal  region.  The  patient  should  sit  so  low  that  the  finger  of 
the  examiner  can  conveniently  reach  behind  the  soft  palate.  The  index 
finger  is  then  introduced  somewhat  bent,  with  the  palmar  surface  down- 
wards for  examination  of  the  lower  region  of  the  pharynx,  and  upwards 
for  the  survey  of  the  post-nasal  space.  In  the  former  case  it  is  best  for 
the  patient  to  put  out  his  tongue;  but  for  examining  the  naso-pharynx,  it 
should  be  kept  in.  The  examining  finger  may,  if  thought  proper,  be  pro- 
tected from  the  teeth  by  a  strip  of  adhesive  plaster,  or  by  the  use  of  a  gag. 
In  exceptional  cases  the  soft  palate  is  so  near  the  wall  of  the  pharynx 
that  considerable  pains  may  be  requisite  to  introduce  the  finger  into  the 
post- nasal  space* 

Still,  by  following  the  previous  directions,  an  examination  of  the 
region  will  always  be  possible,  except  where  adhesions  exist  between 
the  structures.  If  the  patient  be  instructed  to  move  the  head  somewhat 
in  different  directions,  it  will  be  easier  to  reach  the  various  parts  with  the 
finger.  Thus,  for  example,  the  posterior  nares  may  be  best  felt  when 
the  head  is  bent  backwards.  Under  ordinary  conditions  the  pharyngeal 
tonsil  and  the  neighbouring  parts  of  the  upper  boundar}^  of  the  pharynx 
may  be  explored,  as  well  as  the  prominence  round  the  opening  of  the 
Eustachian  tube,  and  RosenmOller's  fossa  behind  it.  The  borders  of  the 
choanae  (posterior  nares)  may  also  be  made  out,  besides  in  the  majority 
of  cases  the  posterior  extremities  of  the  middle,  and  sometimes  of  the 
inferior  turbinated  bodies.  The  examination,  though  at  first  it  may  be 
difficult,  from  spasm  of  the  muscles  of  the  palate,  should  be  successful  if 
the  patient  be  gradually  accustomed  to  it. 

Digital  exploration  of  the  inferior  region  of  the  pharynx,  from  the 
structures  at  the  base  of  the  tongue  as  far  as  the  epiglottis,  is  usually 
accomplished  very  easily.  The  parts  may  be  examined  with  greater 
facility  as  a  rule,  if  with  the  other  hand  the  larynx  be  pressed  somewhat 
upwards.  In  these  methods  of  examination  the  main  points  to  he  noted 
are  the  width  of  the  nasal  meatus,  the  presence  of  secretions  in  the  nasal 
cavities,  the  condition  of  the  mucous  membranCi  the  existence  of  ulcera- 
tion, cicatrices,  polypi,  and  other  new  formations  (especially  in  relation 
to  the  Eustachian  tubes),  as  well  as  deviations  from  the  norma!,  in  the 
position,  form,  and  size  of  the  mouth  of  the  Eustachian  tubes. 


C«    Examination  by  Auscultation. 

The  method  of  auscultation  is  one  of  the  oldest  employed  in  the  it 
vestigation  of  diseases  of  the  ear*  The  sound,  more  or  less  loud  and 
shrill,  which  the  patient  produces  by  the  Valsalvan  method  in  perforation 
of  the  tympanic  membrane,  has  at  all  times  been  looked  on  as  a  conclusive 
sign  of  that  condition  by  those  not  possessing  any  special  knowledge  of 
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otology.  With  the  development  of  the  examination  of  other  organs  by  the 
aid  of  auscultation,  its  use  in  relation  to  ear  affections  has  become  more 
advanced,  so  that  it  constitutes  at  the  present  time  one  of  the  most  valued 
aids  to  diagnosis  in  these  diseases.  The  method  is  of  service  chiefly  in 
regard  to  the  investigation  of  morbid  states  of  the  structures  of  the  middle 
ear,  especially  of  the  Eustachian  tubes,  the  drum-head,  and  the  tympanic 
cavity  ;  and  in  this  respect  it  is  indeed  indispensable.  The  object  of  the 
process  is  either  to  obtain  information  as  to  the  space-relations  of  the 
middle  ear,  and  as  to  any  substances  contained  in  the  cavity ;  or  else 
to  become  acquainted  with  the  conductibility  of  sounds  reaching  the  ear  of 
the  patient. 

In  estimating  the  space-relations  of  the  Eustachian  tubes  and 
tympanum  by  auscultation,  air  is  forced  through  the  tubes,  either  by  the 
I>atient  himself  or  by  the  examiner.  During  its  passage  it  produces 
certain  sounds  which  naturally  vary  in  accordance  with  the  spaces  through 
which  it  passes,  their  contents,  and  the  condition  of  their  walls.  Before 
describing  in  detail  the  nature  of  these  sounds,  it  will  be  necessary  to 
indicate  the  methods  by  which  it  is  usually  possible  to  cause  air  to  enter 
into  the  middle  ear. 

These  are: — The  Valsalvan  process ;  and  The  employment  of  the  air- 
douche^  with  or  without  the  catheter. 


(a)    The  Valsalvan  Process, 

This  method  consists  in  the  patient,  after  a  deep  inspiration,  making 
a  forced  expiration  while  the  mouth  and  nostrils  are  closed.  The  air  is 
forced  in  this  way  into  the  pharyngeal  space,  and  being  unable  to  find  an 
outlet  through  the  mouth  or  nose,  enters  other  permeable  passages.  If  the 
tubes  be  patent,  and  the  air  pass  through  them,  it  reaches  the  tympanum, 
and  the  patient  experiences  a  sensation  of  pressure  upon  the  drum- 
membranes,  which  are  forced  outwards  towards  the  auditory  canals. 

Certain  j)ersons,  when  desired  to  follow  out  the  instructions  just 
iodicated,  do  not  comprehend  what  they  are  required  to  do,  and  especially 
is  this  the  case  with  children.  In  such  cases,  the  author  proceeds  by 
closing  the  nostrils  by  external  pressure  with  the  fingers  ;  and  having 
directed  the  patient  to  close  his  mouth,  instructs  him  to  make  a  forcible 
movement  as  though  blowing  his  nose. 

Under  normal  conditions,  air  also  passes  through  the  tubes  into  the  tympanum 
during  the  act  of  swallowing.  This  method  was  employed  by  Toynbee  as  a  test  of 
the  permeability  of  the  Eustachian  tubes.  It  will  be  referred  to  farther  on  more 
in  detail. 
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(6)    The  Air-douche, 

In  this  method  the  examiner  forces  air  into  the  middle  ear  through 
the  tubes,  with  or  without  the  aid  of  the  Eustachian  catheter^  and  either 
with  the  mouth  or  with  some  special  apparatus.  The  btter  are  constructed 
with  a  view  to  produce  either  a  single  blast  of  air  or  a  more  continuous 
current  ;  the  first  kind  answering  well  enough  for  ordinary  purposes- 
Pear-shaped  indiarubber  balls  fitted 


Fig.  71. 
India  rubber  air-ball  (half  ordinary  size). 


with  a  vulcanite  nozzle  are  usually 
employed ;  they  may  if  required  be 
introduced  into  the  wide  end  of  an 
aural  catheter. 

Formerly  air-balls  were  used  with 
variously  constructed  valves  for  the 
successive  renewal  of  the  air  expelled 
(Deleau\  but  such  arrangements  have 
been  almost  completely  given  up,  bags 
without  valves  being  now  employed, 

7'he  air-bag  used  by  the  author, 
and  represented  in  the  adjoining 
figure  (Fig,  71),  has  an  opening 
about  5  tmn.  in  diameter  at  the 
broad  end,  which  may  be  closed  by 
the  thumb  of  the  hand  compressing 
the  bag,  and  then  uncovered  for  the 
renewal  of  the  air  for  the  next  in- 
flation. Successive  blasts  of  air 
may  in  this  way  be  forced  through 
the  catheter  without  the  necessity 
of  removing  the  air-ball*  Luc(w^ 
uses  a  double  bag,  similar  in  con- 
struction to  that  fixed  to  Richard* 
son's  apparatus  for  producing  anaes- 
thesia. He  says  in  recommendation 
of  this,  that  instead  of  working  in- 
termittently, it  produces  a  more 
constant  stream  of  air,  and  that  it  is  also  more  portable.  It  has  not  so 
far,  however,  displaced  the  ordinary  simple  arrangement  in  general  use. 

[Perhaps  the  most  common  contrivance  employed  for  inflation  through  the 
catheter  in  this  country  is  a  small  indiarubber  ball  and  tube  suspended  from  the 
coat-button.] 

*  "Apparat  zur  diagnostischen  und  therapeuUschcn  Anwendung  der  Luftdoucbe  bd 
Ohrcnkrankhciten.'*    Deutsche  Klinik»  1866,  Nr.  8» 


OBJECTIVE  EXAM1NA\ 


»79 


A,  Ott^  has  recommended  an  arrangement  intended  to  obviate  the  repeated 
removal  of  the  air-ball  from  the  catheter  for  renewal  of  the  air.  Two  lubes  are 
fixed  into  the  nozzle  end  of  the  ball,  and  fitted  with  pieces  of  indiarubber  tubing,  of 
which  the  end  of  one  is  to  fit  over  that  of  the  catheter,  and  the  end  of  the  other  is 
to  be  held  between  the  teeth  of  the  examiner.  The  latter  can  be  thus  closed  while 
the  bag  is  being  compressed,  and  then  released  for  the  admission  of  fresh  air, 
Tliis  instrument  again  has  however  not  found  its  way  into  practice. — Zau/al^ 
employs  an  apparatus  in  which  air  is  forced  in  by  the  foot  acting  on  a  treadle- 
arraogeraent ;  and  he  advises  also  the  use  of  a  disinfecting  filter  through  which  the 
air  is  to  be  passed  before  reaching  the  catheter. 

Fig.  72. 
Apparatus  witli  force-pump. 


M 


S,  Force-pump;  A,  reservoir;  M,  manometer  to  uicn^^ure  pressure  oi  the  air  in  reservoir; 
^  iia££lc  for  insertioi]  into  catheter;  f, /,  stop-cocks;  M^  manometer  to  measure  pressure  of 
■ir  cummt. 


For  the  tatroduction  of  a  more  continuous  current  of  air,  various  forms  of 
apparatus  have  been  constructed,  in  which  force-pumps  are  ordinarily  used.  In 
most  of  the  older  forms,  the  piston  is  pushed  forwards  and  drawn  backwards  in  the 
compression  tube— a  laborious  affair  during  a  prolonged  sitting.  In  the  author** 
arrangement  (Fig.  72)  a  handle  is  used  for  this  purpose.^ 

If  it  be  desired  to  continue  the  injection  of  air  into  the  Eustachian 
lube  for  some  time,  it  will  be  necessary  to  fix  the  catheter.     The  author 


•  •Einc  Modification    dcr    Ballondouche,"      Archiv   filr    Ohrcnheilkundc,   xiv.    Bd.,    S. 

•  **  P  »nskapseln  in  Verbindung  mit  den  (iblichcn  Luftdouche-apparaten."    Archiv 
Ittr  Ohrr  r,  xvii.  Bd.,  S.  I-7. 

•  fll-i-    ^t^i.ption  of  this  complicated  apparatus  has  been  omitted^  as  its  construction 
OMjr  be  suffldcnlly  understood  from  ihe  illusiratjon,] 
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cannot  entirely  agree  with  the  advice  of  some  aurists  in  intrusting  the 
instrument  into  the  hands  of  patients,  as  they  are  very  apt  to  turn  it  on 
its  axis,  or  press  it  too  firmly  against  the  walls  of  the  Eustachian  tube,  in 
which  case  the  end  of  the  catheter  may  become  obstructed.     Or  again, 

Fig.  73- 
Forehead  bund  for  fixing  the  catheter 


bf   Padded   frontal  plate ;  gt  h^  lateral  straps  to  po  round  the  head  ;  r,  ball-aod*aocket 
jotitt;  r,  spring  connecting  forceps  with  frontal  plate;/,  adjusting  screw. 

they  may  at  once  snatch  out  the  instrument  on  experiencing  the  unusual 
sensation  of  the  passage  of  air,  and  possibly  injure  themselves.  The  author 
therefore  employs  a  frontal  arrangement  for  fixing  the  catheter,  constructed 
on  the  plan  of  Kramer's  forehead  band  (Fig.  73). 

[A   more  convenient  contrivance  for  maintaining  the  Eustachian  catheter  in 
position  is  that  devised  by  Edward  Law  (Fig.  7^*^)-     Its  advantages  are:    i*  It 

Fig.  73«. 
L«w*s  clip  for  fixing  Eustachian  catheter. 


permits  nasal  respiration  to  be  carried  on.  and  thus  much  facilitates  a  simultaneous 
posterior  rhinoscopic  examination,  if  this  be  desired.  Compulsor\'  oral  respiration 
is  also  very  irksome  to  the  patient  during  prolonged  fixation  of  the  Eustachian 
catheter  and  bougie.  2.  The  clip  ts  small,  light,  and  holds  the  catheter  firmly  without 
exerting  undue  pressure  upon  the  sensitive  mucous  membrane  of  the  septum. 

Dchtanche  employs  for  the  same  purpose  a  clip  made  of  bent  whalebone*  'It 
has,  however,  the  disadvantag^e  of  closing  both  nostrils.  Should  no  other  appliance 
be  at  hand,  a  Thudichum's  nasal  speculum  may  be  conveniently  adapted  over  the 
alas  of  the  nose.] 
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Catheterisation  of  the  Eustachian  Tube. 

This  mdispensable  aid  lo  both  the  diagnosis  and  treatment  of  many 
aural  affections  was  employed  in  the  first  place  by  Gttyot,  a  postmaster  of 
Versailles,  who,  according  to  his  own  accouni,  cured  an 
irapaimient  of  his  own  hearing  by  its  means.  There  can 
however  be  no  doubt  that  Guyot  merely  originated  the  idea, 
and  that  the  merit  of  its  practical  employment  belongs  to 
the  English  military  surgeon  Anhibaid  Cklami,  Guyot  in- 
troduced an  instrument  through  the  mouth,  and  reached 
probably  only  somewhere  io  the  vicinity  of  the  mouth  of  the 
Eustachian  tube  ;  whilst  Cleland  for  the  first  time  catheterised 
the  tube  through  the  nose,  and  that  almost  on  the  same 
principles  by  which  the  present  practice  is  guided.  With 
regard  to  the  history  of  aural  catheterisation,  the  introduction 
of  which  into  France  is  due  mainly  to  Satssy  and  Itard^  and 
to  IVilhelm  Kramer  in  Germany,  reference  may  be  made  to 
previous  text-books  of  ear  diseases,  especially  to  the  works 
of  Lhicke ^  and  Marteii  Frank.'  Here  we  may  at  once  pro- 
ceed to  the  description  of  the  necessary  instruments,  and  to 
the  operation  itself. 

The  Eustachian  catheter  consists  of  a  tube  of  german 
silver,  silver,  or  vulcanite,  15  cnu  long  (Fig,  74),  At  its 
outer  conical  end,  a  metal  ring  is  fixed  on  the  same  side  as 
that  to  which  the  point  of  the  catheter  is  directed.  The 
farther  end  of  the  catheter  is  curved  at  an  obtuse  angle  of 
about  40  to  the  stem.  The  author,  like  Kramer ^  uses 
instruments  the  points  of  which,  though  well  rounded  off, 
are  not  bulbous.  The  outer  end  is  wider  than  the  rest  of 
the  tube,  so  as  to  receive  the  nozzle  of  the  air-ball  [or  india- 
rubber  tube]  previously  described.  Bulbous  instruments, 
which  are  said  to  obviate  injuries  during  introduction,  he 
considers  to  be  not  only  not  advantageous,  but  positively  dis- 
advantageous, A  bulbous  end  is  an  obstacle  to  the  passage 
of  the  catheter  through  a  narrow  nasal  meatus,  and  is  also 
liable  to  be  caught  in  relaxed  folds  of  mucous  membrane  in 
its  introduction  into  the  mouth  of  the  tube,  which  narrows 
upwards,  and  thus  the  opening  of  the  catheter  may  be  blocked 
in  a  way  not  likely  to  occur  when  its  end  is  more  pointed*  It  is  likewise 
important  that  the  end  of  the  beak  should  be  cut  straight — that  is,  at  right 


'  **Handbuch  dcr  thcorctischen  und  praktischen  Ohrenhcilkundc,"  1837 — 1840. 
-**  Practise  he    Anlcitung    zur    Erkcnntnisa    und     Behandhing   der    Ohrenkrankheiten,* 
Ert»ngcn,  1845. 
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In  employing  the  otoscopic  tube,  care  should  be  taken  that  its  lumen 
is  not  occluded,  either  by  its  becoming  bent  or  by  its  opening  becoming 
blocked  by  foreign  matters.  The  latter  may  often  occur  from  accumulations 
of  cerumen  or  exudation  in  the  auditory  canal,  and  might  give  rise  to 
fallacies  in  auscultation. 

The  author  uses  an  auscultating  tube  of  a  similar  length  and  diameter 
to  that  of  Toynbet^  its  inventor.  Shorter  or  thinner  ones  are  unsuitable  ; 
a  longer  one  being  however  more  convenient  to  a  tall  observer. 

The  employment  of  the  catheter  for  purposes  of  diagnosis  is  carried 
out  in  the  following  way  : — ^ After  selecting  a  suitable  catheter  and  air-ball, 
the  examiner  holds  the  latter  underneath  his  left  arm,  with  its  nozzle  end 
backwards,  and  throws  the  otoscopic  tube  with  its  ivory  end  backwards 
over  the  left  shoulder.  He  then  takes  the  catheter  in  his  right  hand,  and 
stands  or  sits  opposite  the  patient  in  such  a  way  as  to  bring  the  nasal 
cavity  of  the  latter  at  a  convenient  height  for  the  purpose  of  passing  the 

Fig.  75- 
The  Otoscope. 


cat^^n  In  most  cases,  the  most  suitable  elevation  for  the  nasal  meatus 
w  dllt  of  the  examiner's  shoulder.  No  set  rule  can  however  be  laid  down 
in  the  matter :  in  many  cases  it  is  better  for  both  to  sit ;  in  others  for  the 
patient  to  sit  and  the  examiner  to  stand. 

The  patient  having  previously  cleared  the  nasal  cavities — by  blowing 
his  nose,  if  necessary — holds  his  head  in  such  a  way  that  the  lower  nasal 
meatus  has  a  horizontal  direction.  The  aurist,  leaning  then  the  fingers  of 
his  left  hand  against  the  patient  s  forehead,  raises  slightly  the  tip  of  the 
nose  with  his  thumb.  Holding  the  outer  end  of  the  catheter  loosely 
between  the  thumb  and  index  finger  of  the  right  hand,  and  with  the  curved 
beak  raised  so  as  to  point  almost  horizontally  backwards,  he  introduces  the 
latter  for  about  half  an  inch  into  the  nostril  The  object  of  raising  the  beak 
of  the  catheter  is  to  avoid  the  cartilaginous  ridge  at  the  lower  and  inner  part 
of  the  entrance  to  the  nasal  cavity,  w*hich  would  otherwise  be  an  impediment 
to  its  introduction.  The  beak  being  thus  introduced  into  the  meatus,  the 
outer  end  of  the  instrument  is  at  once  raised  so  as  to  bring  the  shaft  into 
the  horizontal  position,  in  correspondence  w^ith  that  of  the  lower  nasal 
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meatus  ;  and  with  the  point  of  the  beak  kept  down  ail  the  tiine^  the  catheter  is 
passed  gently  backwards  as  far  as  the  posterior  wall  of  the  pharynx.  The 
resistance  offered  by  the  pharynx  to  the  further  passage  of  the  instrument 
gives  a  sensation  similar  to  that  felt  if  the  catheter  be  pressed  against  the 
ball  of  the  thumb. 

During  the  entire  manipulation,  the  thumb  of  the  left  hand  remains 
under  the  catheter,  which  glides  along  it.     The  fingers  of  the  same  hand 

Fig.  76. 

Sagittal  section  of  cranium  (right  half). 

L 


—R 


1? 


Oi  Superior  turbinated  body;  m,  middle  turbinated  body;  •#,  inferior  turbinated  body; 
/?,  Ros«nmaller's  fossa,  limited  in  front  by  the  linibus  cartilagtneus ;  in  front  of  the  limbits 
ia  the  mouth  of  the  Eustachian  tube,  in  which  is  placed  tire  end  of  the  catheter^  K.  Below 
Ihc  catheter  is  seen  a  sectional  view  of  the  hard  palate,  with  the  soft  paintc  in  continuation 
behind,  directed  downwards,  llic  dotted  line  represents  the  position  of  the  soft  palate  at  a 
certain  moment  during  the  act  of  deglutition. 

are   closed  up^  and   rest  upon   the  side   of  the   nose,    without  however 
exercising  any  pressure  upon  it* 

When  the  extremity  of  the  catheter  has  been  felt  to  touch  the  posterior 
pharyngeal  wall,  it  is  to  be  drawn  back—//;^  beak  being  kept  stilt  directed 
downwards — as  far  as  the  posterior  margin  of  the  hard  palate*  In  this 
movement  it  may  easily  happen  that  the  curved  end  may  slip  back  again 
over  the  rounded  border  of  the  hard  p>alate  into  the  nasal  passage.     To 
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avoid  this,  it  is  advisable  to  somewhat  raise  the  outer  end  of  the  mstmment 
while  it  is  being  drawn  hack^  by  which  means  the  depressed  beak  meets 
with  more  resistance  at  the  margin  of  the  palate.  The  sensation  given  to 
the  fingers  by  this  resistance  is  very  like  what  would  be  felt  by  drawing 
the  curve  of  the  catheter  against  the  side  of  an  extended  finger. 

The  beak  of  the  catheter  being  now  hitched  against  the  border  of 

the   palate,  the  shaft  of  the  instrument  will  have  to  be  turned  for  from 

\  to  f  ths  of  the  circumference,  in  order  that  the  point  of  the  beak  may 

enter  the  opening  of  the  Eustachian   tube.     Since  however  the  moMth  of 

the  tube  is  not  situated  immediately  above  the  margin  of  the  hard  palate, 

but  at  about  5  mm,  behind  this,  the  catheter  must  be  again  pushed  forwards 

for  that  distance  before  it  is  rotated  outwards.     After  it  is  turned  round, 

the  outer  end  of  the  instrument  is  to  be  moved  a  little  downwards  and 

inwards    towards  the  septum,  when  the  point  of  the  beak  will    advance 

gradually  into  the  mouth  of  the  tube  (compare  Figs.  76  and  77).     If  the 

end  of  the  catheter  has  advanced  far  enough  into  the  tube,  it  is  held  there 

finnly  by  the  thumb  and  index  finger  of  the  left  hand.     With   restless 

patients  a  small  portion  of  the  lower  part  of  the  nose  may  also  be  lightly 

held  between   the  thumb  and  finger,  thereby  preventing  the  instrument 

being  moved  out  of  position  by  movements  of  the  head.     In  children  this 

is  especially  advisable ;  but  in  every  case  a  slight  support  is  derived  from 

^e  remaining  fingers  of  the  hand  which  are  resting  against  the  nose. 

Five  movements  may  be  distinguished  in  the  method  of  introducing 

'^e  catheter  just  described*     First,  its  introduction  through  the  nostril ; 

^ond,  its  advancement  as  far  as  the  wall  of  the   pharynx  ;   third,   its 

'^Uhdrawal  to  the  posterior  margin  of  the  hard  palate  ;  fourth,  a  second 

advance  as  far  as  the  mouth  of  the  Eustachian  tube  ;  and  fifth,  the  rotation 

^^^    ptishing  forwards  of  the  instrument  into  the  tube,  together  with  its 

reception  by  the  fingers  of  the  left  hand. 

Curing  the  first  four  movements  the  beak  of  the  instrument,  and  so 
the  ri  Jig  fixed  on  its  outer  end^  is  always  kept  downwards;  whilst  in  the 
last  rriovement,  when  the  point  of  the  catheter  is  introduced  into  the  tube» 
^^rtng  looks  in  the  same  direction  as  the  latter. 

The  following  diagram  (Fig.  jj)  serves  to  indicate  the  entire  process. 

^  ^'  shows    the   direction  of  the  catheter  in  the  first  movement  of  its 

introduction  through  the  nostril ;  A  Ph  denotes  the  second  movement  in 

which  it  is  pushed  back  as  far  as  the  pharyngeal  wall;  PA  Vindicates 

>ts  direction  in  withdrawal  to  the  border  of  the  hard  palate  ;    G  (J,  the 

fourth  movement!  shows  its  fresh   advance  as  far  as  the  mouth  of  the 

tusiachian    tube  •    and  O   T  represents  the  fifth  action  of  rotation  into 

the  tube*     The  dotted  line  must  be  imagined  oblique,    from  the   middle 

fcetow,  upwards  and  sideways. 

The  patient  has  his  head  free  all  the  time.     With  children,  or  with 


t86 


DISEASES  OF  THE  EAJi, 


persons  who  cannot  keep  their  heads  still,  the  occiput  may  be  rested 
against  something  firm,  or  when  necessary  the  head  may  be  supported  by 
an  assistant  in  the  proper  position.  The  author  cannot  endorse  Fon 
Tjn^ksch's  recommendation  for  the  operator  to  put  his  left  hand  round  the 
head  to  keep  it  firm,  as  he  can  find  much  better  use  for  it  as  described. 
In  general  it  is  to  be  stated  that  throughout  the  process  as  little  force  or 
precipitation  as  possible  should  be  used  in  the  manipulation. 

With  very  difticult  cases  the  author  has  of  late  employed  cocaine  to 
diminish  the  sensibility  of  the  nasal  mucous  membrane.  It  may  be  applied 
either  in  the  form  of  a  5  per  cent,  spray  solution,  or  by  means  of  a 
piece  of  cotton-wool  dipped  in  the  solution  and  left  for  some  minutes  in 
the  nasal  cavity. 

During  the  first  movement  of  the  process  of  catheterisation,  it 
commonly  happens  that   a  patient  inclines  his  head  backwards,  seeking 


Schema  for  catheterisation* 
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instinctively  as  it  were,  to  escape  from  the  instrtmient.  In  such  cases,  if 
the  movement  were  continued,  the  catheter  might  pass  into  the  middle^ 
or  even  the  superior,  instead  of  along  the  lower  meatus,  and  in  its  further 
progress  meet  with  obstacles  and  cause  pain,  especially  in  the  final  intro- 
duction into  the  mouth  of  the  Eustachian  tube.  It  may  however  often 
happen  that  the  catheter  passes  along  the  middle  nasal  meatus  as  far  as 
the  phar^Tix  without  producing  any  pain,  but  then,  in  attempting  to  turn  it 
into  the  tube,  an  insuperable  obstacle  is  offered  by  the  middle  turbinated 
body  ;  or  even  if  it  should  be  possible  to  rotate  it,  the  beak  will  be  ^bove 
the  mouth  of  the  tube,  since  this  lies  below  the  middle  nasal  meatus.  No 
attempt  should  therefore  be  made  to  proceed  with  the  passing  of  the 
catheter  if  the  patient  has  thrown  back  his  head  in  the  way  referred  to, 
until  he  has  again  brought  it  into  the  proper  position. 

It  sometimes  happens,  on  account  of  the  frequent  irregularities  of  the 
turbinated  bodies,  as  well  as  from  deviation  of  the  nasal  septum  to  one  or 
the  other  side,  that  even  the  thinnest  catheter  cannot  be  passed  at  all, 
or  only  with  great  diflicutty,  with  the  beak  turned  dow^nwards  in  the 
ordinary  way.     In  such  cases  the  operator  should  not  at  once  desist  from 
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the  attempt  at  catheterisation,  but  should  endeavour^  holding  the  instru- 
ment lightly  between  his  fingers,  to  feel  his  way  with  it  along  the  passage. 
Usually  first  during  the  posterior  half  of  its  progresSj  but  sometimes  even 
in  the  outer  third  of  the  passage^  it  may  be  necessary  to  move  it  carefully 
to  one  or  other  side,  or  even  turn  it  round  its  axis  before  it  is  found  prac- 
ticable to  introduce  it.  In  other  instances  again,  it  will  only  be  possible  to 
pass  the  catheter  by  turning  its  beak  upwards.  When  in  the  pharynx  it 
must  be  turned  so  that  the  beak  is  again  directed  downwards,  the  further 
manipulation  being  then  as  usual.  All  these  and  similar  difficulties  are 
more  or  less  easily  overcome  by  practice.  In  general  however  it  may 
be  unreservedly  stated,  that  skill  in  catheterisation  is  not  characterised  by 
rapidity  of  introduction  into  the  Eustachian  tube,  but  rather  by  the  ease  and 
certainty  with  which  the  instrument  is  passed  through  the  nasal  meatus* 
Those  cases  in  w^hich,  on  account  of  irregularities  of  structure,  it  is  quite 
impossible  to  pass  the  catheter  into  the  pharynx,  must  be  counted  as  very 
rare. 

The  author  has  hitherto  met  with  but  extremely  few  cases  in  which  both  nasal 
fossae  were  impermeable  to  the  catheter.  Congenital,  or  even  acquired  cases  of 
this  kind,  are  generally  only  unilateral,  and  in  such  the  instrument  may  as  a  rule 
be  introduced  into  either  Eustachian  tube  through  the  free  side.  Luwenberg ' 
recommends  previous  rhinoscopy,  or  else  the  employment  of  strong  illumination 
of  the  nasal  meatus  by  means  of  a  reflector,  with  the  view  of  better  avoiding 
impediments  to  catheterisation. 


Obstacles  again  may  present  themselves  to  the  rotation  of  the 
instrument  in  the  last  stage  of  catheterisation,  and  these  rnay  be  either 
of  a  temj^Jorary  or  a  permanent  nature.  Tumours  in  the  region  of  the 
pharynx,  as  well  as  very  enlarged  tonsils,  sometimes  narrow  the  post- 
nasal space  so  greatly  that  the  necessary  room  does  not  exist  for  the 
turning  of  the  instrument.  In  contrast  to  such  impediments  are  those 
of  a  more  temporary  character  due  to  contraction  of  the  muscles  of  the 
pharynx.  These  usually  disappear  spontaneously  in  a  little  time,  while 
an^'  attempt  to  overcome  them  by  force  results  only  in  injur3%  accompanied 
by  bleeding.  To  succeed  in  such  cases  it  is  often  only  necessary  to  desist 
from  any  attempt  for  a  short  time,  as  the  muscles  soon  relax,  and  the 
process  may  then  be  completed  with  ease. 

If,  exceptionally,  the  opening  of  the  Eustachian  canal  be  very  deeply 
placed,  it  may  possibly  happen  that  the  catheter  cannot  be  rotated,  even 
though  its  beak  reached  the  tube.  In  such  instances,  even  when  the 
manipulation  has  been  properly  carried  out,  the  ring  of  the  catheter  is 
seen  to  be  directed  somewhat  downwards  ;  and  when  opposite  the  opening 


*  '•  Ueber  pine  Mc-thode  lur  Erlcichlerung  dcr  Schwierigkeitcn  bci  der  Einfflhmng  dea 
Kalhcicrs."    Arthiv  fflr  Ohrcnhcilkunde,  vol,  xix.,  p.  79. 
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of  the  tube,  which  is  far  up  in  the  pharynx,  the  ring  must  look  almost 
directly  upwards. 

Too  much  stress  cannot  be  laid  upon  the  necessity  for  beginners  to 
adhere  strictly  to  the  rules  laid  down  for  the  proper  performance  of  the 
process  of  catheterisalion.  All  haste,  and  especially  any  attempt  to  evade 
one  or  other  of  the  indicated  movements  in  the  manipulation^  not  only 
in  most  cases  delays  its  completion,  but  is  prejudicial  to  the  acquirement  of 
that  degree  of  certainty  which  can  generally  be  otherwise  soon  gained. 

Some  cannot  at  first  appreciate  the  necessity  for  the  carrying  out  of  all  the 
movements.  In  the  second  stage,  for  instance,  in  which  the  catheter  is  pushed 
fon^ards  as  far  as  the  pharynx,  they  may  attempt  to  cut  short  the  movement,  and 
beg^in  to  rotate  the  instrument  haphazard  as  soon  as  they  think  they  have  reached 
the  posterior  mar>:jia  of  The  hard  palate.  Exceptionally  this  may  be  successful,  but 
as  a  rule  nothing  but  pain  and  remonstrance  on  the  part  of  the  patient  result. 
Others  attempt  to  dispense  with  the  fourth  movement^  after  having  touched  the 
pharynx,  by  simply  dravving  back  the  instrument  to  some  distance  and  at  once 
rotating  it.  If  the  distance  of  the  Eustachian  tube  from  the  posterior  wall  of 
the  pharynx  were  constant,  this  might  be  feasible;  but  inasmuch  as  it  varies  from 
J  to  I  in.,  it  will  only  exceptionally  happen  that  the  mouth  of  the  tube  will  be  hit 
upon  ;  the  beak  will  be  either  behind  it  in  Rosenmuller's  fossa,  or  in  the  nasal  ca\nty 
in  front. 

In  the  normal  condition,  the  limbus  cartilagineus  projects  outwards  to  the 
extent  of  some  lines,  it  might  be  suggested  to  take  this  prominence  as  a  guide  to 
the  mouth  of  the  Eustachian  tube,  which  is  situated  just  in  front  of  it.  As  against 
this,  it  is  to  be  remarked  thai  the  prominence  referred  to  is  not  always  sufficiently 
developed  to  allow  of  its  easy  detection  with  the  catheter.  It  is  generally  so 
insignificant,  especially  in  young  persons,  that  even  a  practised  operator  detects 
it  with  difficulty,  if  at  all.  Just  in  those  cases  indeed  in  which  catheterisation 
is  necessary  both  for  diagnosis  and  treatment*  as  in  catarrh  of  the  naso-pharynx 
and  middle  ear,  it  is  apt  to  be  quite  obhterated  on  account  of  the  swelling  of  the 
surrounding  parts — so  much  perlaaps  as  to  be  even  indistinguishable  to  the  eye  on 
the  cadaver. 

Besides  the  marks  referred  to,  all  other  structures  which  may  serve 
as  guides  in  catheterisation  are  so  variable  in  position,  form,  and  size, 
that  for  beginners  they  can  be  but  of  small  service  in  this  respect. 

L^^ivenherg  recommends  that  the  catheter,  after  being  pushed  back  to  the 
pharj'nx,  shall  be  rotated  so  that  its  beak  looks  towards  the  opposite  Eustachian 
tube,  and  thea  drawn  back  until  it  hooks  against  the  septum.  It  is  then  to  be 
rotated  again  to  the  side  which  is  to  be  catheterised,  and  passed  thus  into  the 
mouth  of  the  tube.  There  is  no  doubt  that  catlieterisation  is  feasible  in  this  way, 
but  the  author  cannot  admit  it  to  be  simpler  or  more  certain  than  the  method 
above  described.  He  has  observed  too  that  it  is  usually  more  disagreeable  to  the 
patient.  In  certain  cases,  especially  in  some  anomalies  of  the  lateral  pharyngeal 
wall,  it  may  be  adopted  if  the  other  method  has  failed  ;  but  its  general  use,  and  in 
particular  for  beginners,  cannot  be  recommended. 

[Luwenberg's  method,  first  introduced  by  Giampkiro^  is  not  only  generally 
employed  in  this  countr)^  but  also  in  many  chnics  abroad.  The  editors,  unlike  the 
author,  believe  it  to  be  the  most  simple  and  cjcpeditious  mode  of  catheterisation.    The 
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mttliod  originally  devised  by  A7///,  and  strongly  advocated  in  some  quarter^^  like- 
wise offers  no  advantag^es  except  in  occasional  instances.  It  consists  in  taking  the 
prominent  posterior  lip  of  the  mouth  of  the  Eustachian  tube  as  a  guide  in  the 
procedure,  the  point  of  the  catheter  having^  first  been  turned  outwards  into 
Rosenmuller's  fossa.  Such  uncertain  indications  for  introducing  the  catheter  as 
tlie  passage  of  its  beak  over  the  edg:e  of  the  hard  palate*  or  the  distance  between 
the  alar  nasi  and  the  posterior  border  of  the  ramus  of  the  lower  jaw,  can  only  be 
characterised  as  haphazard  and  unsatisfactor}'.] 

The  manipulation  being  completed,  it  is  necessary  to  know  whether 
or  not  the  instrument  is  really  in  the  mooth  of  the  tube.  The  position 
of  the  ring  on  the  outer  end  of  the  catheter  is  not  a  certain  criterion. 
In  some  cases,  above  adverted  to,  even  though  the  instrument  is  in 
proper  position,  its  direction,  and  so  that  of  the  ring,  is  not  the  usual 
one,  On  the  other  hand,  there  are  others  in  which,  though  the  ring 
of  the  catheter  has  the  ordinary  correct  direction,  the  beak  of  the 
instrument  is  not  really  in  the  tube. 

The  fact  that  the  patient,  if  the  instrument  is  properly  introduced^ 
can  speak  or  swallow  without  inconvenience,  depends  not  so  much  on 
its  correct  position  as  upon  the  degree  of  sensitiveness  of  the  pharynx. 
Some  persons  are  in  no  way  disturbed  in  the  way  referred  to,  even  with 
ihe  beak  of  the  instrument  directed  downwards ;  while  others  cannot 
accomplish  these  acts,  though  the  instrument  is  correctly  placed, 

A   somewhat   more    trustworthy,    though    still    uncertain,    means    of 

judging  as  to  the  correct  situation  of  the  catheter,  consists  in  the  fact 

'  t^t  when  its  beak  is  inserted  in  the  Eustachian  tube  it  cannot  be  further 

""^latcd,   on  account   of  the  point  striking  against  the  upper  wall  of  the 

^tJ^e,     If,  however,  the  instrument  be  not  in  the  tube,  but  in  RosenmtiUer's 

fossa^  then  under  normal  conditions  it  may  be  rotated  completely  round 

*^axis,  instead  of,  as  in  the  first  case,  for  only  about  three-eighths  of 

lis  circumference*     This  criterion  would  be  a  very  good  one  if  there  were 

^^    abnormal   conditions   which   may   also   prevent   the   rotation   of   the 

catheter.     But  inasmuch  as  such   do  sometimes  exist,  the  value  of  the 

test     is  to  this  extent    nullified-     Reference    may    here    be   made    to   the 

folds    of  raucous    membrane   and    pseudo-membrane,    first    described    by 

*  or/o/iVif  ^  and  the  author,^  which  are  found  sometimes  stretched  obliquely 

*cro^5  Rosenm tiller's  fossa,   dividing  it  into  upper  and  lower  segments. 

T^ir  presence    would   equally    prevent    the    complete    rotation    of    the 

catH^ter.     The  above  signs  therefore,   though   not  in  every  case  giving 

^rt^in  evidence  of  the   proper  position  of  the  catheter,  should  be  noted 

*s  '^f  a  certain  value.     The  chief  means  of  proof  however  rest  upon  the 

results  of  auscultation,   of  rhinoscopic    inspection,    and   also   of  digital 


'*'Dic   Phjiryngoacopic   uud   ihre   Vcrwcrthung   fQr  die   Ohreahcilkundc."    Virchows 
*  S.  Berichtc  des  Wiener  all^emeinen  Krankenhauses. 


examination.  If  rhinoscopy  be  possible,  it  gives  absolute  proof  of  the 
true  position  of  the  instrument ;  while  digital  examination,  though  less 
conclusive,  is  very  valuable  in  those  cases  in  which  a  rhinoscopic 
observation  is  impracticable.  A  positive  result  of  auscultation  of  the 
tube  is  of  course  certain  evidence  that  the  catheter  is  in  it  ;  but  since 
the  result  is  sometimes  negative,  there  only  remains  inspection  by 
rhinoscopy  as  the  means  which  can  in  all  cases  yield  absolute  evidence 
in  the  matter. 

In  regard  to  contra-indications  to  catheterisation,  Schwartze  dis* 
tinguishes  them  as  absolute  and  relative.  Amongst  the  first  kind  he 
counts  : — ulceration  of  the  structures  of  the  naso-pharynx,  with  great 
tendency  to  haemorrhage  ;  high  fever  ;  severe  inflammatory  pain  in  the 
ear  ;  acute  pharyngitis  ;  and  traumatic  emphysema  of  the  pharynx.  As 
relative  counter-indications,  he  enumerates: — debility  during  convalescence  ; 
great  nervous  irritability  from  aggravating  local  conditions :  advanced  old 
age ;  and  early  childhood  to  about  the  fourth  year  inclusive.  According 
to  the  author's  experience^  such  contra-indications  cannot  be  so  rigidly 
maintained  ;  for  he  has  treated  many  patients  with  advantage  with  the 
catheter  who  were  suffering  from  purulent  inflammation  of  the  middle 
ear,  with  high  fever.  There  arc  certain  cases  in  which  the  use  of  the 
catheter  is  urgently  indicated  in  order  to  clear  out  accumulations  from 
the  tympanum  ;  otherwise  the  patient  is  exposed  to  the  greatest  danger, 
and  no  other  method  is  effectual  in  accomplishing  this  object.  Though 
all  the  circumstances  referred  to  should  come  under  consideration,  the 
author  cannot,  according  to  his  knowledge,  recognise  "absolute  contra- 
indications." 

I.  Auscultation  in  connection  with  the  Catheter  and  Air-douche. 

The  catheter  being  properly  adjusted  in  the  Eustachian  tube,  if  air 
be  blown  through,  it  enters  the  tympanic  cavity,  and  even  into  the 
mastoid  cells.  The  air  which  previously  filled  the  spaces  of  the  middle 
ear  is  at  first  compressed  to  a  certain  degree,  and  all  such  structures 
as  are  movable  yield  somewhat  to  the  compression*  If  the  mouth  of 
the  Eustachian  tube  be  not  quite  filled  by  the  beak  of  the  catheter,  some 
of  the  air  may  flow  back  towards  the  pharynx. 

In  entering  the  cavity  of  the  middle  ear,  the  air  produces  a  sound, 
for  the  more  distinct  perception  of  which  the  otoscopic  tube  is  employed, 
one  of  the  nozzles  being  placed  in  the  external  auditory  canal  of  the 
patient,  and  the  other  in  that  of  the  auscuUator.  It  is  best  for  the 
tube  to  lie  above  that  hand  of  the  aurist  which  is  maintaining  the 
catheter  in  position,  as  in  this  way  the  nozzle  is  not  so  apt  to  fall  out 
of,  the  patient  s   ear.     It   is   not   advisable    for   the   patient   to  hold  the 
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\i  the  tube  in  his  own  ear,  because,  being  unacquainted  with  its 
'  purpose,  he  may  easily  shut  up  its  orifice,  and  the  result  of  auscultation 
iMy  thus  become  niL  Exception  to  this  should  only  be  made  in  very 
rare  cases,  in  which  on  account  of  the  narrowness  of  the  auditory  meatus, 
the  end  of  the  tube  will  not  remain  fixed  in  the  ear ;  and  then  it  should 
be  seen  that  the  nozzle  is  held  properly,  and  also  that  the  elastic  tube 
is  not  compressed.     Before  being  used,  the  otoscope  should  be  inspected, 

Fig.  78. 

Auscultation  of  the  ear. 


rsv 


1^ 


/ 


>f^i^^  ^ 


V 


<^' 


'0  see  that  it  is  not  stopped  up  by  cerumen  or  other  matters  derived  from 
"*c  auditory  canal.  If  such  exist,  they  may  be  removed  with  a  probe,  or 
^  end  of  one  branch  of  a  pair  of  ear- forceps. 

'n  introducing  air  through  the  catheter  by  means  of  the  atr-ball, 
^«^  aurist  takes  this  from  under  his  left  arm,  and  holds  it  so  that  the 
^^Jiing  in  the  broad  end  is  covered  by  the  right  thumb,  while  his  fingers 
^^Pport  it  in  such  a  way  that  the  index  and  middle  fingers  are  above, 
^d  the  other  two  below.  The  nozzle  of  the  ball  is  then  placed  in  the 
carter,  the  end  of  which  should  be  thoroughly  closed  by  it ;  and  then 
pressure  is  made  both  by  the  thumb  and  fingers  upon  its  surface.  In 
^ptying   the   air- ball,    care   must    be    taken    that   the   force    used   does 


not  act  in  pressing  forwards  the  catheter  farther  into  the  Eustachian 
tube  or  against  its  walls.  This  is  best  done  by  making  a  gentle 
counter-pressure  with  the  fingers  of  the  hand  supporting  the  catheter, 
as  though  to  draw  the  instrument  somewhat  out  of  the  tube. 

The  air  in  passing  thus  into  the  middle  ear  produces  a  tolerably  broad 
sound  as  heard  through  the  otoscopic  tube,  seeming  almost  as  though  it 
were  blown  directly  through  the  tube  into  the  ear  of  the  auscultatory  but 
somewhat  weakened  in  intensity  on  account  of  the  inter\'ening  tympanic 
membrane.  This  sound  may  be  best  imitated  by  pressing  the  lateral 
borders  of  the  tongue  firmly  against  the  hard  palate^  thus  leaving  the 
dorsum  concave,  and  then  blowing  with  a  moderate  strength.  The  air-ball, 
being  emptied,  does  not  need  to  be  withdrawn  from  the  catheter  in  order 
to  be  refilled-  All  that  is  necessary  is  to  remove  the  thumb  from  the 
opening  at  the  base.  The  air  then  re-enters,  and,  the  thumb  being  replaced, 
the  air-bag  may  be  again  compressed,  and  fresh  air  expelled ;  the  operation 
being  repeated  as  often  as  desired.  It  is  not  difficult  to  distinguish  the 
sound  which  is  produced  by  the  actual  entrance  of  air  into  the  middle  ear 
from  other  sounds  which  may  be  heard  when  the  end  of  the  catheter  is  not 
really  in  the  mouth  of  the  Eustachian  tube.  Once  heard,  the  normal  sound 
will  be  always  recognised  again.  It  is  easy  to  understand  that  certain 
sounds  may  be  produced  in  imperfect  catheterisation.  During  catheterisation 
of  one  ear,  a  sound  may  be  indeed  perceived  in  the  other  one  into  which  no 
air  enters.  All  such  may  however  be  distinguished  from  the  sound  which 
accompanies  a  proper  catheterisation  as  the  result  of  entrance  of  air  into 
the  tympanum*  In  this  case  it  is  perceived  quite  close — as  it  were  "blown 
into  the  auscultator's  own  ear."  But  slight  practice  is  needful  to  recognise  the 
place  of  origin  of  the  sounds  heard.  It  is  easy  to  determine  by  auscultation 
whether  the  air  passes  only  as  far  as  the  tympanic  cavity  and  is  there 
confined,  or  also  through  this. 

When  the  normal  sound,  or  the  abnormal  sounds  to  be  subsequently 
described,  are  perceived  so  near  as  to  suggest  their  originating  in  a  space 
in  immediate  communication  with  the  auscultating  ear,  a  certain  criterion 
is  thereby  afforded  of  correct  catheterisation.  It  is  otherwise  if  the  result 
of  auscultation  be  negative.  If  no  sound  be  heard,  or  a  remote  sound 
only,  this  is  by  no  means  an  indication  that  the  procedure  has  not  been 
properly  conducted,  and  the  catheter  not  in  the  correct  position.  If  the 
Eustachian  tube  be  quite  occluded  somewhat  above  the  end  of  the  catheter, 
the  sound  may  be  heard  "  more  distant  from  the  car**  \  or  if  the  point  of 
the  catheter  impinge  on  the  occluding  structure,  the  sound  may  be  entirely 
absent. 

In  such  a  case,  rhinoscopy  is  the  only  reliable  means  for  determining 
the  position  of  the  catheter ;  and  if  this  be  impracticable,  the  matter  re- 
mains in  doubt  should  digital  examination  likewise  give  no  positive  result. 
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^Besides  the  air-ball,  other  apparatus  may  of  course  be  employed  for  the 
'introduction  of  air.  The  mouth  should,  for  obvious  reasons,  only  be  used 
for  this  purpose  in  cases  of  necessity.  The  previously  described  force- 
pump  apparatus  may  however  be  employed  if  a  continuous  or  strong 
current  of  air  is  desirable,  as  when  k  is  wished  to  observe  the  appearance 
of  the  drum-head  while  air  is  entering  the  tympanic  cavity. 

For  diagnostic  purposes,  auscultation  of  the  ear  can  only  be  satisfac- 
torily conducted  with  the  assistance  of  the  catheter,  other  methods  leading 
only  to  false  conclusions.  The  catheter  must  be  introduced  into  the 
Eustachian  tube,  and  maintained  there,  so  that  other  sounds  than  such  as 
result  from  the  passage  of  air  into  the  middle  ear  cannot  be  produced. 

The  examination  of  the  phenomena  of  auscultation  in  connection  with 
the  various  objective  changes  to  which  they  correspond  will  be  undertaken 
later  on  in  this  work.  At  this  stage  however  attention  may  be  directed 
to  those  data  which  have  special  reference  to  diagnosis.  The  following 
points  should  be  obser\'ed  in  relation  to  this  matter: — 

(a)  Is  the  sound  produced  by  the  entrance  of  air  into  the  middle  ear 
heard  as  though  produced  in  a  space  in  direct  communication  with  the 
ear  of  the  auscultator  or  not  ?  Sounds  which  are  so  perceived  may  be 
described  shortly  as  **near";  those  not  so  heard,  "remote,"  "somewhat 
remote,** ''  very  distant,"  etc. 

{b)  Whether  the  sound  has  a  targe  and  full  character^  as  from  the 
entrance  of  a  free  current  of  air;  or  whether  it  is  on  the  contrary  weak^ 
^  from  a  meagre  current. 

(r)  Whether  the  sounds  are  strongly  resonant  {^* stark  consomreud*') ; 
or  perceived  as  **w^histling,"  *' rattling/'  etc, 

(/)  Whether  the  sound  remains  of  the  same  character  during  the 
whole  time  of  the  passage  of  the  air-current,  or  whether  it  changes  ;  and, 
in  this  case,  whether  the  change  is  at  the  beginning  or  at  the  end  of  the 
inflation, 

{e)  Whether,  besides  the  sound,  the  ear  of  the  auscultator  perceives 
*koa  sensation  of  concussion,  and  of  change  of  temperature,  and  in  what 
(degree. 

(/)  Whether  any  other  auscultatory  phenomena  are  observed,  and 
*Jnder  what  conditions — as  of  duration,  etc. 

(g)  Whether  the  sensations  received  by  the  ear  during  the  first 
*ct  of  inflation  by  the  air-ball  are  repeated  with  the  succeeding  acts  ; 
^f  whether  other  sounds  are  then  perceived  ;  and  if  so,  what  is  their 
nature. 

(h)  Whether  the  said  phenomena  of  auscultation  are  observed  in  the 
^njploytnent  of  catheters  of  difierent  sizes ;  and  if  not,  in  what  manner 
they  vary. 

The  sounds  described  by  the  author  as  '*  secondary  auscuHaiiofi  sountis  " 
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not   act   in    pressing   forwards    the   catheter  farther  • 
tube   or   against    its    walls.     This    is    best    done   b 
counter-pressure  with  the  fingers  of  the  hand  supj' 
as  though  to  draw  the  instrument  somewhat  out  of 

The  air  in  passing  thus  into  the  middle  ear  prod- 
sound  as  heard  through  the  otoscopic  tube,  seemin; 
were  blown  directly  through  the  tube  into  the  ear  • 
somewhat  weakened  in  intensity  on  account  of  th« 
membrane.     This  sound  may  be  best  imitated    V 
borders  of  the  tongue  firmly  against   the  hard  r 
dorsum  concave,  and  then  blowing  with  a  moderate 
being  emptied,  does  not  need  to  be  withdrawn  fr- 
to  be  refilled.     All  that  is  necessary  is  to  rem* 
opening  at  the  base.    The  air  then  re-enters,  and, 
the  air-bag  may  be  again  compressed,  and  fresh  , 
being  repeated  as  often  as  desired.     It  is  not 
sound  which  is  produced  by  the  actual  entrance 
from  other  sounds  which  may  be  heard  when  tl 
really  in  the  mouth  of  the  Eustachian  tube.    C). 
will  be  always  recognised  again.     It  is  eas.> 
sounds  may  be  produced  in  imperfect  catheterit 
of  one  ear,  a  sound  may  be  indeed  perceived 
air  enters.     All  such  may  however  be  distil  i 
accompanies  a  proper  catheterisation  as  tht 
the  tympanum.     In  this  case  it  is  perceived 
into  the  auscultator's  own  ear."  But  slight  v> 
place  of  origin  of  the  sounds  heard.     It  is 
whether  the  air  passes  only  as  far  as  i 
confined,  or  also  through  this. 

When  the  normal  sound,  or  the  abn 
described,  are  perceived  so  near  as  to  zv 
in  immediate  communication  with  the  «' 
is  thereby  afforded  of  correct  catheteris. 
of  auscultation  be  negative.     If  no  s 
only,  this  is  by  no  means  an  indicati'^ 
properly  conducted,  and  the  catheter 
Eustachian  tube  be  quite  occluded  sc 
the  sound  may  be  heard  "  more  disV 
the  catheter  impinge  on  the  ocdudin 
absent 

In  such  a  case,  rhinoscopy  is  ♦ 
the  position  of  the  catheter;  and 
mains  in  doubt  should  digital  exa* 


/ 


OBJECTIVE  EXAMINATION. 


jEJppcd  over  the  ordinary  pointed  nozzle  of  the  air-ballp  so  that  its  end  projects  for 
Ebout  an  inch.     The  author  uses  the  nozzle  represented  in  Fig.  79.     It  is  shaped 
like  an  aural  catheter,  but  is  shorter,  and  is  to  be  screwed  on  to  the  air-ball.     He 
L^refers  it  to  Pohtzer's,  as  being  more  easy  to  use.  and  less  troublesome  to  dean. 

^"  With  the  object  of  avoiding  injury  to  the  nasal  mucous  membrane,  the 
author,  following  LOwenbergs  advice,  employs  protective  tubing.  This  is 
a  piece  of  elastic  tubing  from  3  to  4  cm.  long,  j,. 

which  is  drawn  over  the  extremity  of  the  nozzle      Air^bali  nozzle  (ordinary  size). 

ISOaS  to  project  for  about   \  an.  The  dotted    line   repres^nU 

r     J  >^  an  elastic  protecltn§;  tube. 

HaDmorrhag^e  from  the  nasal  mucous  membrane  ^^^Sft-  *' 

cannot  always  be  avoided  with  any  of  the  nozzles 
ih  vogue.  Many  individuals  bleed  even  from  simple 
pressure  upon  the  nostrils,  and  the  author  has  fre- 
quently seen  ha?morrha;^e  from  the  back  part  of  the 
nasal  cavity.  It  may  be  more  easily  obviated  if  a 
piece  of  protective  tubing  be  used  instead  of  a  hard 
nanlti  If  this  piece  of  tubing  be  kept  by  the  patient 
for  his  o^Ti  use,  the  possibility  of  infection  may  be 
prevented, 

PoUtzer's  method  is  carried  out  as  fol- 
lows:— The  patient  first  takes  a  little  water 
into  his  mouth,  and  is  instructed  to  swallow 
It  at  a  given  sign.  If  it  be  desired  to  auscultate 
the  ear,  the  otoscope  is  used  as  well  The 
nozilc  of  the  air-ball  is  now  introduced  into  the 
Qostril  for  a  short  distance^  and  both  alae  nasi 
compressed  by  the  thumb  and  index  finger  of 
the  left  hand,  so  as  to  shut  off  the  nasal  cavities 
^mpletely  from  the  outside.  The  patient  is 
now  directed  to  swallow  the  water,  and  at  the 
^We  moment  the  air-ball  is  quickly  emptied 
•^y  the  right  hand. 

The  entrance  of  air  into  the  middle  ear 
^  explained  thus  : — At  a  certain  moment  during 
*"c  act  of  swaJlowing  the  soft  palate  is  drawn 

^^Ic  against  the  pharynx,  thus  shutting  off  the  upper,  or  post-nasal  region 
^f  the  pharynx,  from  the  lower*  The  mouths  of  the  Eustachian  tubes 
^ome  at  the  same  time  dilated  in  the  act ;  and  the  air,  forced  through 
^"^  nose  into  the  naso-pharynx,  having  its  escape  cut  off  in  front  by 
^^  closure  of  the  nostrils,  and  behind  by  the  soft  palate,  finds  its  way 
^^ng  the  Eustachian  tubes  into  the  tympanum/ 

I  '  Cojnpdire  A.  Poittcer^  *•  Ueber  ein  neues  Hcilverfahrcn  pcgen  SchwerhOripkeit  und 
vltreimujieii  in  Folge  von  Unwcgsamkcit  der  Eust,  Ohrtrompetc."  Wiener  mcdicinische 
Wotheiwchrift,  xiii.  6,  7,  S,  10  (1863). 
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During  the  influx  of  air  into  the  tympanic  cavity,  sounds  of  a  nislun^ 
or  cooing  kind  are  heard  if  the  membrane  be  intact,  which  are  due  only  to 
a  very  small  extent  to  the  actual  entrance  of  air  into  the  middle  ear.  The} 
are  for  the  most  part  accessory  sounds  produced  during  the  act  of  swallow- 
ing, or  through  other  incidental  occurrences  in  the  post-nasal  region. 

Kramer,^  in  speaking  of  catheterisation  of  the  Eustachian  tube,  remark*:  "If 
the  patient,  on  inflation  through  the  catheter,  does  not  perceive  the  air  either  ia  hii 
ear  or  throat,  he  may  be  directed  to  swallow  at  the  moment  the  air-ball  is  again 
emptied:  by  this  expedient  the  inflation  will  usually  be  successful/*     The  author* 
before  Folther  had  introduced  his  method,  followed  Kramer's  directions  in  appro- 
priate cases,  and  reported  on  these  in  1862.     Even  without  using  the  catheter,  lh<^ 
author  had  carried  out  inflation  of  the  middle  ear  during  a  movement  of  deglutition 
by  simply  emptying  the  air-ball,  the  nozzle  of  which  was  inserted  into  the  nostril  of 
the  patient.     It  will  thus  be  seen  that  the  fundamental  principle  on  which  tH»s 
method  is  based  had   been   already  previously  recognised,  and   that  a  claim  tc» 
'•practical  application  of  a  new^  principle"  cannot  be  sustained.^ 

Advaniages  and  Disadvantages  of  Poliiscf^s  Process, 

The  great  advantage  of  this  method  of  inflation  is  chiefly  in  dispensing 
with  the  use  of  the  catheter.     The  unpleasant  sensations  accompanying  \t^ 
introduction  are  thus  avoided  on  the  one  hand,  and  on  the  other  inflation  c^^ 
the  middle  ear  is  practicable  in  cases  in  which,  on  account  of  anomalies  i«^ 
the  post-nasal  region  or  elsewhere^  the  catheter  could  not  be  employed,  o** 
is  objected  to  by  the  patient.     The  latter  cases  are  indeed  rare  nowaday^* 
being  confined  almost  entirely  to  children;  and  it  is  with  them,  and  i^"* 
cases  of  nasal  obstruction,  that  the  process  is  of  such  great  value.     Certai^^ 
disadvantages  are  nevertheless  necessarily  associated  with  this  mode  c^^ 
inflation.     For  instance,  the  air  cannot  be  blown  into  only  one  Eustachta*'^ 
tube  if  both  be  equally  patent,  but  will  pass  through  both  ;  and  if  one  i^ 
narrower  than  the  other  it  will  certainly  enter  the  wider  tube.     Diagnosis 
and  treatment  may,  it  is  obvious,  become  erroneous  or  imperfect  in  con- 
sequence."    Since  again  the  air  is  admitted  through  the  Eustachian  tub 
during  their  temporary  dilatation  in  the  act  of  deglutition,  auscultation  wil^ 
give  information  not  as  to  their  usual  condition,  but  as  to  that  when  the}*^ 
are  artificially  distended.     With  stenosis  or  occlusion  of  one  tube,  inflations 
with  the  air-ball  may  give  rise  to  unpleasant  consequences  in  the  other  ear, 
not   only   cicatricial  or  otherwise   morbidly  changed,    but   even   healthy^ 
tympanic  membranes  having  been  lacerated  in  this  way/ 


*  Die  Erlienntni«(S  und  Hrilung  der  OhrcnWrankhcitcn,     Berlin,  p.  493. 

*  Vtm  Trfifimrh,  '^  Das  Politicr'schc  Vcrfahrcn  zur  Wcgsainnuichung  dcr  Ohrtrompete,'*  etc 
Arehiv  r  itilkundc,  vol  i,»  p»4i- 

*  C  ,  A'rwmrr,  "ITcbcr  Polit»er*s  ncues  Heilvcrfahrcn  gtgcn  Schwefhorigktit 
in  Folgc  ,   ..  .  .a.\c^*ii4nik«!it  I-*  ^     '   '*'-*rninpeU.'*    Deutsche  Klinik.  1S64,  34, 

*  5.  Fogtntiiecker^  "  Zin  1  Vcilhliran/*  Archiv  lur  Ohrenhcilkundr,  ii,  B<1». 
S,  It  ;— Foft  Tft>itsrht  "  Lehr  '  itheiUcttnde/'  Mnny  other  authors  likewise  rcfrr  to 
these  unlbrtunatc  «ccj<teDls  witJn  Politxcr's  process. 
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Giddiness  too,  and  even  syncope,  may  ensue  upon  the  sudden  greatly 
^creased  air-pressure  in  the  middle  ear.     Another  objection  to  this  method 
Ts  that  some  patients  object  to  swallowing  the  water,  or  to  using  a  glass  at 

E  under  the  circumstances;  besides  which  air  is  often  forced  with  the 
Lter  into  the  oesophagus,  and  gives  rise  to  discomfort  until  it  is  again 
pelled.  In  other  cases  the  patient,  instead  of  swallowing  the  water,  may 
|>el  it  upon  the  operator  during  the  compression  of  the  air-balL 
(b)  LtiCiF's  Method, 
From  observations  made  on  a  patient  in  whom  the  external  structures 
the  nose,  including  the  nasal  bones,  were  destroyed,  leaving  a  large 
opening,  through  which  the  post-nasal  region  could  be  seen,  August  Luar  * 
|pas  of  opinion  that,  contrary  to  the  current  view,  the  mouth  of  the 
^Tustachian  tube  was  not  dilated  during  the  act  of  deglutition  ;  but  '*  that 
the  usually  patent  mouth  of  the  cartilaginous  portion  of  the  tube  is  forcibly 
closed  during  swallowing,  and  opens  again  afterwards/'  According  to  him, 
the  passage  of  air  through  the  tube  is  due  not  to  dilatation,  but  on  the 

•contrary,  to  closure  of  its  orifice,  whereby  in  connection  with  the 
retraction  of  the  soft  palate  against  the  pharynx,  the  atmospheric  pressure 
in  the  space  becomes  increased  ;  on  the  palate  resuming  its  ordinary 
position,  a  sudden  compensation  ensues,  through  which  the  ventilation 
of  the  middle  ear  is  effected. 

Ihat  the  Eustachian  tuba  really  is  dilated  throughout  the  cartilaginous  portion 
<luring  deglutition  appears  distinctly  from  the  fact  that  air  can  be  introduced 
through  the  catheter  more  easily  during  the  act;  less  force  being  required  to 
*-oinpress  the  air-ball,  and  the  auscultation  sound  becoming  at  the  same  time 
more  distinct  and  louder. 

Again^  in  inflation  by  the  Politzer  process,  Luccv  holds  that  the 
Eustachian  tube  does  not  become  patent  in  consequence  of  the  act  of 
"^lutition ;  but  **  as  a  result  of  increased  pressure  of  the  air  in  the  naso- 
pharyngeal space,  closed  in  front  by  compression  of  the  nostrils,  and 
^hind  by  the  opposition  of  the  soft  palate  to  the  pharyngeal  wall,  the 
^contraction  of  the  mouths  of  the  Eustachian  tubes  is  overcome,  and  the  air 
forcts  its  way  into  the  tympanic  cavities."  lie  further  remarks;  '*That 
^is  is  really  the  case,  we  may  learn  from  the  fact  that  air  can  be  forced 
tnto  the  middle  ear  in  a  similar  way  by  bringing  about  a  movement  of  the 
*^ft  palate  by  which  the  post-nasal  region  is  more  or  less  perfectly  shut 
^ff  below.  Such  a  condition  occurs  during  phonation,  which  according 
to  my  (Lucae's)  experience,  may  be  advantageously  employed  for  this 
purpose  in  catarrhal  ear-affections  in  the  following  simple  manner.     The 


/  *' Zur  Function  dcr  Tuba  Eustachii  und  des  GaumcnsegcW     (Xach  zwei  im  physio- 
Ithcn  Vercine  zu  Berlin  gehallenen  Vortrfigen.)     Von  Prof.  Dr.  August  Lucte« 
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well-fitting  olive-shaped  nozzle  of  an  elastic  ball-syringe  is  introduced 
into  one  nostril.  The  other  nostril  is  closed  by  pressure  of  the  finger, 
and  the  air-ball  emptied  while  the  patient  sounds  the  vowel  '  a '  (ah)  loudly 
and  continuously.  The  patient  perceives  more  or  less  distinctly  the 
entrance  of  air  into  the  middle  ear ;  and  if  there  be  a  copious  secretion  in 
the  post-nasal  region  the  operator  hears  a  rattling  sound,  resulting  from 
the  air  breaking  through  the  raised-up  velum,  and  carrying  down  the 
accumulation." 

From  this  it  will  be  seen  thatLucae's  method  consists  in  the  prolonged 
intonation  of  the  vowel  "  a  "  (ah)  while  the  air-ball  is  used  in  the  manner 
described. 

Advantages  and  Disadvantages  of  Lugo's  Method, 

It  might  be  supposed,  from  a  consideration  of  the  advantages  and  dis- 
advantages associated  with  Politzer's  process,  that  by  Lucae's  method  some 
of  the  latter  might  be  obviated.  The  chief  imperfection  of  this  procedure, 
however,  is  that  the  post-nasal  space  is  not  sufficiently  shut  off  during 
phonation  of  the  vowel  "  a  "  (ah),  and  the  air  forced  in  easily  overcomes 
the  slight  resistance  of  the  velum,  escaping  downwards  into  the  lower 
portion  of  the  pharynx  instead  of  into  the  Eustachian  tubes.  It  cannot  be 
denied  that  in  some  cases  the  process  is  not  without  value ;  still  it  is  not 
Huccessful  in  the  majority  of  instances,  or  is  so  only  to  a  slight  extent. 

Lucoe's  remark  that  this  method  "  is  especially  superior  in  the  treatment 
of  young  children  "  is  quite  true,  but  illustrates  the  general  correctness  of 
tlie  above  criticism.  In  children,  the  post-nasal  space  is  usually  narrower 
than  in  adults,  and  the  Eustachian  tubes  are  shorter  and  more  easily 
prrmeable.  The  air  forced  into  the  space  by  the  elastic  bag,  seeking  an 
outlet  in  all  directions,  also  finds  its  way  partly  into  the  tubes.  Schwartze 
haH  indeed  called  attention  to  the  fact  that  the  tubes  may  be  inflated  in  the 
tirclinnry  way  with  the  air-ball  in  children  without  any  action  at  all  on  their 
purl.  This  however  is  not  the  case  in  adults,  whose  naso-pharynx  is  fully 
lirvt'loped.  A  successful  inflation  requires  in  their  case  that  the  post- 
nasal space  be  completely  shut  off  below,  and  for  this  the  movement  of  the 
vehun  as  it  occurs  in  the  phonation  of  a  vowel  does  not  generally  suffice. 

(c)     The  Author's  Method. 

\\\v  post-nasal  space  is,  as  already  described,  completely  shut  off  by 
\\\v  htifl  palate  at  a  certain  moment  during  the  act  of  deglutition.  At  the 
ftjiiiu*  iuHtant  the  Eustachian  tubes  are  strongly  dilated  :  a  condition  which, 
lib  pirviously  stated,  may  lead  occasionally  to  serious  consequences  as  a 
\\  bult  of  Htrong  inflation.  It  is  however  possible  to  bring  about  a  perfect 
vIohinK  <*^'  ^^  ^he  upper  region  of  the  pharynx  by  the  palate  without  any 
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very  perceptible  accompanying  dilation  of  the  tubes.  This  may  be  done  by 
simple  pressure  of  the  root  of  the  tongue  against  the  most  posterior  part  of 
the  palate  in  association  with  a  simultaneous  forcible  expiratory  effort.  The 
air  forced  upwards  in  expiration  cannot  then  find  an  outlet  either  through 
the  mouth  or  through  the  nose  ;  and  the  stronger  the  expiration  the  more 
is  the  soft  palate  stretched,  and  the  more  forcibly  pressed  against  the  wall 
of  the  pharynx.  In  practice,  since  many  patients  would  not  comprehend 
thoroughly  the  instructions  given  in  regard  to  the  desired  position  of  the 
tongue,  we  must  be  content  with  something  approaching  this  as  nearly 
as  possible,  and  such  may  be  found  in  the  utterance  of  the  sound  "  hk^^ 
with  emphasis  on  the  "^." 

A  graduated  scale  may  be  formed  by  the  interpolation  of  the  vowels 
of  the  German  alphabet :  thus,  hak^  hek^  hik^  hok^  huk^  represent  in  order,  a 
greater  or  less  degree  of  shutting  off  of  the  post-nasal  space  ;  the  weakest 
closure  answering  to  the  sound  '*  hak"  the  strongest  to  *^  huk.^*  Stronger 
closure  however  than  the  last,  occurs  with  the  sound  "M"  without  a 
vowel.  With  **  hak'*  the  tongue  is  least  pressed  backwards,  with  "A^" 
the  most.  If  one  of  these  syllables  be  pronounced,  a  peculiar  sensation  is 
felt  in  the  ear,  similar  to  that  experienced  when  inflation  by  Valsalva's 
method  is  practised.  Its  character  is  that  of  a  sensation  of  tenseness  in 
the  drum-membrane,  and  depends,  in  fact,  upon  that  condition.  The  air 
in  the  naso-pharyngeal  region  is  more  or  less  condensed  by  the  action  cor- 
responding to  the  sound,  and  escapes  in  part  through  the  Eustachian  tube 
towards  the  tympanic  cavity.  This  method  may  be  thus  also  considered 
as  one  of  a  slight  expansion  of  the  tube. 

This  process  is  conducted  as  follows : — The  nozzle  of  the  air-bag 
having  been  inserted  into  the  nostril,  the  patient  is  instructed  to  pronounce 
one  of  the  above  syllables,  and  at  the  same  moment  the  bag  is  compressed. 
If  successful,  the  manipulator  will  be  able  to  recognise  the  entrance  of  air 
into  the  middle  ear  by  means  of  auscultation ;  and  if  there  be  present  a 
perforation  of  the  tympanic  membrane,  the  sound  characteristic  of  this  will 
be  heard.  The  patient  himself  perceives  the  sensation  accompanying  the 
entrance  of  air  into  the  tympanic  cavity,  and  on  inspection  the  aurist  may 
recognise  the  corresponding  familiar  appearance  of  the  drum-membrane. 
In  a  word,  all  the  signs  of  the  entrance  of  air  into  the  tympanum  are 
distinctly  present  if  the  tube  be  permeable.  It  is  well  to  get  the  patient 
to  repeat  the  syllable  a  few  times  before  the  procedure,  so  as  to  make  sure 
that  he  will  do  what  is  required. 

It  has  been  previously  noticed  that  one  drawback  to  Politzer's  process 
lies  in  the  fact  that  air  is  forced  into  both  tubes  whether  this  be  desired  or 
not.  The  author  has,  however,  devised  a  method  by  which  the  air  may  be 
more  or  less  restricted  to  one  tube  only.  If  the  patient  bend  his  head 
strongly  towards  one  shoulder,  the  air  may  be  made  to  enter  the  middle  ear 


on  the  side  turned  away  from  that  shoulder,  especially  if  the  nozzle  of  the 
air-bag  be  inserted  into  the  nostril  of  the  same  side  as  the  ear  to  be  inflated. 
At  any  rate,  should  air  enter  both  ears,  more  pressure  is  felt  by  the  patient 
in  the  one  which  is  directed  upwards.  Whether  in  this  position  of  the  head 
the  muscles  of  one  side  act  more  energetically ;  or  whether  the  expired 
air  is  directed  more  forcibly  towards  one  side  of  the  soft  palate,  and  so  a 
certain  direction  given  to  the  air  forced  into  the  nose ;  or  perhaps  again 
whether,  as  Urbauischilsck  supposes,  the  position  of  the  tongue  is  chiefly 
influential  in  bringing  about  the  result,  cannot  be  exactly  determined.  In 
any  case,  a  certain  contribution  to  diagnostic  and  therapeutic  resources  is 
contained  in  the  method  described. 


Advantages  and  Disadvantages  of  the  Author^ s  Method^  considered  in 
comiection  with  those  before  described. 

In  comparing  the  author^s  process  with  that  of  Politzer,  the  former 
possesses,  in  the  first  place,  the  advantages  of  great  simplicity  and  saving 
of  time.  The  swaJIowing  of  w^ater,  with  its  attendant  unpleasantness,  is 
also  avoided.  As  the  Eustachian  tubes  too  are  not  artificially  dilated  in 
the  process,  the  pressure  of  air  in  the  middle  ear  is  more  moderated,  which 
is  in  many  cases  most  desirable.  Further,  it  is  possible  to  ascertain  the 
persistent  state  of  the  tubes  more  accurately  by  this  method  than  by  that 
of  Politzer,  in  which  the  information  yielded  concerning  them  has  regard 
to  their  forced  dilatation.  iVnother  advantage,  as  the  author  holds,  consists 
in  the  fact  that  by  sustaining  the  sound  of  the  syllable  on  the  **  k\''  the 
structures  are  kept  in  the  position  in  which  it  is  possible  to  prolong  the 
pressure-efiect  of  the  air  for  a  longer  period  than  when  this  is  brought 
about  during  the  momentary  act  of  deglutition.  The  significance  of  these 
facts  will  become  clear  in  the  description  of  diseases  of  the  middle  car. 

Over  Lucae's  method,  the  author  s  has  the  advantage  of  bringing  about 
a  more  perfect  closure  of  the  post-nasal  space  by  the  soft  palate.  Politzer's 
process  is  in  some  cases  successful  where  that  of  the  author  fails,  and  has 
further  the  advantage  of  producing  a  stronger  pressure  of  air,  such  as  is 
in  certain  conditions  desirable.  For  the  rest,  the  author  can  confirm  the 
experience  of  certain  otologists  that  air  enters  the  middle  ear  most  easily 
in  Politzer's  process,  so  that  sometimes  it  succeeds  where  the  other 
methods  are  ineffectuaL  It  must  however  be  observed  that  the  contrary 
likewise  occurs,  and  that  occasionally  it  fails  in  instances  in  which  the 
author's  method  or  that  of  Luc^  is  successful  This  fact  is  connected 
with  certain  anatomical  conditions  of  the  naso-pharyngeal  space,  of  which 
further  mention  will  be  made  later  on. 

Regarding  the  employment  of  all  these  substitutes  for  the  use  of  the 
catheter  in  auscultation — that  is,  for  purposes  of  diagnosis — the  same  may 
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be  approximately  said  as  was  mentioned  in  respect  of  Valsalva's  process. 
The  auscultation  is  imperfect ;  for  even  with  normal  tubes  these  various 
methods  sometimes  do  not  evoke  any  sound  of  the  entrance  of  air  at  all, 
and  the  sounds  when  heard  do  not  afford  the  precision  requisite  for 
diagnosis.  At  best,  information  is  in  most  cases  obtained  merely  as  to  the 
permeability  of  the  Eustachian  tubes,  and  of  a  perforation  of  the  drum- 
membrane,  if  present.  They  can  never  be  used  as  a  complete  substitute  for 
the  employment  of  the  catheter  in  diagnosis.  Regarded  as  aids  to  diagnosis, 
they  should  not  however  be  left  out  of  consideration,  and  their  practical 
value  will  be  discussed  farther  on. 

3.  Auscultation  in  connection  with  Sounding  Instruments  and  with  Speech. 

Hitherto  we  have  spoken  only  of  auscultation  during  the  passage  of 
air  into  the  spaces  of  the  middle  ear — a  process  which  may  be  compared 
to  auscultation  of  the  respiratory  sounds  in  the  chest.  We  may  however 
apply  the  method  with  reference  to  the  deviation  of  waves  of  sound  towards 
the  ear,  in  respect  both  of  tones  and  speech. 

In  auscultation  of  conducted  tones,  a  vibrating  tuning-fork  is  used, 
which  is  placed  upon  the  head,  and  the  intensity  of  tone  conducted  is 
estimated  with  the  otoscopic  tube.  For  comparison  of  the  degree  of 
conduction  on  the  two  sides  two  otoscopes  are  employed  at  the  same  time, 
and  the  tubes  alternately  compressed  so  as  to  facilitate  the  comparison. 
Tuning-forks  varying  in  pitch  should  be  used,  as  cases  occur  in  which,  of 
two  tuning-forks  struck  equally  strongly,  the  sound  of  that  with  the  higher 
pitch  is  heard  much  louder  by  the  examiner  than  that  of  the  lower  one. 

In  many  patients  also,  especially  such  as  hear  their  own  voice-sounds 
intensified,  the  examiner  likewise  detects  this  intensified  conduction  to  the 
ear  by  means  of  the  otoscope.  To  observe  this  the  patient  should  be 
requested  to  sing  a  note  or  count  out  loudly  whilst  the  otoscopic  tube  is 
used.  In  this  way  the  increased  autophonia  or  tympanophonia  can  be 
usually  recognised  objectively.* 

D.  Tactile  Examination :  employment  of  the  Eustachian  Bougie. 

Besides  the  investigation  of  wounds  and  ulcers  by  the  probe  in 
accordance  with  ordinary  surgical  principles,  the  employment  of  the 
Eustachian  bougie  requires  special  consideration. 

It  is  to  be  observed  that  in  the  use  of  bougies,  and  more  particularly 
in  regard  to  metallic  instruments,  the  greatest  care  is  called  for,  on  account 
of  the  delicacy  and  the  great  functional  importance  of  the  deeper  structures 


'  Compare  the  author's  contribution,  "  Ucbcr  Autophonie  und  Tympanophonic'    Monats- 
schrift  fur  Ohrenheilkunde,  i.  Jahrg.,  Nr.  8. 


of  the  ear.  With  Eustachian  bougies  an  important  lesion  cannot  be  easily 
produced  under  normal  anatomical  conditions  ;  but  in  the  employment  of 
metallic  probes,  introduced  perhaps  through  the  external  auditory  canal,  or 
through  fistulous  passages  leading  in  the  direction  of  the  labyrinth,  such 
a  result  might  easily  happen.  In  using  such  instruments  it  is  therefore 
advisable  to  conduct  the  manipulation  under  the  best  possible  illumination, 
assisting  always  the  hand  with  the  eye. 

Eustachian  bougies  may  be  employed  either  with  a  view  to  diagnosis 
or  to  treatment.  The  information  to  be  sought  by  their  aid  is  the 
permeability  of  the  tubes ;  and  the  degree,  position,  and  extent  of  any 
contractions  present  in  their  course  ;  as  w*ell  as  the  structural  cause  of  the 
obstruction,  as  far  as  this  can  be  ascertained.  The  bougies  in  use  are 
made  either  of  catgut,  celluloid,  laminaria,  or  of  elastic  material  Whale- 
bone bougies  being  stiff,  and  thus  easily  causing  injury,  should  only  be  used 
after  having  been  placed  for  two  or  three  days  in  a  dilute  solution  of 
carbolic  acid,  when  they  become  quite  soft  and  pliable  {Rafhig^j. 

The  mode  of  introduction  is  as  follows  :— The  length  of  the  cathet«" 
is  first  marked  off  on  the  bougie ;  behind  this  a  second  mark  is  made  at 
a  distance  of  25  mm,  ;  and  farther  back  again  another  at  an  interval 
of  15  mpn. 

The  catheter  having  bt:en  properly  introduced  into  the  mouth  of  the 
Eustachian  tube,  the  bougie,  previously  oiled  a  little  at  the  end,  is  passed 
carefully  along  the  catheter,  and  on  if  possible,  through  the  tube  into  the 
tympanum.  If  it  has  been  pushed  beyond  the  first  mark,  it  must  be  in  the 
tube ;  if  it  has  been  introduced  beyond  the  second  mark,  the  extremity 
must  have  passed  the  cartilaginous  portion  of  the  tube ;  and  when  the 
third  mark  has  been  reached,  the  bougie,  if  correctly  introduced,  has 
penetrated  as  far  as  the  tympanic  cavity.  It  may  however  be  pushed 
still  farther  on  towards  the  posterior  wall  of  the  cavum  tympani,  generally 
beneath  the  tendon  of  the  tensor  tympani. 

With  regard  to  the  selection  of  bougies,  the  same  principles  should  be 
observed  as  with  their  employment  in  other  parts.  It  is  best  to  begin  with 
a  moderately  thick  instrument  with  a  conical  end,  and  if  necessary  take 
thinner  or  thicker  ones  afterwards,  if  more  suitable.  When  the  bougie  has 
penetrated  to  the  tympanic  cavity,  the  patient  feels  it  in  his  ear,  localising 
the  sensation  in  the  deeper  parts  of  the  external  auditory  canal.  The 
existence  of  such  a  sensation,  together  with  the  absence  of  any  such  other 
as  might  be  connected  with  its  presence  in  a  false  position  in  the  naso- 
pharyngeal region,  furnishes  evidence  of  its  correct  introduction  through 
the  Eustachian  tube*  Corroboration  of  this  would  be  also  afforded  by 
unimpeded  deglutition,  speech,  and  respiration,  as  well  as  in  doubtful  cases 


'  "Ein   eififachci   Mittcl  die   Brauchbarkcit  dcr   Fiachbeinbou^es  (ft^r  die  Tubat   zu 
rrhGhcn."     Monatsschrifi  liir  Ohrenlicilkundc,  xji.  Jahrg.,  Nr.  3. 


by  the  use  of  the  rhinoscope.  Where  rhinoscopy  *  is  impracticable,  further 
evidence  is  derived  from  the  steadiness  of  the  catheter,  and  from  the 
presence  of  the  curve  which  the  bougie  exhibits  after  its  removal,  provided 
always  it  be  drawn  out  without  any  twisting  on  its  axis. 

If  the  bougie  pass  only  with  difficulty  through  the  tube,  the  amount 
of  pressure  needful  for  its  introduction^  as  w^ell  as  the  degree  of  tightness 
with  w^hich  it  is  grasped  in  the  canal,  will  afford  a  measure  of  the  contraction 
of  the  latter.  The  situation  of  the  stenosis  and  its  extent  may  be  known 
respectively  from  the  distance  it  has  advanced  before  resistance  is  felt^ 
and  from  the  length  through  which  it  has  further  to  be  passed  before  the 
resistance  ceases.  The  amount  of  force  necessary  to  overcome  the  greatest 
impediment  offers  some  ground  of  conjecture  as  to  the  structural  cause  of 
the  narrowing.  If  the  tube  be  completely  closed  at  some  point,  and  this  be 
due  not  merely  to  temporary  swelling  of  the  parietes,  but  by  their  adhesion, 
then  the  thinnest  bougie  cannot  be  passed  without  producing  a  lesion. 

Immediately  after  the  intro-*uction  of  the  instrument,  inflation  of  the 
tube  should  only  be  made  with  the  greatest  care.  Even  with  the  most 
skilful  manipulation,  superficial  injuries  of  the  mucous  membrane  of  the 
cartilaginous  portion  of  the  tube  may  be  readily  caused.  The  air  blown 
through  may  then  penetrate  very  easily  into  the  submucous  areolar  tissue, 
and  still  farther,  producing  thus  a  traumatic  emphysema  ;  and  of  course 
such  a  result  happens  much  more  readily  if^  through  forcible  introduction 
of  the  bougie,  a  false  passage  has  been  made. 


P  SimaJtancous  posterior  rhinoscopy  is  constdembly  facilitated  by  tbe  employment  of 
Uw's  Eust.  catheter  clip,  Fig.  73^,] 


CHAPTER  III. 

INTRODUCTORY  REMARKS  ON  THE   PATHOLOGY   OF  AURAL 

DISEASES. 

The  justification  for  the  existence  of  the  specialty  of  otology  consists 
only  in  the  necessity  for  such  special  knowledge  and  dexterity  as  can 
be  acquired  in  no  other  way  than  by  a  lengthened  and  thorough  study 
of  the  subject,  and  which  cannot  usually  be  attained  in  an  adequate 
degree  by  the  general  practitioner. 

From  this  point  of  view  it  should  be  considered  so  as  to  recognise 
the  proper  position  of  the  aurist ;  and  he  himself  must  duly  realise  the  fact, 
if  he  desires  to  acquire  a  proper  competency  in  its  practice. 

The  principle  of  division  of  labour,  in  regard  to  the  study  of  the 
human  organism  both  in  health  and  in  disease,  cannot  however  be  carried 
out  in  so  perfect  a  manner  as  is  possible  in  the  case  of  the  mechanical  arts. 
The  independence  and  delimitation  of  the  individual  parts  from  the  organic 
whole  cannot  be  made  in  so  complete  a  sense.  Every  organ,  in  a  morbid  as 
in  a  normal  state,  is  subject  to  the  common  laws  governing  the  organism, 
and  the  higher  the  organism  the  more  intimate  is  this  correlation. 

It  is  by  this  truth  that  the  nature  of  the  specialist's  attainments  should 
be  regulated.  His  study  should  pass  from  an  adequate  understanding  of 
general  medicine  in  practice  and  theory  to  the  consideration  of  his  special 
province,  rather  than  in  the  contrary  direction,  in  order  that  his  knowledge 
may  rest  upon  a  satisfactory  foundation.  This  thorough  general  standpoint 
having  been  attained,  he  will  soon  be  able  to  convince  himself  that  the  ear 
in  its  different  morbid  states  remains  subject  to  the  same  natural  laws  as 
affect  other  organs  with  similar  anatomical  structures  ;  that  pathological 
changes  peculiar  to  the  organ  of  hearing  have  no  existence ;  and  that  there 
can  be  therefore  no  justification  at  all  for  any  special  pathology  of  the  ear. 

As  however  the  most  diverse  tissue-elements  contribute  towards  its 
formation,  and  diseases  of  the  neighbouring  structures  exercise  great 
influence  upon  its  function,  an  accurate  acquaintance  with  such  diseases 
must  be  gained.  The  fact  also  that  the  ear  is  not  rarely  affected  by 
diseases  of  organs  standing  in  no  direct  anatomical  connection  with  it, 
emphasizes  the  need  for  a  familiar  acquaintance  with  general  pathology. 

Possessing  such  a  knowledge,  the  specialist  will  gain  likewise  a 
general  survey  concerning  symptomatology  and  prognosis,  by  means  of 
which  he  will  receive  great  assistance  in  his  own  department.  With  this 
the  present  subject  may  be  dismissed,  in  order  to  proceed  to  another, 
which  exemplifies  more  strikingly  the  utility  of  the  specialty  ;  that  namely 
of  the  general  treatment  of  aural  diseases. 


CHAPTER  IV. 

SYRINGING  THE  AUDITORY  CANAL.- THE  EMPLOYMENT  OF 
SOLUTIONS  TO,  AND  THROUGH,  THE  EXTERNAL  AUDITORY 
CANAL.^THE  INJECTION  OF  LIQUID  REMEDIAL  AGENTS 
THROUGH  THE  EUSTACHIAN  TUBE. 

1.   Syringing  the  Auditory  Canal. 

Syringing  out  the  ear,  though  apparently  simple,  really  needs  particular 
attention  to  insure  success,  it  indeed  commonly  happens  that  in  cases 
simply  of  cleansing  the  auditory  canal,  the  process  may  be  carried  out 
for  months  without  effect  by  an  unpractised  hand,  when  a  few  minutes 
suffices  if  it  be  properly  performed.  This  fact,  together  with  the  other, 
that  harm  also  may  result  from  ignorant  manipulation,  makes  it  necessary 
to  describe  the  method  thoroughly. 

The  requisite  appliances  are — the  syringe  (Fig.  80),  a  vessel  to  receive 
the  outflowing  water,  a  towel,  and  cotton-wool.  The  author  uses  almost 
always  brass,  or  german-silver  syringes,  like  that  represented  in  the  figure. 
Vulcanite  syringes  are  cheaper,  but  more  easily  broken,  and  apt  also  to 
become  bent  from  the  warmth,  with  the  result  that  the  stream  of  fluid 
becomes  irregular,  and  its  discharge  difficult.  The  so-called  irrigator  is 
also  employed  in  practice,  but  the  syringe  is  more  suitable.  The  water  for 
injection  should  be  aseptic,  and  of  a  temperature  of  28-30  R.  (95-99  F.). 
If  it  be  cold,  reflex  phenomena,  as  giddiness  and  vomiting,  or  even  attacks 
of  syncope,  may  easily  be  excited ;  and  this  should  only  be  used  where 
warmth  is  contra-indicated,  as  in  profuse  haemorrhage  from  the  ear.  Before 
injection,  the  temperature  of  the  water  should  be  carefully  ascertained, 
more  especially  when  this  is  left  to  the  patient  or  his  friends. 

The  process  of  syringing  should  be  carried  out  in  the  following 
manner.  The  patient  having  been  placed  in  a  position  in  which  the  ear 
may  be  conveniently  reached,  the  manipulator  fills  the  syringe,  putting 
his  right  thumb  in  the  ring  of  the  piston,  and  the  middle  and  index  fingers 
in  the  side  rings.  With  his  left  thumb  and  index  finger  he  now  takes 
hold  of  the  upper  part  of  the  auricle,  and  draws  it  upwards,  backwards, 
and  outwards,  in  order  to  straighten  out  the  bend  in  the  auditory  canal. 
The  syringe  is  then  emptied  by  counter-pressure  of  the  thumb  and  fingers 
of  the  right  hand.     In  doing  this  care  should  be  taken  not  to  force  in  the 
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water  violently,  and  also  that  the  stream  be  directed  towards  one  side  of 
the  auditory  canal,  and  not  directly  towards  the  tympanic  membrane. 
Though  the  nozzle  of  the  syringe  is  naturally  brought  into  the  immediate 
vicinity  of  the  ear,  contact  with  the  auditory  canal  should  be  avoided, 
especially  in  painful  affections. 

Fig.  So.  In    accordance   with  the  object  for    which  the 

Ear   syringe   (half  the  irijection  is  undertaken,    and  the  special  conditions 

ordinary  size).  gf  ^^t^  case,  many  precautionary  measures  have   to 

be  considered,  the  account  of  which  will  be  for  the 

present  deferred. 

Schmiedekam's  testimony  m  reference  to  the  reflex 
phenomena  which  may  follow  on  syringing  is  interesting. 
He  brought  the  pressure  of  a  column  of  water  of  117  cm, 
to  bear  upon  his  tympanic  membrane.  Intense  pain 
ensued,  followed  by  giddiness  and  nausea.  The  pres- 
sure was  then  taken  off;  when  the  preceding  symptoms 
had  disappeared  he  repeated  the  experiment — this  time 
with  a  pressure  of  52  cm.  only.  The  same  symptoms 
immediately  reappeared  in  an  increased  degree,  the 
giddiness  reaching  almost  to  the  point  of  producing 
syncope  i  and  actual  vomiting  occurred,  while  dizxiness 
continued  for  the  rest  of  the  day. 

Schmiedekam  considers  these  phenomena  depend, 
not  upon  pressure-variations  in  the  labyrinth,  but  reflexly 
upon  irritation  of  the  auricular  branch  of  the  pneumogas- 
tric  nerve.  That  suih  an  irritation  exists,  and  can  induce 
the  symptoms  mentioned,  may  be  conceded;  but  it  does 
not  follow  that  they  may  nut  also  depend  in  part  upon  an 
increased  labyrinthine  pressure* 

On  the  grounds  above  indicated,  the  syringing 
process  should  not  be  too  prolonged.  Cases  have 
occurred  in  which  severe  aural  affections  have  been 
provoked  in  this  way.  Immediately  after  the  process, 
the  auditory  canal  should  be  again  examined  to 
ascertain  if  it  has  been  successful,  as  well  as  to 
note  the  possible  presence  of  any  condition  which 
may  have  arisen  from  the  injection  itself.  The 
parts  should  then  be  carefully  dried,  otherwise  eczema  or  inflammation 
of  the  auditory  canal  or  of  the  tympanic  membrane  might  occur,  par- 
ticularly in  delicate  individuals.  All  the  irregularities  of  surface  of  the 
external  ear  should  be  wiped  dry,  and  the  water  remaining  in  the  auditory 
canal  should  be  soaked  up  with  a  piece  of  cotton-wool  held  by  a  pair  of 
aural  forceps.  It  is  advisable  for  the  patient  to  bend  his  head  to  the 
side,  so  as  to  allow  as  much  w*ater  as  possible  to  run  out.  Lastly,  it  is 
well  to  insert  a  loose  plug  of  cotton-wool  into  the  canal^  and  allow  it  to 
remain  there  for  an  hour. 


2,  The  Employment  of  Liquid  Applications  to  and  through  the 
External  Auditory  CanaL 

Valuable  as  is  the  introductioii  of  medicated  solutions  into  the  external 
auditory  canal  in  many  aural  affections,  their  injudicious  use  may  be,  on 
the  other  hand,  not  only  prejudicial  but  even  positively  injurious.  It  is  a 
constant  observation,  that  efficacious  remedies  may  be  employed  as  instil- 
lations by  patients  for  months,  or  even  years,  when  perhaps  with  the  same 
materials,  improvement  often  begins  in  a  few  days,  or  even  a  complete  cure 
results,  provided  only  simple  instructions  be  given  as  to  the  proper  manner 
of  employing  them. 
H  Liquid   remedial  agents  are  best  introduced  into  the  auditory  canal 

by  means  of  a  spoon  or  a  small  bottle.  Small  drop-bottles^  resembling 
an  eprouvette,  from  which  the  number  of  drops  to  be  instilled  may  be 
measured,  and  which  the  patient  can  himself  use,  are  convenient 

In  every  case,  before  the  desired  fluid   is  introduced,  the  parts  on 

^ which  it  is  to  act  should  first  of  all  be  freed  from  any  foreign  matters  w^hich 
may  be  present.  For  this  purpose  it  is  necessary  either  to  syringe  out  the 
hr,  or  where  this  is  not  advisable,  to  clean  out  the  canal  with  cotton- 
^><X)1  introduced  by  the  forceps.  If  neither  can  be  done»  it  is  well  to  fill 
the  auditory  canal  once  or  twice  in  succession  with  the  solution  to  be 
applied,  and  to  permit  it  to  flow  out  again  at  once.  Pus,  or  other  matters, 
leaving  been  thus  washed  aw^ay,  the  liquid  may  be  again  dropped  in,  and 
.         rilowed  to  remain  for  its  own  effect. 

■  In  ordinary  cases,   the   patient   should    lean   his  head  over   to   the 

side  opposite  to  the  ear  w^hich  is  to  be  treated,  and  with  his  face  turned 
somewhat  round  to  the  lower  shoulder.  Then,  before  instilling  the 
^lution,  the  auricle  should  be  drawn  backwards,  upwards,  and  out- 
*^r<is.  If  these  instructions  be  neglected,  the  liquid,  in  the  majority  of 
*^es,  will  not  reach  the  deeper  parts  of  the  auditory  canal.  To  further 
facilitate  its  entrance,  the  patient  may  at  the  same  time  open  his  mouth. 
Alter  the  fluid  has  remained  in  the  auditory  canal  as  long  as  circum- 
-tances  demand,  it  is  allowed  to  llow  out  by  simply  bending  the  head  over 
l^xcept  when  such  solutions  are  used  as  may  stain  the  skin),  and  the  canal 
*^ould  then  be  plugged  with  cotton-wool.  If  it  be  desired  to  keep  up 
^^  action  of  the  solution,  this  plug  is  not  changed  ;  but  if  its  continued 
**P^tion  be  not  required,  a  fresh  piece  of  cotton-wool  should  be  inserted, 
iihould  it  be  wished  to  lessen  the  after  effects  of  the  application,  the  ear 
'^'^y  be  syringed  out  with  plain  tepid  water,  or  with  a  neutralising  fluid,  if 
'^^ssary^ — as,  for  example,  with  a  solution  of  common  salt  when  nitrate 
of  silver  has  been  employed. 

Instillations  into  the  auditory  canal  ought,  like  simple  injections,  to 
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be  warmed  before  introduction.     The  choice  of  remedial  agents  and  other" 
considerations  will  be  discussed  further  on.     Brief  mention  will,  however^ 
be  here  made  of  certain  rules  which  under  all  circumstances  should  regulate 
the  mode  of  treatment  in  question. 

a.  Only  such  agents  should  be  used  as  are  completely  soluble  in  the 
liquid  employed. 

b.  No  substance  should  be  used  which  acts  on  matters  in  the  auditory 
canal  in  such  a  way  as  to  hinder  the  effect  of  any  subsequent  application. 

c.  Materials  should  be  avoided  as  much  as  possible  which  by  their 
action  either  affect  the  colour  of  the  structures  so  as  to  interfere  with 
further  examination,  or  w^hich  are  in  themselves  detrimental.  If  such 
substances  must  be  employed,  any  secondary  products  formed  should  be 
removed  as  soon  as  possible. 

In  some  cases,  the  object  of  the  instillation  of  solutions  into  the 
auditory  canal  is  to  act^  not  on  those  parts,  but  upon  the  structures  of 
the  middle  and  internal  ear  ;  and  this  cannot  always  be  effected,  even 
though  a  perforation  of  the  tympanic  membrane  exists. 

In  those  very  instances  in  which  applications  to  the  middle  ear  are 
indicated,  the  Eustachian  tube  is  also  apt  to  be  so  much  narrowed  by 
swelling  of  the  mucous  membrane  that  it  is  impossible  for  air  to  find  a 
passage  through  it.  When  in  such  a  case  even  a  large  perforation  is 
present,  liquid  introduced  into  the  auditory  canal  either  cannot  reach  the 
middle  ear  at  all,  or  only  to  such  a  small  extent  as  to  be  of  little  benefit. 

From  experiments  made  by  the  author  in  reference  to  this  matter,  the 
following  conclusions  were  deduced  ^  : — 

<2.  With  perforation  of  the  tympanic  membrane,  if  the  opening  be  free, 
fluids  instilled  into  the  external  auditory  canal  pass  easily  into  the  tympanic 
cavity,  provided  that  the  structures  of  the  external  and  middle  ear  are 
otherwise  normal 

/3.  With  a  normal  condition  of  the  Eustachian  tube  and  tympanic 
cavity,  liquids  thus  introduced  into  the  tympanum  escape  through  the 
Eustachian  tube  without  entering  into  the  mastoid  cells,  if  the  head  of 
the  patient  be  bent  over  as  usual  towards  the  opposite  shoulder, 

7.  The  greater  part  of  the  solution  introduced  can  reach  the  posterior 
region  of  the  middle  ear  if  the  patient  lies  on  his  back  with  his  head 
propped  up  behind  on  the  opposite  side.  In  such  a  case,  the  liquid 
should  be  introduced  into  the  auditory  canal  with  a  small  syringe. 

h.  When  there  is  complete  occlusion  of  the  Eustachian  tube,  with 
perforation  of  the  membrana  tympanic  a  part  of  the  fluid  can  enter 
into  the  cavuni  tympani,  if  there  be  space  enough  for  its  reception,  and 


'  "  Untersucbufigen   Ober  die  AAwendun^  ^^on  Hdhnitteln  siif  das  GebOrorgan,  etc' 
ZeitachriftiOr  prmktiachc  Hcilkunde»  Wicn,  1864- 
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if  at  the  same  time  the  cells  of  the  mastoid  process  be   accessible  and 
contain  air :   the  air  then  escapes  towards  the  mastoid  cells. 

e.  The  passage  of  liquid  into  the  spaces  of  the  middle  ear  is  possible, 
on  account  of  the  escape  of  a  portion  of  the  contents  of  the  spaces,  and 
through  the  compressibility  of  the  gases  present. 

f.  If  with  an  aperture  in  the  drum-membrane,  the  liquid  introduced 
into  the  tympanic  cavity  does  not  flow  out  through  the  Eustachian  tube 
when  the  head  is  inclined  towards  the  opposite  shoulder,  it  may  be 
concluded  that  abnormal  space-conditions  exist,  either  in  the  tympanum 
itself  or  in  the  course  of  the  Eustachian  tube. 

7).  With  perforation  of  the  tympanic  membrane  and  co-existing 
occlusion  of  the  Eustachian  tube,  very  little  effect  can  be  produced  upon 
the  latter  by  the  instillations  of  liquids  into  the  external  auditory  canal. 

The  above  results  should  be  borne  in  mind  when  it  is  desired  to 
produce  a  direct  action  upon  the  structures  of  the  middle  ear  by  means  of 
solutions.  When,  however,  it  is  a  question  of  bringing  about  an  effect  by 
means  of  diffusion  or  absorption  the  case  is  different,  for  a  satisfactory  action 
is  not  impossible  in  these  cases  through  an  intact  tympanic  membrane. 
The  number  of  those  substances  from  which  such  an  influence  may  be 
expected  stands,  however,  in  no  proportion  to  the  large  number  of 
persons  who  even  nowadays  resort  to  the  plan  of  introducing  liquids 
into  the  ear,  either  from  their  own  notions  or  by  medical  advice. 

[Syringing  out  the  middle  ear  through  the  external  auditory  canal  is  frequently 
called  for  in  cases  of  inflammatory  exudation  into  this  cavity ;  and  various  appliances 
have  been  designed  for  this  purpose.  Further  details  on  this  subject  will  be  found 
in  connection  with  the  treatment  of  inflammation  of  the  middle  ear  (Chapter  XI.).] 

3.  On  the  Injection  of  Liquid  Remedial  Agents  through  the 
Eustachian  Tube. 

Great  progress  in  the  treatment  of  affections  of  the  middle  and 
internal  ear  has  been  made  by  the  process  of  injection  through  the 
Eustachian  tubes.  As  has  just  been  set  forth  in  the  previous  section, 
liquids  cannot  always  be  introduced  through  the  external  auditory  canal 
into  the  middle  ear,  even  when  the  t3mipanic  membrane  is  perforated ;  so 
that  the  Eustachian  tube  must  be  utilised  for  this  purpose  in  all  such 
cases  in  which  it  is  necessary  to  adopt  this  method  of  treatment.  Even 
since  its  introduction  into  practice  objections  have  been  raised  against 
it,  sometimes  on  the  supposed  ground  of  the  danger  which  the  admission 
of  fluids  into  the  tympanum  may  occasion,  and  at  others  because  the 
injection  was  said  to  be  useless  for  the  reason  that  none  of  the  solution 
could,  as  was  affirmed,  reach  the  tympanic  cavity.  These  statements 
show  sufficiently  that  such  antagonistic  opinions  have  been  accepted  from 
theoretical  considerations  rather  than  as  the  result  of  experience. 
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If  it  were  still  necessary  to  adduce  evidence  that  even  when  the 
drum-head  is  intact  it  is  possible  to  introduce  liquids  through  the  tuba 
Eustachii  into  the  tympanum^  and  still  farther,  the  requisite  proofs  are 
easily  furnished  from  the  results  of  examinations  made  by  Kramer^ 
Schwarizcy-  and  the  author.'  These  demonstrate  that,  without  any  solution 
of  continuity  in  the  membrane,  the  fluid  injected  through  the  tube  may 
reach  as  far  even  as  into  the  mastoid  cells.  The  entrance  of  fluid  is 
rendered  possible,  according  to  the  author's  investigations,  partly  on 
account  of  the  displacement  of  the  structures  bounding  the  cavity  of  the 
tympanum,  but  chiefly  by  reason  of  the  mobility  of  the  tympanic  membrane. 
In  part  also  it  occurs  from  the  compression  or  dislodgement  of  the 
contents  of  the  middle  ear  towards  the  mastoid  cells,  or  even  through 
the  Eustachian  tube.  The  entering  fluid  passes  most  readily  into  the 
tympanum  if  its  contents  are  gaseous,  on  account  of  their  compressibility. 
Evidence  as  to  the  entrance  of  the  liquid  is  afforded  by  auscultation^ 
during  which  a  splashing  sound  is  heard,  apparently  close  to  the  auscul- 
tator's  ear.  Inspection  of  the  tympanic  membrane  before  and  after  is 
less  trustworthy.  If  the  membrane  be  movable,  a  bulging  is  almost 
always  observable,  recognised  from  its  altered  reflex-appearances  ;  but  in 
many  cases  it  is  so  tense  that  such  a  movement  cannot  take  place,  and  in 
others  the  entering  air  may  alone  bring  about  a  bulging,  even  when  the 
injection  has  run  down  towards  the  pharynx.  The  patient's  own  sensa- 
tions cannot,  it  is  obvious,  furnish  any  reliable  information  in  the  matter. 

The  methods  of  injection  through  the  Eustachian  tube  are:  — 

a.  By  employment  of  (he  Eustachian  cathelcr. 

If.  By  the  Authors  method^  wiihout  the  employ  mettt  of  an  aural  catheter* 

f.  By  the  use  of  PVeber-Liel  's  catheter  for  the  tympanic  cavity. 


a.  Injections  into  (he  Middle  Ear  through  the  Eustachian  catheter 

In  this  procedure  a  small  syringe  is  necessary,  in  addition  to  the 
ordinar}^  air-ball  apparatus  by  which  the  medicated  liquid  is  blown  into 
the  middle  ear.     In  case  of  need,  this  may  be  effected  by  the  mouth. 

The  syringe  used  by  the  author  is  similar  to  that  employed  for 
subcutaneous  injections  ;  except  that,  instead  of  the  needle,  a  tube  or 
nozzle  like  that  represented  in  the  drawing  (Fig.  8i)  is  attached.  The 
nozzle,  as  well  as  the  mountings  of  the  syringe,  may  be  of  vulcanite, 
so  as  not  to  suffer  from  the  action  of  solutions.  Such  a  syringe  is  far 
more  convenient  than  the  glass  lube  which  has  been  recommended  for 
the  introduction  of  the  liquid  into  the  catheter,  and  may  be  so  manu- 

•  Dctiuchc  Klmik,  1S63. 

'  SchtnidCs  JahrbQchcr,  1863,  120  Bd,,  Nr.  11. 

•  **  Untcrsuchungen   (ibcr  die  Anwcndung  von    Hetlmittcln  auf  d*a  GehOrorgan,  etc. 
2eitichrit't  lur  pniklische  Hcilkundc,  Wicn,  1 864. 
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Fig.  Sr. 


factured  as  to  serve  both  for  subcutaneous  injection  and  for  catheter 
purposes.  With  regard  to  the  choice  of  a  catheter  for  injection,  the 
author  is  satisfied  both  from  experience  and  experiments  on  the  cadaver, 
that,  contrary  to  what  has  been  stated,  there  is  no  difterence  between 
elastic  and  metal  catheters  of  the  same  bore.  If  a  solution  be  used 
which  would  act  upon  a  metallic  catheter,  a  vulcanite  one  may  be  used, 
otherwise  the  author  prefers  the  former  kind,  on  grounds  set  forth  when 
speaking  of  cathetcTisation,  The  thickness  of  the  catheter  on  the  other 
hand,  as  well  as  the  width  of  bore,  are  points  of  some  importance* 

It  is  inadvisable  to  use  too  thick  an  instrument,  even  if  it  can  be 
made  to  enter  well  into  the  Eustachian 
tube,  Schwartzc  has  drawn  attention  to 
the  fact  that  with  the  funnel-shaped  mouth 
of  the  Eustachian  tube  the  employment 
of  such  large  instruments  is  apt  to  push 
the  usually  relaxed  mucous  membrane  into 
folds,  and  in  consequence  to  block  up  the 
lumen  of  the  catheter.  If  an  attempt  be 
made  to  overcome  this  obstacle  to  injection 
by  using  more  force,  an  artificial  em- 
physema may  very  easily  be  produced » 
The  impediment  is  naturally  more  marked 
the  farther  the  catheter  is  pushed  into 
the  tube  ;  but  if,  on  the  other  hand,  the 
point  of  the  instrument  be  not  carried 
onwards  to  at  least  two-thirds  of  the 
length  of  the  cartilaginous  portion  of  the 
tube,  the  greater  part  of  the  liquid  in- 
jected flows  back  into  the  pharynx. 

These  circumstances  must  be  borne 
in  mind  in  selecting  a  catheter,  as  well 
as  in  its  introduction  and  fixation.     With 

a  normal  tuba  Eustachii,  a  metal  catheter  2  mm,  m  diameter  at  the  point 
is  most  suitable  for  the  purpose  of  injection,  and  it  should  be  introduced 
for  two-thirds  of  the  length  of  the  cartilaginous  portion,  and  held  io  such 
a  way  that  its  point  is  free  in  the  tube.  Numerous  exceptions  exist  to 
these  rules,  especially  in  respect  to  the  diameter  of  the  catheter.  These, 
however,  will  soon  be  discovered  by  the  aurist  who  makes  himself 
acquainted  with  the  circumstances  of  the  case.  The  mode  of  injection 
is  briefly  as  follows: — 

The  small  syringe  leaving  been  filled  with  the  tepid  solution  and 
placed  behind  the  right  ear  like  a  pen,  the  catheter  is  introduced,  and 
beld    in    position    by    the   left   hand.       Its    correct  introduction   is  then 


3  2,  1. 

I,  Syringe  \  2,  needle  j  3,  nozzle. 
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ascertained  by  means  of  auscultation,  and  the  solution  is  quickly  injected 
into  the  catheter  with  the  syringe.  The  air-ball  is  now  employed  to 
impel  it  with  the  air-current  into  the  middle  ear.  It  is  well  to  accustom 
oneself  to  put  back  each  of  the  instruments  used  into  the  same  place 
as  it  occupied  just  before  the  operation,  the  whole  manipulation  being 
in  this  way  simplified  and  shortened.  The  external  auditory  canal  is 
afterwards  plugged  with  cotton-wool,  but  not  too  tightly,  so  as  not  to 
interfere  with  the  return  of  blood  from  the  injected  tympanic  membrane 
through  the  veins  of  the  canal. 

As  already  mentioned,  the  patient  is  made  aware  of  the  entrance 
of  the  liquid  into  the  tympanic  cavity  by  a  sensation  of  fulness,  and 
by  a  feeling  of  tension  in  the  membrana  tympani,  as  well  as  by  the 
peculiar  sound  in  the  middle  ear.  The  feeling  of  fulness  lasts,  as  a 
rule,  only  until  the  tympanic  membrane  has  returned  to  its  original 
position,  which  is  usually  indicated  by  a  secondary  sound.  In  very  rare 
cases  it  happens  that  the  injection  is  followed  by  severe  stabbing,  bursting 
pain  in  the  ear,  lasting  for  some  minutes,  and  indeed  sometimes  for 
several  hours,  or  even  one  or  two  days.  An  inflammatory  attack  is  only 
very  exceptionally  induced. 

The  extreme  rarity  with  which  such  results  follow  upon  injection, 
in  comparison  with  the  universal  employment  of  the  process,  indicates 
strongly  that  in  such  cases  some  abnormal  condition  must  be  present. 
Generally  it  is  an  excoriation  of  the  mucous  membrane  to  which  the 
pain  is  to  be  referred  ;  the  solution,  which  is  as  a  rule  an  astringent, 
coming  into  more  intimate  contact  with  the  nerves  from  the  absence  of 
epithelium.  In  other  instances  the  result  may  be  due  to  detachment  of 
the  false-membranes  frequently  met  with  in  the  tympanic  cavity,  from  the 
membrana  tympani  or  other  part  of  the  middle  ear.  These  are,  how- 
ever, rare  abnormal  conditions.  It  will  likewise  be  seen  later  that  the 
establishment  of  a  consecutive  inflammation  sometimes  comes  into  our 
plan  of  treatment. 

I).  Injection  through  the  Tuba  Eustachii  without  the  employment  of  the 

catheter. 

a.  Method  for  the  conveyance  of  the  solution  into  both  Eustachian  tubes. 

Apart  from  those  instances  in  which  it  is  impossible  to  introduce 
the  catheter,  or  others  in  which  the  patient  objects  more  or  less  strongly 
to  its  employment,  there  are  cases  in  which  its  use  is  best  avoided,  for 
the  reason  that  better  results  may  be  attained  without  it.  In  this  class 
may  be  included  all  those  conditions  in  which,  not  only  the  mucous 
membrane  of  the  middle  ear,  but  also  that  of  the  naso-pharynx,  is  morbidly 
affected.     Injection  through  the  catheter  is  in  such  cases  never  attended 
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with  permanent,  and  seldom  indeed  with  temporary,  success.  The  state  of 
the  naso-pharyngeal  mucous  membrane  is  not  only  not  improved,  but  even 
injuriously  influenced  by  the  unavoidable  irritation  due  to  the  introduction 
of  the  catheter ;  and  if  the  ear  disorder  should  be  for  the  time  benefited 
by  the  injection,  it  reverts  to  its  previous  condition  by  continuity  of 
irritation  from  the  pharynx.  These  patients,  again,  are  much  more 
sensitive  to  catheterisation  than  others,  and  often  complain  of  severe 
pain  during  the  process. 

If  we  further  consider  how  frequently  such  affections  occur  in 
childhood,  when  catheterisation  is  unusually  difficult,  if  not  impossible, 
and  also  that  the  manipulation  presupposes  a  greater  amount  of  practice 
than  every  practitioner  can  devote  to  its  acquirement,  ample  grounds  will 
be  seen  to  exist  for  the  employment  of  a  method  which  not  only  renders 
catheterisation  superfluous,  but  which  in  many  cases  yields  even  better 
results.  ' 

The  author  in  the  method  referred  to  uses  a  glass  or  vulcanite  syringe, 
well  rounded  off  at  the  anterior  extremity,  and  capable  of  containing  about 
100  grammes  (3^  oz.).  Its  olive-shaped  nozzle  should  be  sufficiently 
large  to  permit  the  nostril  to  be  completely  closed  after  its  insertion.  A 
vessel  to  receive  the  outflowing  liquid  will  also  be  needed.  The  process  is 
conducted  as  follows  : — 

The  patient  being  placed  as  for  catheterisation,  and  having  cleared 
out  his  nose,  holds  his  head  in  such  a  way  that  the  nasal  meatus  has 
a  horizontal  direction.  The  operator,  standing  in  front  and  taking  the 
syringe  in  his  right  hand,  slightly  raises  the  tip  of  the  nose  with  his  left 
thumb,  as  in  the  introduction  of  the  catheter,  and  inserts  the  nozzle  within 
one  nostril,  while  he  at  the  same  time  closes  the  other  nostril  by  pressure 
upon  its  side  with  the  left  index  finger.  The  syringe,  being  held  horizon- 
tally, with  its  nozzle  free  from  contact  with  the  wall  of  the  meatus,  is  then 
emptied  with  the  requisite  amount  of  force.  During  this  procedure  the 
soft  palate  is  instinctively  made  tense,  so  as  to  shut  off  the  post-nasal 
space  below  and  prevent  the  fluid  running  down  into  the  pharynx.^  The 
tongue  is  also  drawn  back,  and  pressed  against  the  soft  palate,  so  as  to 
close  the  passage  more  firmly.  The  liquid  which  enters  the  post-nasal 
space  through  one  nasal  meatus  can  only,  in  the  majority  of  cases,  flow 
round  towards  the  opposite  Eustachian  orifice,  and  so  back  through  the 
opposite  side  of  the  nose.  If  then,  the  latter  be  closed,  the  liquid  under 
the  pressure  employed  passes  through  the  Eustachian  tube,  when  this  is 
patent,  towards  the  middle  ear. 

The  degree  of  force  with  which  the  liquid  enters  the  middle  ear  will 


*   In  Fig.  76  the  dotted  line  represents  the  direction  of  the  soft  palate  at  the  moment  of 
injection. 
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depend  upon  the  force  with  which  the  syringe  is  emptied,  upon  the 
completeness  with  which  the  outlets  by  the  nostrils  and  palate  are  closed, 
and  upon  the  permeability  of  the  Eustachian  tubes.  By  varying  the  force 
with  which  the  syringe  is  evacuated,  and  the  degree  of  completeness  with 
which  the  nostril  is  closed,  it  is  thus  possible  to  regulate  the  strength  of 
the  injection  through  the  tubes. 

The  same  sensations  and  appearances  accompany  the  entrance  of  fluid 
into  the  middle  ear  by  this  method  as  when  the  catheter  is  used  in  the 
process.  If  there  be  a  perforation  of  the  tympanic  membrane,  and  the 
tul>a  Eustachii  is  patent,  the  injected  solution  as  a  rule  runs  out  of  the  ear 
through  the  external  auditory  canal,  clearly  proving  thus  the  efficiency  of 
the  procedure.  If  both  membranes  be  perforated,  it  often  happens  that 
the  liquid  escapes  from  both  ears. 

The  author  has  not  infrequently  observed  that,  when  considerable 
narrowing  of  the  tube  exists,  and  air  could  only  with  difficulty  or  during  the 
aot  of  swallowing  be  forced  through  it,  yet  fluid  injected  by  the  above 
pivivss  found  its  way  into  the  middle  ear,  and  flowed  away  through  a 
jH-rforated  membrana  tympani.  From  this  fact  he  conjectures  that  the 
Kustachian  tube  is  dilated  by  the  muscular  contraction  of  the  tense  velum 
|*ttlali,  anil  the  passage  of  liquid  thus  facilitated.  If  the  perforation  of  the 
diuni-mcmbrane  be  not  too  small,  nor  the  Eustachian  tube  too  narrow, 
uuuuH  or  exudation  present  in  the  tympanic  cavity  can  be  washed  out  into 
\\w  i-.\ltTnal  auditory  canal, — especially  in  children,  in  whom  the  tubes  are 
i;nirially  rolatively  wider  than  in  adults,  and  in  whom  their  horizontal 
diuvlion  renders  it  easier  for  the  liquid  to  enter  them. 

I  hi*  sniallness  of  the  post-nasal  space  in  children  also  favours  the 
jM'tM.iK^"  of  the  injected  fluid  into  the  middle  ear.  Accordingly  it  very 
ifii\*l\  hapiK^ns  with  them  that  the  above  method  is  unsuccessful,  if  the 
Kii^lavhiau  tube  be  not  completely  occluded.  It  may,  however,  fail  in 
adiiU^  ;  aiul  for  such  cases  special  measures  are  available  to  facilitate  the 
iiaioduvUi>n  of  the  fluid  into  the  tympanum. 

Ill  thr  adult,  the  pharyngeal   mouth  of  the  Eustachian  tube  is  much 

wuUi,  aiul   its  posterior  lip  is  more  prominently  developed,  than  in  the 

vhikt       V.ww  when  the  tube  is  considerably  narrowed  in  its  further  course, 

.k  uu»u'  v»i  K'ss  deep  depression  leading  into  it  is  usually  conspicuous  in  the 

\^\s\\  \  \\\       l^>**  posterior  lip,  or  border,  of  the  mouth  of  the  tube,  projecting 

iaah\i  u»wa»ils  the  median   line,   presents  an   obstacle   to  liquid  injected 

Uuv'u*;^*  ^^*^'  nose,  and  conducts  it  thus  more  directly  towards  the  orifice. 

•  My   iluul  ti-nvU  to  collect  in   this  depression,  and  may  then  be  carried 

.i\^auiH  ilMou>;h  the  tube  into  the  tympanum  by  the  patient  practising  the 

\,^,x*i.\aii  nicthoil  of  inflation  immediately  after  the  injection  has  taken 

..w>..     '"^^  ^^^'^  nu*ans  the  fluid,  which  is  collected  at  the  pharyngeal  orifice 

!x    *■  N-  *'*  v.vnveyed  simultaneously  with  the  air  into  the  middle  ear. 
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The  different  manipulations  in  connection  with  this  mode  of  injection 
into  the  middle  ear  should  be  conducted  in  accordance  with  the  special 
requirements  of  the  case.  The  degree  of  force  with  which  the  syringe  is 
evacuated,  the  extent  to  which  the  nostril  unoccupied  by  the  syringe  is 
closed,  and  finally,  the  practice  of  the  Valsalvan  process  after  injection, 
must  be  adapted  to  circumstances.  Besides  that,  in  all  cases  the  fluid 
injected  should  be  allowed  at  first  to  flow  away  through  the  other  nostril, 
with  the  view  of  clearing  out  the  post-nasal  region.  There  are  many  cases 
in  which  it  is  well  not  to  close  the  other  nostril  at  all,  in  order  that  the 
liquid  may  not  enter  the  middle  ear  with  too  great  a  degree  of  force.  This 
may  indeed  happen  if  the  nose  be  blown  violently  after  the  injection,  even 
though  great  contraction  of  the  Eustachian  tubes  exist,  and  may  be  followed 
by  disagreeable  results. 

In  most  instances,  the  conditions  under  which  the  liquid  passes  through 
the  tubes  cannot  be  estimated  beforehand  with  certainty,  and  it  is  therefore 
necessary  to  proceed  with  great  caution  with  patients  who  are  being  treated 
for  the  first  time  by  this  process,  or  who  are  particularly  sensitive.  On 
the  first  occasion  it  is  desirable  not  to  close  the  second  nostril  at  all,  or 
only  to  a  slight  extent,  and  not  to  direct  the  Valsalvan  method  of  inflation 
to  be  practised  after  injection.  Having  become  acquainted  with  the 
special  conditions  of  the  case,  the  process  may  be  afterwards  regulated  in 
correspondence  with  them. 

After  the  procedure,  the  same  precautionary  measures  should  be 
observed  as  when  the  catheter  is  also  employed.  The  same  appearances 
and  sensations  are  exhibited  in  the  ear,  and  also  other  subjective  as  well 
as  objective  symptoms,  to  which  reference  must  here  be  made. 

Violent  sneezing,  followed  by  increased  secretion,  may  come  on  after 
a  few  minutes,  or  sometimes  in  the  course  of  a  few  hours.  These 
symptoms  point  to  an  irritation  of  the  nasal  mucous  membrane,  and  will 
vary  according  to  the  sensibility  of  the  patient  and  the  nature  of  the 
curative  agent  employed.  The  secretion  generally  ceases  after  some 
hours,  but  sometimes  lasts  longer,  though  very  seldom  for  more  than  a 
day.  These  symptoms  may  be  accompanied  by  more  or  less  headache, 
and  occasionally  by  giddiness ;  both  of  which,  however,  soon  disappear 
again.  If  there  is  much  swelling  and  hypertrophy  in  cases  of  chronic 
catarrh  of  the  naso-pharynx,  the  increased  secretory  activity  usually 
brings  a  feeling  of  relief  and  comfort  in  the  mucous  membrane. 

Another  occasional  occurrence  is  an  attack  of  suffocative  spasm, 
resulting  from  the  entrance  of  a  few  drops  of  the  injection  into  the 
larynx.  It  occurs  with  children  more  often  in  proportion  to  the  number 
of  cases  than  with  adults,  and  is  usually  due  rather  to  fear  and  restless- 
ness than  to  imperfect  closure  of  the  post-nasal  space  by  the  soft  palate 
and  tongue. 
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That  the  tongue  really  aids  in  closing  the  post-nasal  space  below  during 
injection  through  the  nose  by  this  method,  is  proved  by  cases  of  defect  of  the 
velum  palati.  The  liquid  injected  flows  out  again  by  the  other  nostril ;  none,  or 
only  extremely  little,  running  into  the  pharynx,  unless  the  tongue  be  carried  forwards 
again  into  its  ordinary  position.  This  fact  has  been  frequently  observed  in  syphilitic 
subjects. 

It  is  advisable  to  explain  beforehand  to  the  patient  that  he  should 
keep  his  mouth  open,  in  order  that  any  of  the  liquid  which  may  happen  to 
come  into  his  throat  may  the  more  easily  escape.  He  may  also  be  assured 
that  no  harm  can  result  from  accidentally  swallowing  some  of  it.  In  the 
case  of  those  patients— as  for  example,  young  children — who  cannot  be 
made  to  comprehend  such  matters,  it  is  well  to  acquaint  the  friends  with 
them,  in  order  to  avert  any  unnecessary  disquietude. 

Though  in  general  so  beneficial,  and  even  in  many  cases  preferable 
to  injection  through  the  catheter,  this  method,  nevertheless,  shares  the 
disadvantages  associated  with  all  processes  which  dispense  with  the  use  of 
that  instrument.  The  principal  drawback  to  all  these  methods  consists  in 
the  fact  that  one  ear  alone  cannot  be  exclusively  treated,  as  is  sometimes 
desirable.  The  effect  is  upon  both,  and  upon  other  structures  as  well, 
which  is  often  unnecessary,  and  may  even  be  injurious.  The  employment 
of  the  procedure  in  question  is  consequently  limited  by  certain  indications 
which  are  to  be  strictly  observed,  and  is  proper  only  in  cases  in  which 
both  auditory  organs  call  for  treatment. 

/?.  Method  for  the  introduction  of  solutions  into  one  Eustachian  tube  only. 

A  large  experience  has  satisfied  the  author  that  this  object  may  be 
attained  in  many,  though  not  in  all  cases,  by  the  following  process  : — 

The  patient  bends  his  head  over  towards  the  shoulder  of  the  same 
side  as  the  ear  which  is  to  be  treated,  at  the  same  time  also  inclining  his 
face  somewhat  downwards — a  position  similar  to  that  taken  in  the  process 
of  introducing  solutions  into  the  external  auditory  canal  of  the  other  ear. 
The  aurist  now  introduces  with  a  small  syringe  from  thirty  to  fifty  drops 
of  the  desired  solution  into  the  lower  nasal  meatus  of  the  same  side  as  the 
middle  ear  into  which  the  injection  is  to  be  made.  On  withdrawing  the 
nozzle  of  the  syringe,  he  then  immediately  closes  the  nostrils  of  the  patient 
by  the  pressure  of  his  fingers,  and  directs  him  to  blow  up  forcibly  into  his 
ears,  according  to  the  Valsalvan  process.  In  the  described  position  of 
the  head,  the  mouth  of  the  lower  Eustachian  tube  is  situated  in  the  deepest 
part  of  the  pharynx,  and  the  injected  fluid  will  accordingly  for  the  most 
part  accumulate  there,  whence  it  may  afterwards  be  blown  up  through  the 
tube  by  the  Valsalvan  method  of  inflation. 

If  there  be  a  perforation  of  the  tympanic  membrane,  the  inflated  fluid 
may  not  infrequently  be  observed  to  run  out  through  the  external  auditory 
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canal.  The  disadvantage  of  the  method  is  that  some  of  the  liquid  may 
possibly  be  sent  into  the  other  ear.  Experience  shows,  however,  that 
when  patients  come  to  understand  the  meaning  of  the  process,  they  soon 
discover  a  certain  position  of  the  head  in  which  the  solution  can  be  made 
to  enter  the  one  ear  satisfactorily.  It  must,  nevertheless, 
be  repeated   that  the  method    is  not  always  successful.  Fig.  82. 

Still,  as  its  adoption  is  only  desirable  in  cases  in  which 
a  more  certain  process  is  impracticable,  it  may  always  be 
accepted  as  a  valuable  resource  in  treatment.^ 


Weber- Liel's  ca- 
theter for  the 
tympanic  cavity 
(half  the  ordin- 
ary size). 


c.  Injection  into  the  Middle  Ear  by  employment  of  Weber- 
LiePs  catheter  for  the  Tympanic  Cavity, 

Many  instances  occur  in  practice  in  which  the 
above-described  methods  of  injection  are  found  to  fail. 
The  injection  either  does  not  reach  the  tympanum  at  all, 
or  in  insufficient  quantity.  It  is  generally,  too,  just  in 
those  very  cases  in  which  cleansing  and  injection  into 
the  middle  ear  are  most  indicated,  as  with  so-called 
retention-masses,  that  these  modes  of  procedure  prove 
unsuccessful.  The  failure  is  but  very  seldom  attribu- 
table to  complete  obliteration  of  the  Eustachian  tube,  due 
to  coalescence  of  its  walls.  It  is,  as  a  rule,  attributable 
only  to  extreme  narrowing,  caused  by  inflammatory  swell- 
ing of  the  mucous  membrane  to  such  a  degree  as  to 
completely  close  up  the  lumen  of  the  tube. 

The  point  at  which  this  condition  takes  place  most 
easily  is  just  that  at  which  in  all  cases  the  liquid  finds 
its  advance  most  retarded — that  is,  at  the  isthmus  tubae.  | 

Here  the  Eustachian  tube  is  not  only  narrowest,  but  is 
also  bent,  and  the  fluid  injected  has  to  pass  this  angle  in 
order  to  reach  the  cavum  tympani  through  the  osseous 
portion  of  the  tube.  Under  unfavourable  conditions 
the  fluid  flows  back  again  from  this  point  into  the 
naso-pharynx   without   entering    the    tympanum.       It   is   in    such    cases 


'  Compare yosr/"  Gruber,  "  Bericht  tiber  die  im  Jahrc  1S62  im  Wiener  allgem.  Kranken- 
hause  behandelten  Ohrenkranken."  Further,  Oestcrreichische  Zeitschrift  fur  piaktische 
Heilkunde,  1863,  Sitzungsbcricht  vom  22.  Juni,  und  Deutsche  Klinik,  1865.  The  reader 
A\iil  gather  from  the  above-cited  sources  that  the  procedures  just  described  were  designed  by 
the  author,  and  were  certainly  not  adapted,  as  suggested  by  Politzer  in  his  text-book,  from 
the  method  recommended  by  Saemann  in  No.  52  of  the  Deutsche  Klinik  for  1864.  The  latter 
method  consists  in  the  employment  of  fluid  instead  of  air  in  Politzer's  process,  so  that  the 
liquid  evacuated  from  the  balloon  is  forced  through  the  tubes  during  an  act  of  swallowing. 
This  process  has  not  been  adopted  in  practice,  and  should  be  ignored,  on  account  of  the 
mischievous  results  by  which  it  may  be  followed. 
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principally  that  Weber-Liel's  catheter  for  the  tympanic  cavity  is  of  such 
great   service/ 

It  consists  of  an  elastic  tube  i^ — i^  mm,  in  diameter,  made  of  spun 
silk,  and  covered  with  indiarubber  varnish.  The  tube  has  a  funnel- 
shaped  expansion  at  its  outer  extremity  for  the  reception  of  the  nozzle  of 
the  air-ball,  or  syringe.  In  length  it  should  be  from  3  to  4  cm.  longer 
than  the  ordinary  Eustachian  catheter,  in  order  that  its  inner  extremity 
shall  project  beyond  that  of  the  latter. 

For  special  purposes,  tympanic-cavity  catheters  may  be  employed 
the  inner  end  of  which  is  fenestrated  laterally:  usually,  however,  these 
are  not  required. 

They  should  be  of  different  calibres,  and  should  be  marked  on  the 
outer  end  with  three  lines  in  the  same  way  as  Eustachian  bougies.  They 
are  introduced  by  the  same  rules  as  these.  Communication  is  thus 
established  with  the  cavity  of  the  tympanum,  into  which  liquids  may  be 
introduced  through  them  in  the  quantity  and  with  the  force  desired. 

IVeber-Ltel  uses  also  his  catheter  with  his  so-called  **  Tympano-Konianfron.** 
The  apparatus  consists  of  a  hollow  vulcanite  piece  from  which  projects  a  lateral 
tube  for  connection  with  an  air-ball.  One  end  is  fitted  on  to  a  small  syringe 
containing  the  medicated  solution,  and  the  other  is  inserted  into  the  conical  end  of 
the  flexible  tympanic  catheter.  A  little  liqaid,  having  been  forced  into  the  catheter, 
may  then  be  sprayed  into  the  tympanum  by  means  of  the  air-ball.  The  instrument 
is,  however,  somewhat  uncertain  in  its  action,  and  is  but  rarely  employed  in 
practice. 


'  "  Ueber   Anwendung:   von  6rtlich  wirkenden  Arzneien  gegcn  Veranderungen  in   der 
PaukenhOhle."     Monatsschrift  fur  Ohrenheilkunde,  i.  Jahrg.,  Nr.  5. 
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CHAPTER  V, 

DISEASES  OF  THE  AURICLE  AND   OF  THE  E^ 
A  UDITORY  CANAL. 

1.  Malformations. 

Abnormal  position;  Deformity  and  Absence  of  the  Auricle;  Supernumerary 
Amicle;  Fistula  auris  congenita. 

The  inclination  of  the  auricle  to  the  side  of  the  head  is  easily  recognised 
to  var>^  within  considerable  limits.  The  position,  however,  does  not  seem 
to  notably  affect  the  power  of  hearing,  if  the  organ  be  normal  in  other 
respects.  It  is  on  grounds  of  sentiment  only  that  surgical  treatment 
may  be  called  for  on  account  of  an  external  ear  which  stands  out  very 
prominently  from  the  head. 

The  unusual  position  of  the  auricle  may  be  either  unilateral  or 
bilateral,  and  is  but  seldom  congenital.  Instances  in  which  the  skin  of 
the  upper  part  of  the  auricle  is  adherent  to  that  at  the  side  of  the  scalp  are 
very  rare  indeed.  The  author  has  seen  three  such  cases*  In  one,  advice 
was  sought  for  an  external  otitis  ;  the  other  two  were  accidentally  noticed, 
and  in  neither  was  there  any  ear  affection  present.  The  patient  with  the 
otitis  externa  had  perfect  hearing,  both  before  and  after  the  occurrence  of 
the  infiammatory  condition.  The  edge  of  the  upper  part  of  the  auricle 
was  notched  in  two  of  these  cases,  as  in  those  of  Wrcden^  who  observed 
five  instances  of  such  adhesion.^ 

An  abnormally  situated  auricle  is  much  more  frequently  an  acquired 
condition  \  due  most  often  to  an  unsuitable  head-dress,  or  absurd  arrange- 
ment of  the  hair ;  and  for  this  reason  is  observed  more  commonly  in 
women.  The  disfiguringiy  prominent  ear,  as  just  mentioned,  comes  some- 
times under  observation  with  a  view  to  ameHoration.  Suitable  means  in 
the  reverse  sense  to  that  of  the  above-indicated  causes  may  be  adopted  ;  or 
the  adjustment  of  pads  and  bands,  with  the  object  of  keeping  the  projecting 
auricle  close  to  the  head,  may  be  employed.  If  such  treatment  proves^ 
after  a  sufficiently  prolonged   trial,   ineffectual,   recourse  may  be  had   to 


'   '*Zur  Casuislik  der  angebornen  Missbildungcrn  dci?  Ohres/ 
ticiUtindc,  Jahrg,  iv%,  Nr.  1. 


Monatsschrift  ftlr  Ohren- 
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operative  measures.  In  this  connection  the  author  has  repeatedly  carried 
out  the  following  operation.  An  appropriately  shaped  elliptical  portion  of 
integument,  involving  the  posterior  surface  of  the  auricle  and  the  contiguous 
opposed  surface  of  the  mastoid  region,  is  dissected  up.  The  limiting 
incisions  meet  at  the  line  of  attachment  of  the  auricle  at  acute  angles  above 
and  below.  The  edges  of  the  wound  are  to  be  drawn  into  apposition  by 
sutures,  and  the  auricle  brought  into  its  natural  position  by  means  of  a 
suitable  bandage. 

Greater  importance  belongs  to  abnormalities  of  arrest  and  excess  of 
development  of  the  auricle.  These  also  may  be  either  one-sided  or 
bilateral  Defect  of  development  to  an  extreme  degree  is  ordinarily 
associated  with  arrested  development  of  the  deeper  structures  of  the  ear, 
especially  with  absence  or  atresia  of  the  external  auditory  canal,  as  well  as 
with  defective  development  of  the  middle  and  internal  ear. 


According  to  Virchow,^  deformities  of  the  external  ear  occur  frequently  in 
association  with  malformations  of  the  auditory  ossicleSi  the  lower  jaw,  certain  parts 
of  the  upper  jaw,  and  of  the  sphenoid  and  palate  bones ;  as  well  as  with  instances  of 
arrested  development  in  the  structures  of  the  throat.  They  are  to  be  considered  as 
connected  wth  irregularities  in  the  region  of  the  first  branchial  cleft.  Asymmetry 
of  the  two  sides  of  the  face  is  frequently  associated  with  malformation  of  one 
auricle. — Sc/nvartze^  points  out  that  Stukl  had  indicated  the  significance  of 
deformity  of  the  auricular  cartilage  in  relation  to  cranial  development, 

Hts*^  in  his  careful  description  of  the  embryonic  development  of  the  human 
auricle,  consider^  that  the  majority  of  cases  of  deviation  from  the  normal  arise 
between  the  second  and  fifth  months*  According  to  Vire/wzK^  malformations  of 
the  auricle  are  mostly  of  locally  limited  causation. 

Defects  of  particular  parts  of  the  auricle  (crura  furcata,  antihelix, 
lobulus,  anti tragus)  without  other  complications  are  very  common,  and 
have  no  importance.  Of  rarer  occurrence  is  the  diminutive  ear  (microtia), 
which  may  either  be  in  other  respects  well  developed,  or  on  the  other  hand 
may  exhibit  also  some  malformation.  In  this  way  peculiar  forms  result, 
resembling  sometimes  the  ears  of  animals  (cat*s  ear,  hare's  ear). 

In  a  medical  student,  who  had  very  good  hearing  and  was  highly  intelligent, 
the  author  observed,  in  addition  to  extreme  smallness  of  the  auricles,  complete 
absence  of  the  antihetix  on  both  sides.  Hoppe  relates  that  a  peculiarly  formed 
auricle  was  observed  in  a  certain  Swiss  family  through  several  generations ;  its 
direction  was  forwards,  covering  the  external  auditory  canal  in  such  a  way  as  to 
leave  only  a  ver)'  narrow  channel  for  the  admission  of  the  sound-waves. 

Congenital  absence  of  the  entire  auricle  is  exceedingly  rare.  The 
author  has  never  observed  such  an   instance  ;  the   auricle  having  been 


'  Virchow's  Archiv,  xxix.  Bd.,  S.  62;  xxx.  Bd.,  S>  221  ;  «ind  3LX«i.  Bd.,  S.  518, 
^  *' Pathol o^sc he  Anatomic  des  Ohres, '  Berlin,  187S,  S.  26, 

'  "  Die  Formenentwickclung  der  oicnschlichen  Ohrmuschel/'     Vortrag»  gehalten  am  iti* 
otolog.  Congrcssc  m  Basel,  1H84. 
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always  represented  at  least  by  a  small  duplicature  of  the  integument, 
containing  usually  a  more  or  less  imperfect  auricular  cartilage.  The  most 
frequent  forms  of  combined  diminutive  and  malformed  auricle  which  have 
been  noticed  by  the  author  are  represented  in  the  Figs.  83  and  84.  As 
a  rule  they  are  unilateral,  the  other  ear  being  well  developed.  When 
bilateral,  the  rudimentary  auricles  generally  resemble  one  another  both  in 
structure  and  appearance.  A  rudimentary  auricle  may  be  situated  in  a 
quite  unusual  position,  as  nearer  the  cheek,  or  towards  the  neck.  This 
should  be  kept  in  mind  in  planning  an  operation  for  the  construction  of  an 
artificial  auditory  canal. 

To  what  an  extreme  degree  malformations  of  the  deeper  parts  may 
exist  in  connection  with  a  rudimentary  auricle  is  exemplified  clearly  by  a 
preparation  of  the  author's,  represented  in  Fig.  85. 

The  external  auditory  canal  was  completely  absent,  and  the  auricle 


Fig.  83. 


Fig.  84. 


rudimentary  on  the  same  side  on  which  the  patient  was  totally  deaf.  The 
other  ear  was  quite  normal.  The  auricle  was  represiented  by  a  small  fold 
of  integument  in  the  position  of  the  lobe  of  a  normal  ear.  The  entire 
external  auditory  canal,  the  tympanic  membrane,  and  the  auditory  ossicles 
were  wanting.  The  promontory  was  indicated  by  a  very  low,  longish 
prominence.  The  fenestra  ovalis  and  the  fenestra  rotunda  were  both 
absent.  The  spaces  of  the  labyrinth  were  represented  by  a  single  anterior 
semicircular  canal,  and  a  rudimentary  internal  auditory  canal  through 
which  a  bristle  penetrated  into  a  curved  canal,  ending  on  the  inferior 
surface  of  the  petrous  bone.  The  condition  of  the  other  structures  could 
not  be  determined,  the  specimen  having  been  received  in  the  macerated 
state. 

Figs.  86  to  89  represent  a  very  interesting  case  of  a  patient  seventeen 
years  of  age,  whose  left  ear  was  well  developed,  with  good  hearing  power, 
but  who  had  on  the  right  side  a  rudimentary  auricle  i  cm.  wide  and  2  cm. 


»H 
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long,  covered  by  normal  skin  with  a  lobular  appendix.  This  imperfect 
auricle  was  in  the  ordinary  situation,  standing  out  from  the  side  of  the 
head  at  a  right  angle  (cat's  ear),  and  contained  a  cartilage  which  passed 
into  the  deeper  parts.  There  was  no  external  auditory  canah  The  twoi 
sides  of  the  face  were  unequally  developed,  the  right  half  of  the  forehead 
being  more  prominent  and  larger  than  the  left,  while  the  left  zygoma  was 
more  developed  than  the  right.  The  right  naso4abial  fold  was  obliterated, 
but  the  left  corner  of  the  mouth  was  the  higher  of  the  two*  On  wrinkling 
the  forehead  (Fig.  S/j  the  right  half  remained  smooth,  and  on  attempting 

Fig,  8s. 


t^ 


/" 


A/» 


pm' 


pn,.  Mastoid  process;  A  rudimentttry  pars  tympanic^ ;  ps,  proc.  styloid  ;  A  foramen 
styio-mast. ;  fo,  foramen  ovale  of  the  sphenoid  bone  ;  pp,  proc.  pteryg. ;  /{,  foramen  lAccTum , 
u^crnvX  caroL  ;  pc,  proc,  condyloid  ;  /j\  foramen  jugularc;  sj,  sulc.  ju^laria, 

to  shut  the  eyes  (Fig,  88)  the  right  eyeball  remained  partly  exposed. 
When  the  patient  tried  to  whistle,  the  month  was  drawn  to  the  left.  The 
pharynx  was  normally  developed,  but  the  right  side  of  the  soft  palate  was 
lower  than  the  left,  and  the  uvula  was  drawn  over  towards  the  left  side. 
In  saying  a  (ah)  the  left  half  of  the  velum  was  raised  higher  than  the 
right,  and  the  uvula  was  drawn  still  more  to  the  left.  There  was  no 
deraiigement    of   the  sense   of   taste  anywhere  on  the  right  half  of   the 

tongue. 

On  rhinoscopic  examination,  the  pharyngeal  orifices  of  the  Eustachian 
tubes  appeared  quite  normal,  and  cathcterisation  was  easily  performed  on 
both  sides.     On  using  the  air-douche,  and  with  the  Valsalvan  method  of 
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the  ear,  but,  as  indicated  by  the  congenital  paralysis  of  the  parts  supplied 
by  the  facial  nerve,  a  defective  development  of  that  nerve  also.  The 
imperfect  condition  appears  to  have  been  confined  to  the  peripheral  portion 
of  the  nerve  trunk,  since  the  structures  innervated  by  the  fibres  given  off 
in  the  Fallopian  canal  exhibited  no  impairment  of  function. 

The  patient  sought  advice  on  account  of  the  disfigurement,  and  wished 
the  deformed  ear  to  be  removed.  The  author  considered  the  possibility 
of  constructing  an  artificial  external  auditory  canal  in  connection  with 
removal  of  the  auricle.  The  latter  was  amputated,  and  after  the  bleeding 
had  been  stopped  by  ligatures,  the  region  was  examined  with  a  view  of 
discovering  if  any  trace  of  a  canal  existed.  The  defective  auricle  was  seen 
to  be  attached  to  the  bone,  with  which  the  lower  jaw  was  articulated  in 
front,  and  which  was  continued  backwards  without  interruption  into  the 
mastoid  process.  An  attempt  was  made,  keeping  close  to  the  mastoid 
process,  to  penetrate  into  the  deeper  parts  with  a  chisel  and  hammer.  No 
sign,  however,  of  a  canal  was  visible,  although  the  bone  was  penetrated  to 
almost  I  cm,  in  depth.  The  author,  not  being  quite  satisfied  as  to  the 
course  of  the  great  vessels,  then  desisted  from  further  attempts,  and 
applied  an  antiseptic  dressing. 

The  patient  was  discharged  after  nearly  four  weeks*  treatment,  during 
which  healing  took  place  without  any  intercurrent  complication,  and  the 
treatment  of  the  paralytic  symptoms  by  electricity  remained  ineffectual. 
His  hearing  distance  for  the  watch,  which  on  admission  was  on  contact 
only,  was  i  cnu     He  was  supplied  with  an  artificial  auricle  (Fig.  89). 

This  case  recalls  an  autopsy  made  by  Moos  and  Steinbrilgge  on  an  infant 
which  died  when  eleven  days  old,  and  in  which  the  right  external  ear  was  rudi- 
mentary.' The  whole  of  the  osseous  and  membranous  labyrinth  was  normal  with 
the  exception  of  the  communication  between  the  vestibule  and  cochlea,  which  could 
not  be  defined.  The  facial  nerve  could  be  traced  as  far  as  the  hiatus  Fallopii, 
and  farther  downwards  the  Fallopian  canal  was  closed  by  bony  material  as  far  as 
the  stylo-mastoid  foramen.  The  tympanic  membrane,  the  annulus  tympanicus,  the 
auditory  ossicles,  the  tensor  tympani  muscle,  and  the  nerve-plexus  of  the  tympanic 
cavity,  were  all  absent.  The  external  auditory  canal  and  the  Eustachian  tube  were 
obliterated. 

The  author's  case  is  opposed  to  the  opinion  expressed  by  Politzer  in  his  text- 
book (p.  865),  that  a  deficient  mobility  of  the  velum  palati  indicates  a  probable 
defective  development  of  the  Eustachian  tube  ;  for  though  the  right  side  of  the 
palate  was  paretic,  the  tuba  Eustachii  was  perfectly  normal. 

Excessive  development  is  seen  on  the  one  hand  either  in  the  im- 
moderate size  of  individual  parts,  or  of  the  entire  auricle  {Macrotia 
partialis  ct  totalis)  ;  or  on  the  other  hand  in  multiplicity  of  the  auricle,  or 
portions  of  it.     When  more  than  one  auricle  is  present  the  condition  is 


•  "  Pathologisch-anatomischer  Bcfund  in  einem  Falle  von  Missbildung  des  rechten  Ohres.'' 
Zcitschrift  fur  Ohrenheilkundc,  x.  Bd.,  i  Heft. 
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described  as  polyotia  ;  the  multiplicity  of  parts  only,  is  exemplified  in  the 
so-called  auricular  appendices.  Partial  macrotia  is  very  common,  especially 
as  regards  the  lobe,  in  women  who  wear  heavy  earrings.  According  to 
Lincke's  account,  certain  races  in  India,  Africa,  and  America  consider  it 
an  ornament  to  have  the  lobe  of  the  ear  hanging  down  to  the  shoulder. 
They  consequently  use  weights  from  childhood  with  this  object.  Macrotia 
totalis  is  less  frequent,  and  if  unilateral  is  almost  more  disfiguring  than 
when  present  on  both  sides. 

Auricular  appendices  are  most  often  seen  just  in  front  of  the  tragus. 
That  they  are  true  auricular  structures  and  not  naevi  or  other  growths  is, 
according  to  Rohrer^  evident  from  the  fact  that  with  defective  develop- 
ment of  the  auricle,  such  appendages  often  replace  it.  According  to 
Virchow  they  consist  of  skin,  subcutaneous  areolar  tissue,  and  reticular 
cartilage.  Max  Schultze^  in  one  case,  observed  the  rudimentary  cartilage 
of  the  auricular  appendix  to  be  in  connection  with  the  condyle  of  the 
lower  jaw. 

Wreden  saw  an  interesting  case  of  macrotia  in  a  student  twenty-two  years  of 
age.  The  right  auricle  was  3  in.  long,  and  stood  out  from  the  side  of  the  head  like 
a  cone  (asses'  ear).  The  helix  and  antihelix  were  undeveloped,  the  auditor)'  canal 
and  tympanic  membrane  were  normal,  and  the  hearing  good.  The  left  auricle 
was  well  formed  and  of  proper  size  (2  J  in.).  The  left  auditor}^  canal,  however,  was 
much  contracted  ;  the  tympanic  membrane  was  placed  at  an  extreme  inclination, 
being  horizontal.  On  this  side  also  there  was  complete  deafness,  owing  probably 
to  defective  development  of  the  labyrinth.  The  patient's  father  was  deaf  and 
dumb  from  birth,  and  his  mother,  during  the  pregnancy,  was  thrown  from  an 
ass  and  much  frightened.  Langer"^  relates  two  cases  of  double-bodied  monsters 
in  each  of  which  four  auricles  were  present.  Wilde  speaks  of  Cassebohms 
account  of  a  child  who,  besides  two  ears  normally  situated,  had  two  others  lower 
on  the  neck.  Two  petrous  portions  are  also  said  to  have  been  present  in  each 
temporal  bone.  Birkelt*  reports  the  case  of  a  girl  who,  in  addition  to  irregularity 
of  the  ears,  had  a  large  growth  over  the  middle  of  each  stemo-cleido-mastoid 
muscle,  which  resembled  the  lobe  of  the  ear.  Each  contained  a  small  artery  and 
a  fibro-cartilage  analogous  to  the  auricular  cartilage.* 

Prognosis, — Since  defective  development  of  the  auricle,  especially  to  an 
extreme  degree,  is  usually  associated  with  defects  of  the  internal  structures, 
great  caution  is  necessary  in  regard  to  prognosis,  as  well  as  to  any  proposed 
surgical  interference.  It  is  impossible  to  give  any  certain  opinion  concern- 
ing the  prospects  of  hearing  during  the  period  of  infancy,  and  equally  so  to 
take  any  remedial  measures  with  a  fair  likelihood  of  success.  At  such  an 
early  date,  if  the  external  auditory  canal  and  auricle  should  be  wanting,  no 


'   "Ucber  Bildungsanomalic  der  Ohrmuschel."     Vortrag,  gchalten  in  der  58.     Versamm- 
lung  Deutscher  Naturforschcr  und  Aertzc  in  Strasburg,  1885. 

*  "  Zur   Anatomie   dcs  GchOrorgancs   doppclleibiger   Missgeburtcn.'*      Ocsterreichische 
medicinische  Wochenschrift,  1846,  Nr.  11. 

*  Transactions  of  the  Pathological  Society,  London,  1858,  vol.  ix.,  p.  448. 

*  For  further  information  concerning  this  subject  we  refer  the  reader  to  Voltolini's  article 
"Die  Krankheiten  dcs  Susseren  Ohres.'     Monatsschrift  fur  Ohrenhcilkunde,  ii.  Jahrg.,  Nr.  i. 
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information  can  be  obtained  as  to  the  presence  or  absence  of  the  deeper 
structures.  The  only  criterion  of  the  functional  capacity  of  the  ear  is  the 
result  of  tests  of  the  acoustic  power,  and  those  can  evidently  only  be  applied 
when  the  child  is  able  in  some  way  to  respond  distinctly  to  such  trials. 
One  cannot  therefore  easily  acquire  any  certain  data  during  the  first  six 
months  of  life  on  this  point,  when  defect  of  the  auditory  canal  and  auricle 
exists. 

If  the  child,  however,  has  reached  an  age  at  which  evidence  is 
ordinarily  offered  by  its  behaviour  as  to  the  possession  of  hearing  power, 
and  it  then  gives  no  response  to  very  loud  sounds,  one  may  with  certainty 
conclude  that  with  defect  of  the  sound-conducting  apparatus  there  is 
also  deficiency  of  the  deeper  parts,  and  that  the  deafness  will  probably  be 
lasting.  It  happens  but  very  rarely  that  any  capacity  of  hearing  is 
exhibited  after  the  first  year  of  life,  if  none  has  shown  itself  within  the 
second  six  months. 

Much  care  besides  must  be  exercised  in  estimating  the  hearing  power 
in  connection  with  defect  of  one  ear  when  the  auditory  faculty  of  the  other 
ear  is  normal,  since  it  is  easy  to  be  led  into  error  through  the  capacity  of 
the  sound  ear.  On  the  whole  it  will  be  best,  if  one  ear  be  normal,  to  defer 
any  operative  procedure  on  the  defective  ear  until  such  time  as  the  patient 
and  his  friends  are  able  to  give  a  clear  account  of  his  sensorial  perceptions, 
and  an  accurate  examination  of  the  deeper  structures  can  be  made, 
especially  in  reference  to  the  condition  of  the  middle  ear. 

Even  if  the  conclusion  be  arrived  at  that  the  ear  in  question  is  only 
partially  and  not  totally  deaf,  the  action  of  the  surgeon  will  have  still  but 
a  very  limited  scope.  It  is  not  justifiable,  as  is  still  done,  to  attempt  the 
construction  of  an  external  auditory  canal  through  a  rudimentary  auricle 
without  any  guide,  and  without  any  trustworthy  data  as  to  the  position  of 
the  tympanic  membrane  and  the  tympanic  cavity.  In  the  majority  of  cases, 
as  already  intimated,  the  defective  auricle  is  not  normally  situated,  so  that 
even  if  the  structures  of  the  middle  and  internal  ear,  including  drum- 
membrane,  were  properly  developed,  and  the  endeavour  to  make  an 
artificial  canal  were  successful,  this  would  in  all  probability  not  lead  to  the 
tympanic  membrane,  and  would  consequently  be  useless. 

In  these  cases  information  regarding  the  position  of  the  tympanic 
cavity  is  to  be  sought,  partly  through  external  examination  with  the  finger, 
and  partly  by  auscultation  in  varying  the  spot  at  which  the  end  of  th)e 
otoscopic  tube  is  applied.  Only  when  an  accurate  idea  has  been  obtained 
of  the  probable  situation  of  the  structures,  should  any  operative  interference 
be  taken  into  consideration. 

In  a  patient  of  eighteen,  whose  rudimentary  auricle  is  represented  in  Fig.  83, 
rlxere  was  complete  absence  of  the  right  external  auditory  canal,  but  a  normal  left 
ear.     An  operation  was  undertaken  for  the  formation  of  an  artificial  auditory  canal 
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in  the  situation  of  the  lower  depression.  The  attempt  was  made  twice  in  early 
childhood,  but  without  any  success  whatever.  Examination  now  made  it  evident 
that,  if  an  artificial  canal  had  been  completed,  it  would  have  been  abortive,  the 
tympanic  cavity  being-  placed  more  than  ^cm.  behind  the  auricle,  and  the  tympanic 
membrane,  if  it  really  existed,  being  covered  simply  by  integument. 

The  operation  with  the  object  of  making  an  external  auditory  canal 
would  be  attempted  by  cutting  through  and  turning  back  all  structures 
covering  up  the  tympanic  membrane,  and  by  keeping  the  canal  open  by 
some  suitable  material. 

In  cases  of  excessive  development,  the  redundant  structures  should  be 
removed  according  to  the  ordinary  rules  of  surgical  practice.  In  macrotia 
the  appearance  may  be  improved  by  judicious  excision  {Martino), 

The  abnormality  erroneously  described  as  fistula  auris  congenita  is  also  to  be 
considered  as  an  instance  of  arrested  development.  Small  fossa)  are  sometimes 
present  in  front  of  the  auricle  or  in  the  ascending  curve  of  the  helix.  Such  a 
depression  may  lead  into  a  canal  several  millimetres  deep,  ending  in  a  cul-de-sac, 
the  walls  of  which  often  secrete  a  white,  creamy  matter.  These  fistuLnp  not  in- 
frequently occur  in  all  or  several  members  of  the  family,  sometimes  descending  from 
father  or  mother  to  the  nearest  male,  or  perhaps  only  to  the  female  descendants  ; 
sometimes  a  certain  number  of  males  and  females  exhibiting  the  condition,  others 
not  doing  so.  They  are  remnants  of  the  first  branchial  cleft,  and  have  no  relation- 
ship to  the  canals  or  cavities  of  the  ear.  The  designation  fistula  auris  is 
therefore  inappropriate.  No  treatment  is  called  for  unless  their  walls  become 
inflamed,  as  occasionally  happens  from  being  irritated  by  pins  and  other  foreign 
bodies,  or  if  an  encysted  tumour  should  develop  from  occlusion  of  the  external 
orifice. 

A  record  of  the  older  accounts  of  malformations  of  the  external  ear  may  be 
found  in  Lincke's  text-book  of  practical  and  theoretical  otology,  as  well  as  in 
Schwartzes  work  on  the  anatomy  and  pathology  of  the  ear.  Of  later  writers 
might  be  mentioned,  IVreden  (**  Beschreibung  und  Kritik  einer  angebornen 
Missbildung  des  Ohres,  etc.,"  Petersburger  medicinische  /eitschrift,  xiii.,  S.  204) ; 
ll[/tto/in/ {**  Section  der  Gehororgane  eines  ilemicephalen,"  Monatsschrift  fiir 
Ohrenheilkunde,  iv.,  1870);  Zaufal  (Prager  medicinische  Wochenschrift,  i.,  \b^\ 
Cassells  (Glasgow  Med.  Journal,  viii.,  p.  185) ;  KiesselbacU  ("  Versuch  zur  Anle- 
gung  eines  ausseren  Gehororganes  beiangeborner  Missbildung  beider  Ohrmuscheln 
mit  Fehlen  der  ausseren  Gehorgange,"  Archiv  fiir  Ohrenheilkunde,  xix.  Hd., 
S.  127);  Beckler  (Schmidt's  Jahrbuch,  1879);  lUau  (**  Mittheilungen  aus  dem 
Gebiete  der  Erkrankungen  des  ausseren  und  mittleren  Ohres,"  Archiv  fiir 
Ohrenheilkunde,  xix.  Bd.) ;  Stettcr  ("Zur  operativen  Beseitigung  angeborner 
Ohrmuschelmissbildungen,"  Archiv  fiir  Ohrenheilkunde,  xiii.  Bd.);  Moos  (**  Eine 
eigenthQmliche  Missbildung  des  rechten  Ohres,  etc.,"  Zeitschrift  fur  Ohrenheilkunde, 
xiii.  Bd.) ;  Truckenhrod  ("  Eine  Missbildung  des  Ohres, '  Zeitschrift  fiir  Ohren- 
heilkunde, xiv.  Bd.);  Gclle  {''  Precis  des  Malad.  de  I'Oreille,"  Paris,  1885,  S.  11) ; 
Roosa  ('*A  Practical  Treatise  on  the  Diseases  of  the  Ear,"  Eondon,  1885. 
S.  97-102);  Urbantschitsch  (**  Ueber  Fistula  auris  congenita,"  Monatsschrift  fiir 
Ohrenheilkunde,  xi.,  1877);  Sc/ncabach  (Zeitschrift  fiir  Ohrenheilkunde,  viii., 
S.  103) ;  and  others. 

[See  also  Cantlie{**  Unilateral  absence  of  Ear,  bilateral  supernumerary  auricles, 
developmental  deformity  of  right  side  of  face  and  features,"  B.  M.  J.,  1^91,  vol.  i., 
p.  1223)  ;   Gar  ham  Bacon  ("  Malformation  of  the  auricle.     Plastic  operation,  etc.," 
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Archiv  OtoL,  vol,  xix.,  p.  17);  /If//  ("  Malformations  of  the  External  Ear  in  the 
sane,  and  in  imbeciles  and  in  idiots/*  B.  M.  J.  Suppl,  April  11th,  1891) ;  Heiman 
("A  case  of  partial  devetopmcnt  of  both  auditory  organs,"  Archiv  OtoL,  vol.  xx., 
p*  i^z)\  Thomas {'*T\\^  treatment  of  outstanding  ears/'  B,  M.  J.|  1891,  voL  ii., 
p*  8;g);  l^ubby  (**  Treatment  of  outstanding  ears/'  B.  M.  J.,  1891.  vol.  iL,  p.  1203) ; 
Monks  (Boston  Med,  and  Surg.  Journ.,  January  22nd,  i8gi) ;  Eyle  { '*  Malformations 
of  the  Auricle,"  Inaugural  Dissertation  at  the  Imivcrsity  of  Zurich,  189:).] 

2.   Injuries. 

Injuries  of  the  auricle  alone,  or  with  associated  lesions  of  other 
structures,  are  of  frequent  occurrence.  Arising  from  violence  of  various 
kinds,  they  exhibit  many  varieties  in  degree  and  extent,  from  a  simple 
excoriation  to  loss  of  the  entire  auricle, 

TrcatuunL — A  rational  observance  of  the  ordinary  rules  of  surgery, 
with  proper  antiseptic  precautions,  leads  almost  without  exception  to  rapid 
recovery. 


3.  Burns  and  Scalds. 

Both  burns  and  scalds  of  different  degree  are  met  with  on  the  external 
ear.  The  author  has  several  limes  seen  scalds  in  waiters  who  were  pushed 
against  while  carrying  soup  ;  and  has  had  burns  under  his  observation  due 
to  sprinkling  with  sulphuric  acid.  In  the  case  of  a  child,  suflTering  from 
a  purulent  iDllammation  of  the  middle  ear  occurring  in  connection  with 
diphtheria,  for  whom  the  author  prescribed  an  instillation  of  a  weak  solution 
of  sulphate  of  zinc,  some  very  strong  carbolic  acid  solution^  which  had  been 
ordered  for  another  purpose  by  the  medical  attendant  (Dr.  Haucke),  was 
inadvertently  dropped  into  the  ear  by  the  nurse.  Deep  destruction  ensued 
in  the  auditory  canal  and  on  the  auricle  and  neck,  from  which  recovery  took 
place  only  after  weeks  of  treatment,  but  without  damage  to  the  ear,  Biau 
has  related  a  similar  case' 

Treatfmiit,—  \f  blisters  should  form  they  should  be  pricked  at  the 
lowest  part  with  a  needle,  and  their  contents  evacuat^-d.  The  epidermis  is 
to  be  left  untouched,  as  this  forms  the  best  protection  for  the  exposed 
papillary  layer»  and  the  pain  is  considerably  lessened.  If,  however,  it  has 
been  already  removed,  the  wound  should  be  dressed  with  a  mixture  of 
equal  parts  of  lime  water  and  linseed  oil,  or  w4th  lint  and  simple  ointment. 
In  cases  of  severer  burns  with  much  pain,  this  may  be  mitigated  by 
the  application  of  nitrate  of  silver;  the  superficial  eschar  which  is  produced 
serving  as  a  protection  from  the  air.  If  the  burn  is  situated  on  the  posterior 
surface  of  the  auricle  and  upon  the  skin  of  the  neighbouring  part  of  the  scalp, 
the  contiguous  surfaces  should  be  kept  apart  during  the  healing  process, 

*  '*  Milthcilungen  aus  dem  Gebtetc  dcr  Erkninkungcn  dc5  «uascren  und  mittteren  Olir 
Archiv  fttr  Ohrenhcilkunde,  xix.  Bd.,  IL  **  Verbrcnnung  der  Ohrmuschel  dunch  CArbcdsi' 
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otherwise  adhesion  of  the  auricle  may  easily  result.  Of  this  the  author  has 
seen  several  instances  from  want  of  such  precaution.  Scars  with  deformity 
of  the  auricle^  and  even  total  occlusion  of  the  external  auditory  canal,  may 
result  from  burns  with  sulphuric  acid, 

4.  Frost-bite. 

Frost-bite  of  the  auricle  is  of  rather  frequent  occurrence.  When 
it  is  only  slight  {pernio)^  the  patient  complains  of  itching  of  the  ear, 
which  is  usually  of  an  intensely  red  colour.  In  many  cases  these 
symptoms  very  soon  disappear,  but  in  others  the  phenomena  last 
longer,  or  return  after  a  time,  especially  in  cold,  damp  weather.  In 
severer  instances,  vesicles  form  containing  blood,  which  subsequently 
become  inflamed  and  ulcerated  ;  while  in  the  worst  degrees,  sloughing 
of  the  auricle  may  take  place, 

TrralnuttL^ln  the  slighter  degrees  of  frost-bite,  the  application  of 
cold  is  indicated.  Fomentation  with  Goulard's  lotion,  or  rubbing  with 
ice-water  or  snoW|  are  also  useful.  if  the  itching  returns,  soap- 
litiiment  may  be  employed ;  and  the  author  has  found  benefit  from 
painting  with  a  solution  of  equal  parts  of  tincture  of  iodine  and  tincture 
'if  opium.  Others  recommend  painting  the  part  with  collodion,  or  with 
a  solution  of  nitrate  of  silver,  or  the  apph*cation  of  ointments  containing 
camphor  or  oil  of  turpentine.  In  severe  cases,  the  treatment  must  be 
conducted  in  accordance  with  ordinary  surgical  principles.  Gangrenous 
P^ts  should  be  removed  as  soon  as  possible. 

^'  Blood-tumour  of  the  auricle  (Othsematoma :  Haematoma,  aoris)* 

In  connection  with  lesions  of  the  auricle  is  to  be  considered   that 

coftdition  which  is  designated  blood-tumour  of  the  auricle.      By  this  is 

Und^i-stQQ^   a   swelling   of  variable   size,   which    makes    its   appearance 

^^  t:he   auricle,    and,    according     to    many   obser\^ers,   also    in    the   ex- 

lern^l   auditory   canal,    as   a   consequence   of  the   subcutaneous   effusion 

01  blf:iQjl      They  are  distinguished  according  to  their  origin  as  traumatic, 

^"^ri    due   to   injury,  and   spontaneous   when   arising    without   external 

^^^^.     The  otha:?matoma  traumaticum  is    often  associated  with  further 

iJijuries,  especially  with  fracture  of  the  auricular  cartilage.      Respecting 

the   Spontaneous  variety,  the  causes  cannot  always  be   ascertained.      In 

^^^'    rare    instances   extravasations    of    blood    into    the    nasal   cartilage 

vhiMcD-haematoma  ^)  have  been  observed  simultaneously  with  this  condition ; 

^^d  Kindt  ^  states  that  in  the  course  of  his  six  years*  experience  at  the 

^  ITd^/kr,  "De  hacmatomate  cattitftgmum  nasi."     Halle,  1S69. 
^_  '  "Leber  das  Vorkoromcn  der  Obrblutgeschwulst  an  der  KOnigl.  Landes-Hdl-  imd  Ver- 
V"*5*-lrrcniinstart,  Coldit^;"     Inaug.-Dissert,,  Leipzig,  1S67, 
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their  rupture.  According  to  Haupt^^  it  is  the  softening  with  fissure  of 
the  cartilage  taking  place  in  aged  and  cachectic^  especially  insane  subject?^ 
which  encourages  the  formation  of  the  tumours. 

The  influence  of  diseases  of  the  nervous  system  in  the  development 
of  othaematomata  is  indicated  by  their  frequency  in  the  insane.  Of  620 
cases  treated  in  the  year  1S67  in  the  Colditz  Asylum,  there  were  observed 
36  bIood*tuTnours  of  the  auricle,  or  the  remains  of  them.  Six  of  these 
patients  suffered  from  mania,  3  from  delirium  and  melancholia,  and  24 
were  imbecile  (9  being  epileptic,  and  10  having  progressive  paralysis). 
The  tumour  was  unilateral  in  22  cases.  In  the  interval  1843-66, 
othaematoma  was  met  with  140  times  in  a  total  number  of  1 1,839  insane 
patients. 

The  development  of  these  tumours,  as  is  to  be  expected  from  the 
nature  of  the  case,  is  favoured  by  a  condition  of  hydrasmia.  The  author 
has,  however,  been  unable  to  find  in  the  literature  of  the  subject  any  in- 
stance of  the  occurrence  of  othsematoma  in  connection  with  hsemophilia. 

Spontaneous  othae^matoma  has  been  observed   by  the  author  almost 

exclusively  on  the  outer  (anterior)  surface  of  the  auricle,  extending  in  two 

instances  only  into  the  external  auditory  canal.     Other  writers  state  it  to 

have  been  seen  on  the  posterior  surface  of  the  auricle.     It  commences  most 

commonly  in  the  upper  part,  in  the  fossa  triangularis  (fork  of  the  antihelix), 

^r  iii  the  upper  half  of  the  concha  ;  appearing  as  a  larger  or  smaller,  more 

c»r  less  distinctly  fluctuating  circumscribed  tumour  ;  the  skin  covering  it 

Wng  either  normal  or  of  a  livid-red  colour.     The  surface  is  regular  and 

smooth,  if  the  blood  has  been  effused  into  the  subcutaneous  areolar  tissue  ; 

^  'C  as  is  often   the  case,   the   extravasation  has  taken  place  into  the 

**^Dstance  of  the  cartilage  itself,  or  between  this  and  the  perichondrium, 

the  external  surface  exhibits  more  or  less  definitely  the  ordinary  elevations 

and   depressions   of  the  auricle.     When   the  blood   collects  between  the 

"^^rtilage   and    the    perichondrium,   certain    parts  of  the  fonner  are  then 

£*^nerally  found  adherent  to  the  latter. 

^firkner^   relates   a   case   of  hfematotna   of  the   tympanic  membrane  in  a 

^'^lan  of  twenty-five  in  the  fifth   month   of  prei4:nanty,   who   had  sufFcred   from 

.  ^nic  articular  rheumatism,  and  became  suddenly  very  dull  of  hearing.     She  had 

'^^^us  and  pain  in  the  ear,  the  tympanic  membrane  being  of  an  intense  bluish- 

^  ^oluur.  and  bulging  outwards.     There  was  no  exudation  present  in  the  cavity  of 

,  .  ^  ^ynpaoum.     After  a  period  of  three  dayt»^  perforation  of  the  membrane  occurred, 

■     ^^^'ed  by  otorrha?a.     Some   days  later  the    pain  ceased,  the  drum -membrane 

tatnc  reddish-yellow,  and  gradually  regained  its  normal  colour.     The  perforation 

^s  healed  at  the  end  of  a  week.     At  the  expiration  of  pregnancy  the  same  condi- 


tK^Q 


recurred.     Burkner  conMd4irs  the  affection  to  have  been  due  to  the  general 


^-^gusiion  associated  with  the  pregnancy. 


'  "  Ueber  das  Othsematoma/'  Inaug.-Dissert,^  WQrzburg,  1867. 
*  Archiv  ftlr  Ohrenheilkunde,  xv.  Bd. 


^^SiS 


)or 


.ftftVvs 


that 


{a<^^  'Tas  used  ^<^  '  \ 


T^£  £^^'  .  ^\M  after- 

.,,.  deve^°?%,  and  ft«*^^^  ^ 


.^.dlB== 


«< 


*h*e 


iV* 


sttby 


iccU^ 


syi 


oC  ^^ 


;OS\on 


and 


-  i 


\TV 


teWig' 
ed 


:->n^ 


lV\e 


*':s>'""" 


an? 


otV>««va; 


ftpo' 


.^^''"'"iVvotv 


w'^^  V", 


-^'ii^^^^^ 


same    '-^Sc-^f^*  ^- 


ration  <.'- 


of'^^f^lTetUyoM 


^'l7upo^  ^l^^^I^er  of 


^    >.- 


mIi 


...H=c^^^Y' 


s. 


2l> 


/OV 


,.,l/"-^> 


\. 


ra>^^ 


I, 


V^v\i^^^ 


iviv 


sbo 


:t^'i»«*r;eanng_^;.;terte- 
,,>»  *"".:;^.  observe 


externa 


the 
*^«  *^*f  nsation" 


DISEASES  OF  THE  AURICLE. 


In 


Df    the    blood 


Fig,  <M' 

Traumatic  othiematoma  (aHrr 

nulural  recovery), 


spontaneous  oLhaenialoma  the  solid  constituents 
separate  after  a  little  while,  and  become  deposited  upon  the  walls  of  the 
cavity  ;  the  fluid  contents  are  thus  deprived  of  their  colour,  and  are  left 
as  yellowish  serum.  The  rapidity  with  which  this  metamorphosis  occurs 
has  led  some  observers  to  look  upon  the  whole  affection  as  a  perichondritis, 
or  as  the  formation  of  a  serous  cyst — neither  of  which  views  is,  however, 
tenable.  When  left  to  itself  the  fluid  contents  are  gradually  absorbed, 
while  the  firmer  constituents  undergo  further  changes,  and  also  induce 
hypertrophy  of  the  neighbouring  structures.  Very  considerable  deformity 
may  thus  follow  upon  a  large  extravasation  ;  and,  in  addition  to  this,  much 
disfigurement  may  result  when  the  tumour  is  of  traumatic  origin,  if 
fracture  of  the  cartilage  and  displacement  of 
the  fractured  portions  have  taken  place.  In 
very  rare  cases  evacuation  of  the  extravasated 
blood  is  said  to  have  occurred  by  spontaneous 
rupture  of  the  overlying  structures  {Schlagi'r'), 

The  condition  may  become  a  dangerous  one  if, 

as  the   author  once  observed  in  a   traumatic 

othaematoma,    ulceration    of    tne    surrounding 

tissues    and    septicaemia    should    ensue.       In 

idiopathic  cases  such  an  event  is  hardly  to  be 

feared. 

ffesiler'  treated  a  patient  with  a  traumatic 
blood-tumour  which  underwent  suppuration*  After 
evacuation  of  the  pus  by  incision,  a  cyst  developed 
tn  the  same  situation.  After  this  had  existed  for 
^c  space  of  a  year  it  rapidly  enlarged,  and  neces- 
sitated more  radical  operative  treatment,  Hessler 
nolds.  in  cases    of   fracture   of  the   cartilaj^e,  that 

exudation  and  cyst-formation  occur  as  a  result  of  perichondrial    irritation;   and 
"^l.  if  with  the  fracrure  a  tilood-vessel  is  ruptured,  a  hccmatoraa  forms. 

Trvatmrnt.— The  excessive  deformity,  which  may  permanently  remain, 
r^'nders  careful  treatment  from  the  first  especially  necessary.  This  should 
"*ve  for  its  aims,  the  evacuatioia  of  the  extravasated  blood  as  quickly  as 
possible,  the  prevention  of  a  fresh  effusion,  and  the  union  by  adhesion  of 
^c  Separated  structures  by  means  of  properly  adapted  pressure.  The 
*^vacuation  should  be  performed  with  a  small  aspirator.  If  coagulation 
has  taken  place,  the  clot  should  be  removed  through  an  incision,  the  dc- 
P'^-Ssions  of  the  auricle  filled  up  with  cotton -wool,  and  pressure  applied  by 
^  suilablv  amini^ed  bandage,  prefercibly  bv  circular  turns  over  the  head. 


"Voftragc  ubcr  die  hrkcnntnis  und  bchftndliing  dcr  GeistesstOrungen,"  i,  Licfcrung, 
.        '*Cystc  in  dcr  Olimiuschct  nach  traiiirmtificlicm  Otha^matoma/*  Archiv  ftlr  OhrenhciJ- 
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The  dressing  is  to  be  changed  as  may  be  necessary  ;  inflammatory  symp- 
toms or  suppuration  being  met  axording  to  ordinary  surgical  rules.  If 
a  tendency  to  hyperplasia  and  deformity  shows  itself,  early  systematic 
massage^  may  be  practised,  by  means  of  which  the  extravasated  and 
inflammatory  products  are  generally  absorbed.  Immediately  after  the 
appearance  of  the  tumour^  however,  the  author  has  been  unable  to  effect  a 
beneficial  result  in  this  way.  If  massage  cannot  be  tolerated,  or  if  it  be 
unsuccessful  after  a  short  trial,  the  tumour  should  be  painted  over  regularly 
with  tincture  of  iodine, 

[Other  methods  of  treatment  have  been  recommended,  and  practised  success- 
fuUv  in  certain  cases — e.g.,  massage  combined  with  galvanisation  and  leeching* ; 
aspiration  f(illowed  by  injection  with  a  solution  of  iodoform  in  ether* ;  free  incision 
with  subsequent  application  of  compound  tincture  of  iodine  to  the  cavity* ;  multiple 
puncture  [Fo/Iin^.^ 


6.    Herpes  of  the  auricle  (Herpes  auricularis)* 

Herpes  occurs  on  the  externa!  ear  either  independently  or  in  connection 
with  the  same  affection  of  the  fare  or  neck.  As  an  independent  disease 
of  the  ear  it  is  rare.  Its  appearance  may  then  be  limited  to  certain  regions 
— e.g,^  the  auricle,  or  external  auditory  canal ;  or  it  may  extend  over  the 
whole  of  the  external  structures,  the  tympanic  membrane  included. 

As  in  other  parts  of  the  body,  herpes  of  the  auricle  appears  as  an 
acute  febrile  disorder,  characterised  by  the  formation  of  groups  of  vesicles, 
and  attended  by  severe  shooting  and  stinging  pain.  The  pain  is  sometimes 
present  for  days  before  the  vesicles  make  their  appearance,  so  that  the 
malady  is  usually  supposed  to  be  rheumatism  by  the  patient,  and  in  some 
instances  it  goes  on  after  the  formation  and  even  disappearance  of  the 
vesicles. 

Here  also  the  connection  of  the  disorder  with  some  change  o(  the 
cutaneous  nerves  is  indicated  by  the  form  and  arrangement  of  the  eruption  ; 
the  nerves  most  frequently  aflccted  being  the  great  auricular  from  the 
cervical  plexus  and  the  auriculo-temporal  branch  of  the  third  division  of 
the  trigeminus.  The  efllorescence  is  consequently  found  more  often  on 
the  anterior  surface  of  the  auricle  than  other  parts  Possibly  tlie  affection 
may  be  more  closely  connected  with  the  fibres  of  the  sympathetic  associated 
with  these  nerves  than  with  the  nerves  themselves. 

Etiology, — The  disorder  is  generally  referred  oy  the  patient  to  cold  ; 
or  more  rarely  to  an  error  in  diet. 


*  Compart  Tf  VM.  Mtytrt  "  Zur  Bch and) ling  dcr  OhrblutgcschwOlstc.' 
hdlkunde,  xvi.  Bd. 

'  NichoLs  New  York  Med.  Rec.,  June  19,  1886. 
'  Lfbrnn,  La  Cliniqur,  iSS;* 

*  Grcvtt  Buffalo  MctU  and  Surgr.  Journ.»  Nov.  1S90. 


Arc  hi  V  filr  Ohren- 


Coursc^Fevtr  always  precedes  the  formation  of  the  vesicles,  and  in 
severe  cases  does  not  cease  when  they  make  their  appearance.  If  the 
eruption  comes  out  at  intervals,  the  fever  likewise  manifests  intermissions. 
In  a  young  patient  of  the  author's,  the  fever  was  prolonged  in  this  way  for 
fully  twenty  days* 

The  vesicles  may  be  either  isolated  or  confluent.  They  exhibit  a  red 
border,  which  is  more  distinct  the  more  purulent  are  the  contents.  The 
vesicles  are  most  developed  on  the  helix  and  in  the  fossa  of  the  helix  (fossa 
navicularis),  where  they  are  usually  confluent ;  but  may  also  appear  in 
the  external  auditory  canal,  either  in  isolated  groups,  or  confluent  by  the 
coalescence  of  one  or  more  large  ones,  in  which  case  the  auditory  canal 
may  be  more  or  less  blocked  up.  Sometimes  the  eruption  forms  on  the 
tympanic  membrane  ;  and  if  early  rupture  takes  place,  the  excoriated  bases 
of  the  vesicles  may  become  evident.  Later  on,  the  vesicles  either  dry 
up  and  form  yellow  or  yellowish  brown  scabs,  which  fall  off,  or  their 
contents  appear  more  and  more  cloudy,  and  become  purulent  In  the 
latter  case  either  cicatrisation  takes  place,  or  herpetic  ulcers  are  formed. 
In  the  external  auditory  canal  the  condition  may  resemble  that  in  otitis 
externa,  if  the  contents  of  the  vesicles  have  become  evacuated. 

In  many  cases  of  herpes  auricularis  deafness  is  present,  as  well  as 
subjective  auditor}^  sensations,  even  if  the  external  auditory  canal  be  not 
affected. 

Prognosis* — The  disorder  is  always  curable.  Its  duration  seldom 
^Jilends  over  ten  days,  but  may  last  for  several  weeks.  In  one  case  fully 
nine  weeks  elapsed  before  perfect  recovery  took  place, 

Trtaimeni, — Attention  should  be  directed  to  the  general  condition  of 
the  patient.  As  regards  the  local  condition,  little  active  interference  should 
be  exercised.  When  the  pain  is  severe,  cold  compresses  may  be  employed, 
as  long  as  no  vesicles  have  appeared.  When  they  have  formed  ihey  may 
^  powdered  with  a  little  starch,  and  protected  with  cotton-wool ;  and  if 
"*^  pain  should  continue  or  become  worse,  an  ointment  containing  opium 
™3y  be  applied  on  pieces  of  lint,  and  renewed  according  to  the  requirements 
of  the  case.  Dermatologists  are  opposed  to  the  evacuation  of  the  vesicles, 
^^^  the  author  has  observed  no  bad  results  from  such  treatment :  it  should, 
however,  be  done  with  care,  and  the  epidermis  should  remain  to  protect  the 
inflamed  base  of  the  vesicle.  If  a  tendency  to  ulceration  be  exhibited,  some 
'<'<ioform-powder  may  be  dusted  over  the  part.  When  herpes  in  the 
auditory  canal  is  attended  by  otorrhcea,  a  w^eak  solution  of  zinc  sulphate 
"^y  be  used  (zn.  sulph.  O'l — O'j,  glycerini,  aq.  dcst  aa*  lO'O),  from  ten  to 
o'teen  drops  being  poured  lukewarm  into  the  ear,  and  allowed  to  remain 
there  for  five  minutes.  A  plug  of  cotton-wool  i£  afterwards  to  be  placed  in 
^ne  auditory  canal  as  a  protection  against  external  injurious  influences. 
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7.   Eczema  of  the  External  Ear. 

The  symptoms  associated  with  ec;?ema  of  tht^  ear  difTer  somewhat 
from  those  of  the  same  affection  in  other  parts  of  the  body  in  accordance 
with  the  peculiar  anatomical  relations  of  the  auricle.  Besides  the  usual 
symptoms  of  the  disease,  others  present  themselves  in  connection  with  the 
special  aural  functions;  and  thus  these  cases  come  under  the  observation 
of  the  aurist  at  least  quite  as  commonly  as  under  that  of  the  derma- 
tologist. 

The  varieties  described  as  different  forms  of  eczema  {eczema  pustulosum, 
impetiginosum^  squamosum^  etc.)  are,  as  Hebra  has  pointed  out,  really  only 
stages  of  one  and  the  same  disease.  On  the  external  ear,  therefore^  as  on 
other  regions  of  the  body,  we  have  but  to  distinguish  an  acute  and  a  chruftic 
eczema ;  the  last  characterised  by  frequent  relapses  and  great  thickening  of 
the  integument 

Acute  eczema  of  the  auricle  is  met  with  much  more  frequently  than 
the  chronic  form.  It  occurs  in  individuals  of  all  ages  and  in  both  sexes ; 
oftener  in  early  childhood  than  in  later  years ;  and  much  more  commonly 
in  females  than  males.  Girls  during  the  establishment  of  menstruation, 
and  women  at  the  climacteric  period,  are  particularly  subject  to  the  disorder  ; 
and  the  author  has  often  observed  in  such  cases  that  with  both  ears  the 
eyelids  were  likewise  affected,  whilst  no  other  part  of  the  body  was  attacked. 
Both  ears,  or  only  one,  may  exhibit  the  disease,  which  may  involve  the 
whole  auricle,  and  extend  beyond  this  to  adjacent  parts,  or  may  implicate 
circumscribed  sections  only  of  one  or  both  ears, 

Eiiohgy. — Eczema  occurs  on  the  ear  either  as  an  independent  affection 
(eczema  idio/mthkum),  or  it  is  associated  with  some  general  ailment,  as 
scrofula,  rickets,  chlorosis,  haemorrhoids,  affections  of  the  female  sexual 
oi^ans,  etc.  (eczema  symptoinaticitin).  The  idiopathic  form  either  becomes 
developed  on  the  ear  itself  from  the  first,  or  spreads  to  this  from  the 
neighbouring  parts.  Its  cause  cannot  always  be  elucidated,  but  in  most 
cases  its  presence  may  be  connected  with  some  local  irritation  (iczema 
apiificialis).  It  may  arise  as  a  result  of  constant  scratching  or  long- 
continued  pressure  ;  from  the  application  of  acrid  substances  j  or  through 
irritation  by  morbid  discharges.  Sometimes  it  originates  through  plugging 
the  external  auditory  canal  with  coarse,  unsuitable  materials  ;  and  may 
occasionally  also  be  due  to  the  irritation  of  fungous  organisms  present 
in  the  canal.  The  author  has  repeatedly  observed  eczema  on  both  cars  in 
patients,  especially  children,  wearing  caps  made  of  coarse  material  which 
covered  the  ears.  With  their  discontinuance  the  eczema  disappeared,  and 
did  not  return.     Politzer^  also  has  observed  eczema  on  the  upper  part  of 
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the  crista  helicis  in  both  ears,  in  persons  who  slept  upon  hard  horse-hair 
pillows. 

The  suhjeciivt  symptoms  do  not  differ  notably  from  those  which  attend 
the  presence  of  eczema  on  other  parts  of  the  body,  if  the  disorder  be 
confined  to  the  auricle.  The  patient  complains  of  itching  and  a  certain 
degree  of  tension  ;  more  severe  pain  being  felt  only  when  pustules  or 
furuncles  become  developed.  If  the  more  deeply  situated  parts — c,g.^  the 
skin  of  the  external  auditory  canal  and  the  tympanic  membrane — be 
affected,  the  symptoms  manifested  may  then  have  reference  to  the  auditory 
Junction.  They  consist  of  internal  noises  of  diverse  kind  and  duration, 
and  of  deafness  in  varying  degree.  The  tinnitus  may  be  due  to  extreme 
congestion  of  the  deeper  structures  causing  continued  irritation  of  the 
terminal  filaments  of  the  auditory  ner\^e  ;  or,  as  is  probably  the  more 
common  cause,  it  may  result  from  an  excessive  accumulation  upon  the 
t>'mpanic  membrane  of  epidermic  scales,  exudation,  or  other  morbid  pro- 
ducts. Such  an  accumulation  may  increase  the  intra-auricular  pressure, 
Head  thus  to  the  occurrence  of  these  subjective  sounds. 
The  deafness  associated  with  the  eczema  may  be  occasioned  by  the 
same  changes  in  the  deeper  structures  as  may  induce  the  subjective 
auditory  sensations ;  but  it  may  also  be  referred  to  impeded  sound- 
conduction  through  the  collection  of  morbid  products  in  the  external 
auditory  canal  ;  or,  again,  to  the  changes  in  the  tympanic  membrane  itself, 
in  these  cases  the  hearing  may  possibly  become  better,  and  the  noises  in 
the  head  diminished  temporarily,  by  the  execution  of  movements  of  the 
lower  jaw,  or  by  traction  on  the  auricle,  in  consequence  of  the  increased 
space  in  the  auditory  canal  which  is  thus  for  the  moment  produced.  The 
same  result  may,  of  course,  be  brought  about  more  effectually  by  clearing 
<jut  the  meatus. 

The  objective  appearances  in  eczema  of  the  auricle  are  similar  to  those 
^the  same  disorder  in  other  regions  of  the  body.  All  possible  gradations 
m  severity  occur,  from  the  simple  red,  secreting  fissure  denuded  of  epidermis, 
^seen  especially  in  children  at  the  angle  of  insertion  of  the  auricle,  up  to 
*  condition  in  which  the  entire  auricle  appears  so  swollen  and  disfigured  as 
^  be  almost  unrecognisable,  and  covered  at  some  parts  with  crusts,  at  others 
with  vesicles,  or  scales  and  fissures*  Jn  severe  cases,  particularly  where 
roarked  inilammatory  symptoms  are  present,  the  glands  in  the  neighbour- 
hood of  the  ear  become  enlarged,  in  adults  as  well  as  in  children.  The 
author  recalls  an  instance  in  which  this  condition  in  a  patient  misled  his 
"^^cal  attendant  into  diagnosing  a  syphilitic  affection,  and  prescribing  an 
'^ unction  treatment.  In  this  case,  simple  local  measures  were  followed  by 
^"^plete  recover^\ 

But  though  the  objective  signs  as  they  present  themselves  on  the 
^wricle  exhibit  no  particular  deviation  from  the  common,  those  of  eczema 
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of  the  external  auditory  canal  and  of  the  tympanic  membrane  are  in  many 
respects  peculiar.  In  the  deeper  parts  of  the  canal,  or  on  the  drum-head, 
an  opportunity  of  observing  the  formation  of  vesicles  rarely  occurs.  They 
vanish  very  soon  in  these  situations;  the  epidermis  desquamates  very  early ; 
the  dermis  swells  to  a  greater  or  lesser  extent,  though  generally  in  an 
equable  manner ;  and  sooner  or  later  a  cloudy,  serous  discharge  appears, 
which  becomes  gradually  purulent  or  sanguineo-purulent,  especially  if 
pustules  are  developed.  The  appearances  become  then  very  similar  to 
those  of  a  diffuse  inflammation  of  the  external  auditory  canal ;  and  if  the 
auricle  in  such  a  case  should  not  likewise  be  affected,  a  doubt  as  to  the 
nature  of  the  disease  might  be  present.  If  the  case  be  of  some  duration, 
the  absence  of  perforation  of  the  tympanic  membrane  is  in  favour  of  the 
existence  of  eczema.  With  long-continued  otitis  externa  diffusa,  perfora- 
tion is  seldom  absent.  If  the  disorder  be  of  but  short  duration,  with  slight 
pain  only,  this  again  v/ould  point  to  its  being  eczematous. 

The  history  of  the  case  should  be  thoroughly  investigated,  and,  taken 
in  connection  with  the  subjective  symptoms  and  objective  signs,  will 
furnish  trustworthy  data  for  diagnosis. 

In  the  later,  so-called  desquamative  stage,  with  copious  shedding  of 
the  epidermic  scales,  the  integument  becomes  much  swollen,  whereby  the 
auditory  canal  may  be  narrowed,  or  even  occluded. 

Chronic  eczema  manifests  the  same  symptoms  as  the  acute  variety, 
being  distinguished  from  it  solely  by  the  occurrence  of  frequent  relapses 
and  by  its  prolonged  duration.  The  intensity  of  the  morbid  changes  is  no 
criterion.  In  an  acute  eczema  of  recent  date^  the  objective  signs  may  be 
strongly  marked ;  while  in  the  chronic  form  they  are  sometimes  but  slight. 
When  the  disease  is  chronic,  however,  the  skin  generally  becomes  con- 
siderably thickened. 

Prognosis. — Eczema  of  the  external  ear  is  curable,  nor  does  it  recur 
so  easily  as  eczema  in  many  other  situations.  The  constitutional  state, 
as  well  as  unfavourable  external  conditions,  will  naturally  influence  the 
progress  of  recovery. 

Treatment, — This  is  still  in  its  main  features  similar  to  that  observed 
by  the  author  whilst  Hebra's  hospital  assistant :  that  is,  it  is  symptomatic, 
but  has  special  regard  to  the  local  anatomical  and  physiological  conditions. 
In  the  first  place,  all  crusts  must  be  softened  and  removed  by  the  applica- 
tion of  lint  moistened  with  glycerine,  olive  or  almond  oil,  or  some  simple 
ointment.  The  further  treatment  is  then  to  be  regulated  in  accordance  with 
the  existing  symptoms.  Antiphlogistic  measures  must  be  adopted  with 
pain  and  severe  inflammatory  symptoms ;  for  this  purpose,  dressings  of 
Goulard  or  borax  solutions,  with  ice  if  necessary,  are  very  serviceable.  If 
these  be  not  well  borne,  simple  ointment  spread  on  small  pieces  of  linen 
and  changed  often  may  be  applied  to  the  eczematous  parts. 
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In  the  slighter  forms  of  acute  eczema  of  the  auricle,  the  application  of 
glycerine  or  a  simple  fat ;  vaseline  ;  ung.  altheae  ;  or  a  glycerine  ointment 
(glycerini  puri  25*0,  amyli  puri  S*oo),  is  usually  successful.  Care  must, 
however,  be  taken  that  the  affected  parts  come  into  prolonged  contact  with 
the  medicament.  To  this  end,  small  wads  of  charpie,  moistened  with 
glycerine,  or  pieces  of  lint  spread  with  the  necessary  salve,  are  adapted  to 
the  natural  depressions  and  projections  of  the  parts,  and  fixed  by  suitable 
bandages.  The  dressings  should  be  renewed  twice  daily,  the  accumulated 
secretion  being  then  removed  by  dabbing  the  parts  with  some  absorbent 
material. 

If  the  results  from  the  above  remedies  be  not  satisfactory,  mild 
astringent  applications  should  be  tried.  The  following  may  be  recom- 
mended :  oxide  of  zinc  ointment  (ung.  emollient.  lO'O,  oxydi  zinci  o*i — 0*3)  ; 
boric  acid  ointments  (acid,  boric.  50,  paraffini,  cerae  alb. aa  1000,  ol.  ricini 
30*00;  or  acid,  borici  5 — lO'O,  glycerini,  paraffini,  cerae  albae  aa  250, 
ol.  oliv.  q.  s.) ;  or  Hebra's  diachylon  ointment  (empl.  diachyli  simpl.,  ol. 
olivae  aa  partes  aequales ;  or  the  following  formula  :  ol.  olivae  optimae 
500*0,  lithargyri  1300,  ol.  lavand.  io*o);  or  Wilson's  oxide  of  zinc  oint- 
ment (prepared  lard  50  parts,  gum  benzoin  in  powder  i  part ;  heat  slowly 
for  20  hours  in  a  closed  vessel;  strain  through  linen,  and  add  purified 
oxide  of  zinc,  10  parts.  Mix  well  and  press  through  linen).  The  last 
ointment  may  also  be  used  mixed  with  alcohol  in  the  proportion  of  lO 
parts  of  the  unguent  to  i  of  alcohol.  Neumann  recommends  an  oint- 
ment composed  of  equal  parts  of  Wilson's  and  Hebra's.  If  recovery  does 
not  take  place  after  employment  of  the  above  remedies,  the  author  uses 
soft  soap  (sapo  viridis)  as  long  as  vesicles  and  fissures  are  perceptible. 
A  piece  is  washed  over  the  affected  part  with  water  as  long  as  a  lather  is 
formed.  If  the  process  be  painful,  cold  applications  may  be  afterwards 
made.  This  inunction  should  be  carried  out  twice  a  day,  and  continued 
until  secretion  has  ceased  and  vesicles  are  no  longer  formed  ;  and  if  these 
symptoms  reappear  the  treatment  should  be  renewed.  At  night  time  the 
affected  parts  should  be  covered  with  one  of  the  above-mentioned  fatty 
preparations. 

If  desquamation  has  set  in,  applications  containing  tar  will  be  found 
useful.  For  this  purpose,  ol.  cadini  or  ol.  rusci,  mixed  with  an  equal  pro- 
portion of  some  simple  oil,  may  be  painted  on  with  a  brush  several  times 
daily  until  a  perceptible  layer  has  accumulated.  If,  after  the  layer  has 
scaled  off,  the  desquamative  process  should  be  found  still  in  progress,  the 
paintings  may  be  repeated.  If  the  painting  be  not  well  tolerated,  the 
remedies  above  named  may  be  employed  in  the  form  of  an  ointment  (ol. 
rusci  5*o,  glycer.   2*0,   ung.  emoll.  25*0).     Neumann,^  in  cases  of  slight 


'  Lchrbuch  dcr  Hautkrankheiten,  Wien,  1880. 
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infiltration  and  desquamation,  recommends  carbolic  acid  (acid,  carbolic.  i"0, 
solve  c.  s.  q.  glycerini,  ung.  emoll.  200;  or  acid,  carbol.  lO'O,  alcohol, 
glycerin,  aa  50*0,  aq.  dest.  250*0). 

If  the  external  auditory  canal  be  implicated,  all  contained  matters 
should  first  be  removed.  With  very  adherent  accumulations  of  epidermic 
scales,  washing  out  should  not  be  persisted  in,  otherwise  the  structures 
may  be  irritated.  The  material  should  be  first  of  all  loosened  by  the 
instillation  of  a  solution  of  potash  or  of  carbonate  of  soda  in  glycerine 
(i  part  in  150);  syringing  will  then  remove  it  easily.  In  mild  cases 
without  pain  the  introduction  of  lO  to  15  drops  of  a  solution  of  sulphate  of 
zinc  in  glycerine  (zinci  s.ulph.  o*i— 05,  glycerini  500)  three  times  daily, 
will  usually  be  found  efficacious.  If  not,  the  author,  with  VoUolini  and 
Knapp^  uses  a  solution  of  nitrate  of  silver  (arg.  nit.  01 — 0*5,  aq.  fontan. 
dest.  lO'O)  for  painting  the  walls  of  the  canal.  When  severe  inflammatory 
symptoms  are  present,  the  treatment  should  be  as  for  external  otitis. 
With  great  thickening  of  the  skin  and  narrowing  of  the  external  auditory 
canal,  the  above-named  ointments  may  be  applied,  and  compression  used 
at  the  same  time.  For  this  purpose,  plugs  or  laminaria  tents  of  the  length 
of  the  canal,  and  furnished  with  a  thread  for  their  easy  withdrawal,  may 
be  introduced,  having  been  previously  smeared  with  the  desired  ointment. 
Pieces  of  compressed  sponge  may  also  be  employed  in  a  similar  way.  In 
many  instances  it  will  be  found  necessary  to  change  the  kind  of  application 
frequently,  or  to  revert  to  one  previously  used  :  this  is  especially  the  case 
with  soft  soap. 

If  with  the  local  affection,  a  general  disorder  be  likewise  present, 
remedies  suitable  to  this  should  of  course  be  employed.  With  anaemic 
individuals,  for  instance,  a  strengthening  diet  and  iron  is  indicated.  The 
author  considers  the  ferruginous  mineral  waters  containing  arsenic 
(Roncegno,  Levico)  to  be  very  useful,  and  prescribes  from  i  to  4  table- 
spoonfuls  daily  in  water.  With  scrofulous  subjects,  cod-liver  oil  may  be 
administered ;  and  in  rickets  some  preparation  of  phosphate  of  iron  (ferri 
phosph.,  calcii  phosph.  partes  aequales :  as  much  as  can  be  taken  up  on  the 
point  of  a  small  knife,  three  times  daily).  With  gastric  and  hsemorrhoidal 
affections,  alkaline  waters  may  be  given  (Carlsbad,  Marienbad,  Vichy,  etc.). 
In  relapsing  cases.  Fowler's  solution  may  be  ordered,  commencing  with  two 
drops  daily,  and  carefully  increasing  this  to  larger  doses.  It  is  advisable 
to  prescribe  some  aromatic  infusion  to  be  taken  after  each  dose. 

In  cases  of  inveterate  dry  desquamative  eczema  with  glandular  infiltration, 
Weber  recommends  an  ointment  of  white  precipitate  with  camphor,  to  be  well 
rubbed  in  twice  daily. — Toynbee  treated  chronic  eczema  of  the  ear  by  the  applica- 
tion of  emollients  after  cleansing  the  parts  with  tepid  water.     In  cases  attended 


'   "  Die  Hollenstcinbehandlung  dcs  Eczems  der  Ohrcn."     Zeitschrift  ftir  Ohrenheilkunde, 
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with  severe  pain,  he  ordered  small  pieces  of  oiled  linen  or  indiarubber  cloth  to  be 
applied. —  Wilde  painted  the  eczematous  surface  with  a  solution  of  gutta-percha  in 
chloroform.  After  this  had  scaled  off,  the  application  was  repeated  until  the  skin 
healed.  With  copious  epidermic  formation  he  used  zinc  ointment,  or  an  ointment 
of  the  nitrate  of  mercury. — Ladreit  de  Lacharn'^rc,^  for  alleviating  severe  itching, 
advises  a  wash  of  mallow  and  poppy  decoction,  the  parts  to  be  then  painted  with 
ol.  amygdal.  and  ol.  hyoscyam.  (partes  a^quales). 

8.    Acute  exanthematous  eruptions  on  the  external  ear. 

The  acute  inflammatory  affections  of  the  skin  due  to  the  contagion 
of  measles,  scarlet  fever,  and  small-pox,  implicate  also  the  auricle,  external 
auditory  meatus,  and  tympanic  membrane.  On  the  auricle  they  do  not 
usually  come  under  the  notice  of  the  aurist,  and  produce  no  disturbance 
of  function.  In  the  external  auditory  canal,  however,  and  on  the  drum- 
membrane,  acute  diffuse  inflammation  and  its  results  are  very  easily 
developed,  especially  in  small-pox,  and  must  then  be  treated  as  described 
further  on  in  otitis  externa. 

In  many  cases  it  happens,  especially  in  small-pox  and  scarlet  fever, 
that  no  abnormal  symptom  in  respect  to  the  ear  is  observed  during  the 
course  of  the  fever ;  but  that  during  convalescence,  or  still  later,  deafness 
comes  on,  with  or  without  subjective  auditory  sensations.  These  dis- 
turbances are  frequently  brought  about  by  accumulations  of  epidermis 
in  the  auditory  canal  and  upon  the  drum-head,  and  may  then  be  easily 
removed  by  syringing. 

It  is,  however,  advisable  to  first  loosen  the  adherent  accretions  by  the 
use  of  suitable  instillations,  as  otherwise  the  injection  might  induce  inflam- 
mation in  the  abnormally  sensitive  structures.  For  the  same  reason,  the 
necessary  means  should  be  adopted  after  the  termination  of  the  illness  for 
the  protection  of  the  auditory  canal  against  external  irritating  influences. 

9.  Other  morbid  processes  affecting  the  auricle. 

Amongst  such  are  to  be  enumerated :  erythema^  erysipelas^  furuncle^ 
and  perichondritis  of  the  aiincle.  These  disorders  are  due  to  similar  causes, 
and  are  to  be  treated  on  the  same  principles  as  when  present  in  other 
regions.  Erysipelas  of  the  auricle  usually  extends  from  the  face  or  scalp  ; 
sometimes,  however,  the  reverse  is  the  case,  the  auricle  being  first  of  all 
affected,  and  the  disease  then  spreading  to  the  adjacent  parts. 

Perichondritis  of  the  auricle^  especially  of  its  anterior  surface,  is  one 
of  the  most  painful  of  febrile  diseases.  When  occurring  on  the  posterior 
surface,  it  sometimes  leads  to  the  formation  of  very  large  abscesses,  and  in 
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rare  cases  the  cartilage  may  become  necrosed  and  the  dead  portion  be 
thrown  off,  with  resulting  deformity  of  the  auricle. 

Knappy^  in  speaking  of  this  condition,  lays  stress  upon  the  fact  that  the 
lobe  of  the  ear  remains  unaffected.  The  author,  however,  has  observed  several 
cases  in  which  the  lobe  also  became  inflamed.  When  the  perichondritis  is  on 
the  posterior  surface,  this  is  almost  always  the  case. 

A  case  may  here  be  mentioned  which  came  under  the  author's  observation, 
and  is  entirely  unique.  In  an  otherwise  healthy  girl  of  ten,  the  lobe  of  each  ear 
presented  a  condition  of  chronic  inflammation.  The  skin  was  intensely  red, 
moderately  swollen,  somewhat  hard  to  the  touch,  and  but  slightly  painful  on 
pressure.  The  swelling  and  redness  did  not  extend  higher  than  the  upper  margin 
of  the  lobe ;  the  rest  of  the  auricle,  and  indeed  the  whole  ear,  being  otherwise 
healthy.  The  affection  rose  without  any  known  cause  in  both  ears  at  the  same 
time,  and  when  first  seen  had  already  existed  for  two  years.  The  author  requested 
Professors  Neumann  and  Weinlechner  to  look  at  the  case,  and  they  agreed  that 
they  had  never  observed  anj'thing  similar.  They  both  also,  with  the  author, 
came  to  the  opinion  that  it  was  to  be  considered  as  one  of  chronic  erysipelas.  The 
redness  diminished  after  prolonged  use  of  Goulard  water,  but  the  ultimate  result 
remains  unknown,  as  the  patient  was  lost  sight  of. 

{^Vide  also  Ferrer  (''Case  of  idiopathic  perichondritis  of  the  left  auricle," 
Archiv  Otol.,  vol.  xix.) ;  McMahon  ('*  Two  cases  of  perichondritis  auriculae 
treated  with  the  sharp  spoon  and  drainage,'*  Ibid.)  ;  Gruening  {**  On  the  surgical 
treatment  of  diffuse  phlegmonous  inflammation  of  the  auricle,**  Ibid.) ;  Knapp 
(**  Ossification  of  the  auricle  in  consequence  of  perichondritis  sero-purulenta,**  Ibid.)\ 
Urbantschitsch,  "  Spontaneous  symmetrical  gangrene  (Raynaud's  disease)  of  the 
upper  third  of  both  auricles,"  Wiener  Klin.  Wochen.,  1890,  Nr.  23.] 

Inflammation  accompanied  by  diphtheritic  exudation  occmis  very  seldom  on 
the  auricle,  but  it  has  been  observed  by  the  author  and  others.  In  some  of  these 
cases  an  inflammatory  patch,  which  suddenly  took  on  a  diphtheritic  character,  was 
secondary  to  another  inflammatory  condition,  or  to  some  injury.  In  most  instances, 
however,  it  was  only  an  extension  of  the  same  disease,  spreading  from  the  external 
auditory  canal.  In  one  patient,  the  author  observed  an  ulcer  the  size  of  a  sixpence, 
covered  with  diphtheritic  deposit,  in  a  man  who  had  been  working  a  good 
deal  with  quicksilver.  The  symptoms  are  not  to  be  particularly  distinguished  from 
those  which  accompany  a  similar  condition  on  other  parts  of  the  integument,  and 
the  treatment  should  likewise  be  on  the  same  lines.  Like  perichondritis  with 
necrosis,  this  diphtheritic  affection  of  the  auricle  sometimes  causes  irregularities 
and  defects  of  varied  character  and  form.  As  a  result  of  the  disorder  in  question, 
the  author  has  repeatedly  seen  perforation  of  the  auricle  with  great  loss  of 
substance,  and  similar  consequences  have  been  recorded  by  Pomeroy^  JVreden, 
and  others. 


'  Perichondritis  Auriculae,"  Zeitschrift  fQr  Ohrenheilkundc,  x.  Bd. 


CHAPTER  VI. 

INFLAMMA  TION  OF  THE  SOFT  STRUCTURES  OF  THE  EXTERNAL 

A  UDITORY  CANAL, 

Clinical  observation,  no  less  than  pathological  investigation,  shows  that 
inflammatory  processes  in  the  soft  structures  of  the  external  auditory 
canal  are  not  to  be  classified  upon  an  anatomical  basis.  With  the  ex- 
ception of  the  slighter  forms  of  erythema,  which  have  their  seat  in  the 
papillary  layer  of  the  cutis,  it  is  difficult  to  make  out  any  inflammation  of 
the  canal  implicating  but  a  single  structural  layer,  or  confined  to  a  certain 
structure,  as,  for  example,  the  glands  found  there.  Several  histological 
strata  are  generally  affected  simultaneously,  and  the  clinical  aspect  of  the 
malady  is  such  as  to  correspond  with  this  fact.  For  practical  purposes, 
however,  the  different  forms  of  inflammation  to  which  the  structures 
of  the  auditory  canal  are  subject  may  be  divided  into  two  classes — viz., 
(i)  Circumscribed  inflammation  (otitis  externa  circumscripta),  and  (2)  Diffuse 
inflammation  (otitis  externa  diffusa).  In  the  former,  the  morbid  changes 
involve  only  the  canal  proper ;  in  the  latter,  the  tympanic  membrane  is 
likewise  affected  (Von  Tr6ltsch). 

I.  Circumscribed  inflammation  of  the  external  ear  (Otitis  externa 
circumscripta^  Follicular  inflammation,  Furuncle). 

Furuncular  inflammation — />.,  inflammation  in  the  cutis  and  the 
subcutaneous  areolar  tissue,  limited  to  a  small  area,  and  leading  to  the 
formation  of  an  abscess — is  frequently  seen  in  the  external  auditory  canal. 
This  is  probably  to  be  accounted  for  by  the  numerous  glands  here 
present ;  for  it  is  apparently  those  parts  of  the  skin  in  which  considerable 
secretion  takes  place  that  are  peculiarly  liable  to  this  disease,  the  develop- 
ment of  which  may  possibly  be  favoured  by  retention,  or  otherwise 
anomalous  conditions  of  the  gland  products. 

The  circumscribed  inflammation  of  the  external  auditory  canal  makes 
its  appearance  sporadically,  or  much  more  rarely  epidemically.     Bounafont^ 
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may  be  caused  by  the  comact  of  putrid  substances  with  the  skin  lining 
the  meatus*  In  this  way  may  be  explained  the  frequency  with  which 
furuncle  occurs  in  persons  who  have  much  to  do  with  the  handling  of 
decomposing  animal  matter ;  as,  for  instance,  tanners,  butchers,  and 
scavengers.  Lastly  are  to  be  mentioned  the  micro-organisms  present  and 
sometimes  growing  in  the  canal,  which  may  occasion  the  development  of  a 
circumscribed,  although  much  more  often  of  a  diffuse  inflammation. 


^H      We  owe  to  Wreden  the  first  complete  clinical  account  of  fungi  in  the  ear,  and 

the  morbid  changes  dependent  on  them.     In  his  monograph  '  will  be  found  an 

accurate  description  of  them,  and  of  the  affections  of  the  external  auditory  canal 

due  to   their   presence.      Before    Wreden^  Mayer^  Pacini,^  Schtvartze  and  the 

author  had  described  fungi    found  in  the  ear.     Schwartze  had   drawn   attention 

to  the  possibility  of  the  occurrence  of  an  inflammation  occasioned  by  iheir  growth 

^^ia  the  canal ;  but  the  fact  itself  was  first  confirmed  by  the  arduous  labours  of 

^^p^redem.     He,  however,  thought  that  they  caused    only  an  inflammation  of  the 

^■ympanic  membrane  ;  but  it  is  now  known  that  the  auditor}^  canal  may  also  be  the 

^■beat  of  such  an  inflammation,  and  this  fatTt  has  been  tnarked  by  the  usu  of  the  term 

^^  otitis  parasitica.     The  fungi  are  generally  present  in  the  deeper  parts  of  the  auditory 

canaU  and  on  the  tympanic  membrane.      They  are   usually   found    mixed    with 

epidermic  scales  and  other  substances  present  in  the  canal,  such  as  cerumen,  hairs, 

^or  exudation,  in  the  form  of  membranous  or  conglomerated  masses,  and  hetray 

heir  presence  by  variously  coloured  spots  or  a  peculiar  coloration  of  the  whole — 

jeep  brown,  yellowish,  greenish,  or  reddish.    The  varieties  most  often  seen  by  the 

luthor  have  been  the  different  kinds  of  aspergiilus  and  mucor  mucedo* 

According  to  Bt4rtiett^  all  the  fungi  met  with  in  the  ear  belong  to  the  arthro- 
ores.     The  varieties  which  occur  are : — AspergiUus  nig€t\  aspergillus  glaucus 
ind  flams  ;  mucor  mucedo  and  mucor  racemosus  {Bezoid) :  ascophora  tlegans  : 
richothecium     roseum ;     microsporon   furfur    {Kirchner):     and    eurotinus 
tpens  [Siebenmann).     Various  fungi  are  frequently  obser\'ed  in  the  same  ear ; 
lius,   the  author  has  not  seldom  seen  aspergiliiis  with   penicillium,   or  different 
Idnds  of  aspergillus  present  together.     CasseU's^  stalementp   according  to  which 
spergiUus  occurs  outside  the  human  body  always  along  with  penicillium,  but  in 
he  human  ear,  on  the  contrary',  always  alone,  is  opposed  to  the  author's  observa- 
*  lions.     The  spores  of  these  fungi  are  found  everywhere,  suspended  even  in  the 
atmosphere  of  rooms  ;  therefore  no  special  condition,  as  a  damp  house,  is  neccs- 
^^^r>'  to  explain  the  occurrence  of  otomycosis.^' 

^f       The  question  as  to  whether  the  presence  of  these  fungi  is  per  st  sufficient  to 
bring  about  inflammation  appears  up  to  the  present  to  have  been  answered  by 


'  *'  Die  M>Tin^oiiiiko5is  aapcr^illiiia  und  ihre  Bedeutung  fOr  das  GehOrorgan,"  St.  Peters- 
burg, lS68;  aiso  in  the  Archiv  (\\r  Ohrenheilkund«y  iii.  Bd.,  and  in  the  Monatsschrifl  fOr 
'Dhrcnheilkimdc,  i,  Jahrg.,  Nr.  I, 

-  '*  Dcobachlungcn  von  Cysten  mit  Fadenpilzen  aus  dcm  Susscren  GchOrgangc/*  Mflltcrs 
Archiv,  1844,  S.  401,  Taf.  x. 

*  "Supra  una  mutfa  parasitica — Mucedo^nelcondotto audit. esternoi'*  FircnzCt  1851^  S.  7. 
Amcr.  Journ,  of  OtoL,  i.  1S79* 
Glasgow  Med.  Journ,,  January  1S75. 

Sitbrttnmntt^  •'  Die  Fadenpike,  Asf>ergillu5  flavus^  niger  und  fumigaiuSi  Enrottnus 
cpcns  und  ihrc  Bciiichungcn  zur  Otomycosii  aspergillina/'  Zeitschrift  fflr  Ohrenhcilkunde, 
cii.  Bd. —  Crtssw€li  Bobrr  (brit,  Med.  Journ,,  1S79)  found  small  black  bodies  in  the  walcr  with 
vhich  an  car  had  been  syringed »  which  proved  under  the  microscope  to  be  mycelium  and 
ores  of  penicillium*  On  closer  examination  it  turned  out  that  they  were  derived  from  the 
Iher  sticker  of  the  syringe.     This  is  mentioned  as  a  caution  in  diagnosis. 
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|)ower  of  loosening  the  epidermis  and  producing  an  irritation  of  the  parts,  especially 
of  the  tympanic  membrane,  of  sufficient  intensity  to  bring  about  an  inflammation* 
This  would  arise  still  more  readily  if  the  gemas  came  into  contact  with  an  injured 
surface.  Politzer^  observed  a  case  in  which  large  accumulations  of  aspergillus 
were  present  in  the  canal  without  a  trace  of  inflammation.  By  way  of  experiment 
he  made  a  small  incision  in  the  skin,  whereupon  an  inflammatot)^  infiltration  was 
induced,  which  only  disappeared  at  the  end  of  a  fortnight. 

According  to  Siebcnmann  and  Burnett^  the  influence  of  cerumen  is  opposed  to 
the  development  of  fungi.  Decomposing  pus  is  likewise  said  to  be  unfavourable 
to  gfermination,  on  account  of  the  presence  of  ammonia  and  sulphide  of  ammonia, 
due  to  the  decomposition.  The  instillation  of  oil,  on  the  other  hand*  is  said  to  favour 
their  growth.  Mucus  and  mucous  membranes  are  stated  by  Siebenmann  to  be 
unfavourable  media  for  the  growth  of  aspergillus*  Burnett,'  however,  observed, 
in  a  patient,  in  whom  a  perforation  of  the  tympanic  membrane  remained  after  a 
purulent  inflammation  of  the  middle  ear,  that  some  weeks  after  the  otorrhcea  had 
ceased,  a  recurrence  of  the  inflammation  took  place,  and  a  quantity  of  aspergillus 
glaucus  was  found  in  the  purulent  masses  which  were  removed  from  the  tympanic 
cavity.    The  inflammatory  symptoms  disappeared  only  after  the  use  of  alcohol. 

Cocco'bactcria  play  also  an  important  part  in  the  inflammator)'  processes 
occurring  in  the  ear.  According  to  the  investigations  of  Liiwenberg^^  the  coccus 
of  furuncle  is  morphologically  different  and  larger  than  that  associated  with  any 
other  otorrhcea.  Cocco-bacteria  adhere  very  readily  to  cerumen,  and  if  exudation 
into  the  auditory  canal  takes  place,  the  conditions  are  very  favourable  for  their 
development  Ldwenberg  explained  the  extension  of  the  inflammatory  process  by 
the  penetration  of  the  micro-organisms  into  the  migratory  cells,  whereby  they  are 
Conveyed  to  other  parts» 

Kirchner  *  found  the  Staphylococcus  Pyogenes  albus^  described  by  Rosenbach, 
in  furuncles  situated  in  the  external  auditory  canal,  of  which  he  made  pure  cultiva- 
tions both  in  gelatine  and  agar-agar.  Inoculations  of  these  on  white  mice  produced 
abscesses,  whilst  on  rabbits  they  gave  negative  results.  Rosenbach,  however, 
considers  staphylococcus  pyogenes  albus  to  be  the  pathological  cause  of  abscess 
formation,  and  explains  the  peculiar  tendency  to  the  recurrence  of  furuncles  in  the 
ear  by  invasion  of  the  connective  tissue  by  the  micro-organisms. 

Course  of  the  disease. — The  subjective  symptotw?^  of  otitis  ext.  circum- 
scripta vary  in  accordance  with  the  site  and  intensity  of  the  inflammation. 
The  disorder  is  very  often  attended  with  fever,  especially  if  it  affects  the 
deeper  portion  of  the  auditory  canal.  Very  sensitive  individuals,  and 
those  also  who  are  plethoric,  are  more  likely  to  exhibit  acute  febrile 
syroptoms.  At  the  commencement  of  a  severe  furuncular  inflammation,  or 
v^hen  suppuration  sets  in,  children  and  such  persons  may  even  become 
delirious  from  this  cause.  From  the  vomiting  which  occurs  so  readily 
in  children  under  these  circumstances,  such  cases  may  be  mistaken  for 
meningitis  by  practitioners  unaccustomed  to  examine  the  ear.  The  nearer 
the  disease  is  to  the  entrance  of  the  external  auditory  canal  the  slighter,  as 

•  l^hrbuch  der  Ohrenhdlkunde,  S.  960. 

'  Report  of  the  First  Congress  of  the  American  OtologicAl  Society* 

'  '*  Untcrsu Chung  Qber   Auftretcn    utid    Bcdeutung  von    Coccobacterien  bei    eiterigem 

Ohrcnilusse,  und  Qber  die  durch  ihre  Gegenwart  bedingten  therapeuttschen  Indicationen.*' 

2eilschrift  fur  Ohrenheilkundc,  x.  Bd. 

*  '* Zur  Pathologic  der  Fiirunkeln  des  fiusseren  GehOrgangea,"  Separatabdruck,  1885. 
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iment  in  the  negative.  No  infiammat- 
ig  aspcrgillus  into  the  auditory  canal 
It,  however,  is  not  inconsistent  with  tli- 
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Aspergrillus  flavus  (  x  loo  diameters). 
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correspondence  with  an  increase  or  decrease  of  pain  without  any  other 
obvious  cause.  The  tinnitus  may  continue  during  the  whole  course  of 
the  disease,  and  even  until  after  the  disappearance  of  all  the  morbid 
changes*  Usually,  however^  it  is  periodical  only,  and  is  ruadrly  explained 
by  the  causes  above  mentioned.  Very  frequently  indeed  the  disorder 
runs  its  entire  course  without  any  noises  being  present  at  all. 

The  objective  changes  are  more  important  from  the  point  of  view  of 

diagnosis  than  the  subjective  symptoms,  and  special  attention  must  there- 

fore  be  paid  to  them.     In  isolated  cases  no  other  alteration  may  at  first 

be  recognised  beyond  a  slight  yellowish-red  discoloration  of  the  skin,  even 

thotigh  much  pain  and  fever  are  present.     In  such,  the  extreme  sensibility 

on  examination  is  a  much  more  marked  feature  than  any  visible  change  in 

the  parts.      In  the  majority  of  instances,  however,  there  may  be  noticed 

even   at   this  early  stage  of  the   affection  a  more  or   less  circumscribed 

redness    and  swelling  of   the  integument  at  one  or  more  points  in  the 

auditory    canal.       The   redness   varies   according  as  its   site    is  in    the 

cartilaginous   or   osseous   portions   of   the   canal,  and   according   as  the 

principal    seat  of  inflammation    is  in    the  skin  proper  or  in  the  deeper 

tissues.      In  the  osseous  region,  the  hypera?mia  is  more  intense  than  in 

the  cartilaginous  portion.     When  the  former  is  affected,  its  colour  imparts 

to    the    tympanic    membrane   a   light-violet  shade.      The  surface  of    the 

inflamed  part  often  acquires  in  a  short  time  a  somew*hat  moist  (succulent) 

appearance,  and  is  covered  here  and  there  with  swollen  epidermic  scales, 

which  are  generally  closely  adherent  to  the  skin. 

Suppuration  having  commenced,  the  inflammation  becomes  more 
circumscribed.  Even  when  the  redness  and  swelling  had  been  previously 
diffused,  the  latter  takes  an  elongated  or  roundish  form,  varying  in  size 
from  that  of  a  bean  to  a  hazel-nut,  and  generally  larger  in  the  carti- 
laginous portion  of  the  canaL  In  this  a  distinct  focus  of  suppuration 
can  at  this  stage  seldom  be  recognised,  and  the  lumen  of  the  canal  is 
often  so  much  narrowed,  especially  if  several  abscesses  are  developing 
simultaneously,  that  the  deeper  parts  cannot  be  seen.  Sometimes  at 
this  stage  it  cannot  be  said  whether  a  circumscribed  or  a  dtflfuse 
inflammation  is  present. 

In  severe  cases,  haemorrhage  from  rupture  of  small  vessels  occurs, 
either  at  an  early  period,  or  more  often  at  a  later  stage.  When  such 
extravasations  take  place  beneath  the  epidermis,  larger  or  smaller  vesicles 
of  a  Hvid  colour  appear,  and  on  rupture,  or  when  punctured,  the  contents 
discharge  themselves  into  the  canal,  and  the  vesicle  collapses.  The 
author  cannot  agree  that  this  phenomenon  in  itself  justifies  the  description 
of  a  distinct  disorder,  "  Oiiiis  exUrtm  hmmorrlmgka^'  as  given  by  PoiiUer,^ 


l.chrbtich  dcr  Ohrcnheilkunde.  S.  687. 
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but  considers  the  haemorrhage  merely  an  accident  of  the  inflammatory 
process,  such  as  may  not  seldom  be  observed  in  other  parts.^ 

In  most  cases,  the  structures  in  the  immediate  neighbourhood  of 
the  ear  become  affected  secondarily.  Thus  the  lymphatic  glands  in  the 
vicinity  become  swollen,  chiefly  those  found  in  the  substance  of  the 
parotid.  The  glands  between  the  angle  of  the  jaw  and  the  mastoid 
process  are  apt  to  enlarge  and  become  painful  and  very  sensitive  to 
pressure.  The  parts  near  the  ear,  especially  in  the  mastoid  region, 
may  become  red,  swollen,  and  cedematous.  The  oedema  is  par- 
ticularly liable  to  be  seen  in  persons  who  have  much  fat  in  the 
neighbourhood  of  the  auricle,  and  appears  very  readily  in  the  parotid 
region;  less  frequently  about  the  mastoid  process,  where  h3rperaemia  is 
on  the  other  hand  more  prone  to  extend.  If  the  swelling  in  the  auditory 
canal  does  not  subside,  suppuration  sets  in, — in  many  cases  in  the  course 
of  twenty-four  hours.  Usually  pus  begins  to  be  evacuated  after  from 
two  to  three  days,  but  sometimes  somewhat  later ;  and  then  a  discharge, 
generally  tinged  at  first  with  blood,  is  found  in  the  auditory  canal. 
According  to  its  amount  and  consistence,  it  either  collects  there  in 
greater  or  smaller  quantity,  or  it  flows  away,  causing  sometimes  excoria- 
tions or  artificial  eczema  of  the  adjacent  parts  of  the  auricle,  especially 
in  delicate  strumous  children.  If  the  seat  of  the  abscess  be  near  the 
orifice  of  the  meatus,  or  on  the  tragus  or  antitragus,  the  discharge  soon 
ceases  after  the  evacuation  of  the  abscess,  or  is  reduced  to  a  minimum. 
When,  however,  the  swelling  is  in  the  osseous  portion  of  the  canal,  the 
exudation  is  apt  to  be  much  more  protracted,  and  the  abscess  cor- 
respondingly long  in  healing  up.  Sometimes  large  sloughs  of  connective 
tissue  and  membranous  structures  are  thrown  off",  smaller  fragments  of 
the  dead  tissue  passing  off"  imperceptibly  with  the  discharge. 

Hribar  *  saw  a  case  of  spontaneous  evacuation  of  an  abscess  in  the  auditory 
canal,  in  which  the  pus  was  discharged  into  the  mouth  through  the  duct  of  the 
parotid  gland. 

When  the  disorder  affects  the  deeper  parts  of  the  auditory  canal, 
there  are  usually  several  abscesses  which  form  and  come  gradually  to 
maturity,  and  in  this  way  prolong  the  painful  period.  Less  frequently, 
the  suppuration  continues  from  an  abscess  which  has  already  discharged. 
This  does  not  depend,  according  to  the  author's  view,  upon  any 
special  state  of  the  patient,  but  rather  upon  the  locality  of  the  disease. 
Certain  sections  of  the  auditory  canal  appear  to  favour  prolonged 
suppuration  more  than  others,  on  account  of  their  peculiar  anatomical 
structure,   but  chiefly  through    their   proportionately  greater  vascularity. 

'  [Gorhtifit  Bacon  (Archiv  Otol.,  vol.  xix.,  p.   i);  Rohrcr,  " Otitis  externa  hsemorrhagica 
bullosa."     Monatsschritt  fiir  Ohrenheilkundc,  xxv.  Jahrg.,  S.  248.] 
^  Wiener  medicinischc  Piesse,  1871. 


INFLAMMATION  OF  THE  SOFT  STRUCTURES,  253 

Thus,  inflammatory  processes  occurring  in  the  upper  parts  of  the 
canal  are,  as  a  rule,  more  obstinate,  and  attended  with  more  severe 
symptoms  than  when  situated  in  the  lower  parts.  The  author  is 
disposed  to  attribute  this  mainly  to  the  presence  of  larger  vessels  in  the 
superior  wall,  and  also  to  the  fissurae  tympanico-squamosae  found  there, 
in  which  deeper  foci  of  inflammation  may  be  readily  set  up.  Should 
inflammatory'  processes  in  the  immediate  vicinity  of  the  drum-membrane 
lead  to  abscess  formation  extending  to  that  structure,  tedious  suppuration 
is  likely  to  be  established. 

When  suppuration  has  once  ceased,  the  swelling  of  the  structures 
which  accompanies  it  usually  disappears  in  the  course  of  a  few  days, 
followed  by  a  more  or  less  abundant  desquamation  of  the  epidermis, 
and  generally  also  by  an  increased  secretion  from  the  ceruminous  glands. 
This  increase  of  secretion  is  possibly  connected  with  augmented  vascu- 
larity associated  with  the  inflammatory  process,  and  is  at  this  period 
the  more  noticeable  because  the  cerumen  had  previously  passed  away 
with  the  discharges,  or  was  retained  in  the  glands  from  temporary 
closure  of  their  excretory  ducts.  In  exceptional  cases,  especially  in  delicate 
children,  but  also  in  healthy  adults,  granulations  form  round  the  edges 
of  the  abscess-opening.  They  grow  very  rapidly,  but  in  some  instances 
soon  disappear ;  though  in  others  they  may  persist,  and  then  require 
suitable  surgical  treatment. 

Circumscribed  inflammatory  processes  in  the  external  auditory  canal 
usually  run  an  acute  course,  but  no  other  disease  of  the  ear  is  so  prone 
to  recur.  When  a  disposition  to  the  affection  exists,  attacks  may  occur 
from  certain  causes  or  at  certain  times  for  many  years.  The  course  of 
the  inflammation,  which  otherwise  lasts  some  weeks  at  the  most,  may 
in  this  way  become  protracted,  and  acquire  a  more  chronic  character. 
Such  rare  cases  are  distinguished  by  absence  of  pain  and  fever,  with 
long-continued  discharge.  They  usually  depend  upon  some  dyscrasia,  or 
upon  some  injurious  external  cause,  and  in  the  majority  of  instances 
acquire  the  character  of  diffuse  inflammations  after  a  longer  or  shorter 
period.  Abundant  granulations  are  generally  developed  at  the  seat  of 
suppuration,  and  sometimes  proliferate  so  luxuriantly  as  to  fill  up  the 
greater  part  of  the  canal  and  look  like  a  polyp.  At  times  also  obstinate 
ulceration  results. 

As  a  rule,  a  circumscribed  inflammation  of  the  auditory  canal  remains 
limited  to  the  soft  structures,  though  perhaps  new  inflammatory  centres 
may  become  developed.  Under  certain  circumstances,  however,  the  bones 
or  structures  of  the  cranial  cavity  may  become  affected,  and  a  much  more 
serious  condition  may  then  arise.     This  will  be  referred  to  later. 

Propagation  of  the  inflammation  to  adjoining  structures  is  greatly  favoured  by 
certain  anatomical  or  pathological  conditions.     Thus,  towards  the  parotid  gland 
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that  the  author  no  longer  practises  scarification,  as  was  previously  done 
almost  without  exception  in  the  stage  of  hyperaemia  before  the  establish- 
ment of  suppuration. 

For  the  purposes  of  scarification,  or  for  the  opening  of  abscesses,  an 
instrument  resembling  a  tenotomy  knife,  as  represented  in  the  accompanying 
figure,  is  most  convenient.  Scarification  should  be  carried  out  by  incisions 
from  within  outwards,  from  I  to  2  cm.  in  length,  through  the  inflammatory 
swelling,  and  also  along  the  other  parts  of  the  canal.  The  reduction  of 
the  hyperae-mia  by  the  depletion  may  be  maintained  by  careful  injection 
of  lukewarm  water  for  the  removal  of  coagula.  In  many  cases,  the  pain  is 
alleviated  by  the  diminution  of  tension  thus  brought  about ;  and  even 
suppuration  obviated,  if  the  incisions  have  been  made  sufficiently  soon.  The 
incisions  should  be  deep  enough  to  reach  the  perichondrium  or  periosteum. 
No  ill  result  follows  the  wounding  of  these  structures  in  this  method  of 

f"«g-  99. 

Instrument  for  scarification ,  or  incising  abscesses  in  the  auditory  canal  (half  the  ordinary  size). 


operation.  It  is  well  to  apply  afterwards  a  moderate  degree  of  pressure 
to  the  parts  by  introducing  a  moist  plug  into  the  canal  ;  but  care  should 
be  taken  that  the  compression  is  not  so  great  as  to  cause  pain.  Some- 
times the  whole  inflammatory  process  is  curtailed  by  this  treatment ;  no 
suppuration  takes  place,  the  swelling  subsides,  and  the  incisions  heal  by 
first  intention. 

As  an  abortive  measure  with  the  object  of  destroying  the  micro- 
organisms associated  with  the  furuncular  inflammation, //w7^r  and  IVeher-Lkl 
recommend  the  subcutaneous  injection  of  a  few  drops  (two  to  four)  of  a 
S  per  cent,  solution  of  carbolic  acid.  The  puncture  should  be  from  i  to  2 
mm,  in  depth  at  the  most  prominent  part  of  the  swelling.  According  to 
Weber*Liel,  the  pain  abates  in  about  a  quarter  of  an  hour;  and  he  advises 
instillations  of  spirit  to  be  then  employed  in  about  three  hours'  time,  and 
repeated  every  two  hours.  With  more  pronounced  cases,  or  w^hen  several 
abscesses  are  present,  the  carbolic  acid  injections  should  be  repeated. 
This  may  be  done  on  the  same  day  as  the  first,  and  with  an  8  per  cent, 
solution,  if  the  pain  has  not  been  relieved.     A  severe  smarting  or  burning 


256 


1>/S£AS^S  OF  THE  EAR, 


pain,  which  may  last  for  an  hour  or  two^  arises  after  the  stronger  injection  ; 
but  the  inllammation  then  usually  begins  to  subside^  and  a  feeHng  of 
increased  tension  only  remains,  lasting  usually  for  some  days. 

Schwarize  ^  asserts  that  the  inflammation  may  be  arrested  by  a  strong 
application  of  nitrate  of  silver  to  the  walls  of  the  auditory  canal,  as  in  the 
case  of  incipient  whitlow.  Urbanischiisch  believes  that  the  process  may 
at  an  early  stage  be  cut  short  by  a  kind  of  massage  of  the  aflected  parts- 
For  this  purpose  he  recommends  pressure  to  be  exercised  by  means  of 
friction  or  tampons,  and  the  latter  may  be  covered  with  a  little  ung. 
cinereum  {Schalie').  Ordinary  drainage  tubing  may  also  be  employed 
instead  of  tampons  {Pomcroy^)^ 

If  subcutaneous  injection  of  carbolic  acid  be  not  adopted,  IVehcr-Liei^ 
recommends  the  following  measures:  The  ear  is  first  to  be  well  bathed 
with  a  solution  of  bicarbonate  of  soda  in  spirits  of  wine  (i  in  60)  ;  then 
dried  Avlth  cotton-wool  or  brushes,  and  afterwards  instilled  with  alcohol,  to 
which  a  little  perchloride  of  mercury  may  be  added  ( i  to  1500).  This  is  to 
be  poured  into  the  auditory  canal,  and  allowed  to  remain  there  for  from  half 
an  hour  to  an  hour  Congestion  ^ind  pain  are  relieved  by  this  treatment  by 
the  withdrawal  of  water  from  the  tissues.  It  isj  however,  only  efficacious 
in  cutting  short  the  process  w^hen  employed  early ;  at  a  later  stage  it  only 
mitigates  the  symptoms. 

If  the  pain  continue,  leeches  may  be  applied,  or  cold  compresses  in 
conjunction  with  anodynes.  The  leech  should  be  applied  just  in  front  of 
the  tragus^  rather  than  in  the  canal.  If  used  in  the  latter,  in  which  case 
the  drum-membrane  must  of  course  be  protected  by  a  plug,  erythema  or 
suppuration,  and  even  ulceration,  is  apt  to  follow.  If  more  leeches  be 
considered  necessary,  some  of  them  may  be  placed  a  little  below  the  mastoid 
process,  where  a  temporary  depletion  of  the  vessels  in  the  region  of  the 
stylo-mastoid  foramen  will  often  have  a  beneficial  result.  The  number  of 
leeches  applied,  the  duration  of  the  bleeding  after  their  removal,  and  the 
repetition  of  this  treatment^  are  matters  to  be  regulated  in  accordance  with 
the  particular  circumstances  of  the  case.  In  aneemic  patients,  the  use  of 
Heurteloup's  artificial  leech  may  sometimes  be  advantageous  ;  but,  on  the 
other  hand,  cases  occur  in  which,  on  account  of  the  extreme  congestion 
and  symptoms  of  cerebral  pressure,  even  venesection  may  be  indicated. 

If  the  above  treatment  should  fail  to  reduce  the  inflammation,  it  should 
be  our  ahn  to  hasten  the  suppurative  process,  and  to  evacuate  the  pus. 
To  this  ^nd^  when  the  inflammation  is  deeply  situated,  it  is  advisable  to 
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introduce  tepid  emollient  and  anodyne  solutions  frequently  into  the  auditory 
canal.  The  author  usually  employs  a  lukewarm  decoction  of  poppy-heads 
with  a  little  laudanum,  as  recommended  by  Bonnafont )  or  plain  tepid 
water  containing  a  little  laudanum  or  morphia  may  be  tried.  They  should 
be  poured  into  the  canal  every  half-hour,  and  allowed  to  remain  there  for 
some  minutes,  the  meatus  being  afterwards  plugged  with  cotton-wool. 

If  the  disease  be  localised  in  the  cartilaginous  portion  of  the  canal,  the 
introduction  of  plugs  of  cotton-wool  moistened  with  warm  solutions  is  very 
grateful  to  the  patient.  The  author  employs  usually  a  solution  of  acetate 
of  lead  and  acetate  of  morphia  (i  part  of  each  in  500  of  water).  The 
cotton-wool  soaked  in  this  is  inserted  into  the  ear,  and  then  covered  up 
with  a  dry  piece  of  wool.  Every  quarter  of  an  hour  or  half-hour,  when 
the  application  has  become  cool,  it  may  be  renewed.  The  use  of  hot 
vapours  has  been  long  and  properly  abandoned,  as  also  the  employment 
of  poultices  to  the  entire  surface  of  the  ear.  From  the  latter,  inflammation 
of  the  parotid  gland  and  perichondritis  in  the  mastoid  region  are  very 
prone  to  result.-  These  affections,  which  are  very  liable  to  occur  in 
association  with  circumscribed  inflammations  in  the  canal,  may,  on  the 
other  hand,  be  easily  prevented  by  the  direct  employment  of  cold  applica- 
tions at  the  commencement  of  the  disorder.  For  this  purpose  a  Leiter's 
cooling-apparatus  is  well  adapted,  as  it  may  be  constructed  so  as  to  leave 
the  auricle  free.  If  this  be  not  at  hand,  a  cold  compress  in  the  form  of  a 
horseshoe  round  the  ear  may  be  used.  It  should  not  be  placed  upon  the 
auricle  itself,  but  made  to  cover  the  parotid  and  mastoid  regions.  When 
the  pain  is  very  severe,  narcotic  preparations  may  be  applied  locally  or 
administered  internally.  An  ointment  containing  morphia  acts  exceedingly 
well  (morph.  muriat.  o*i — 0*2  ad  io*o  vaseline).  Veratrine  in  glycerine  is 
also  efficacious  (i  to  100),  or  chloroform  or  sulphuric  ether  in  ol.  hyoscyami 
(4'0 — lO'O  to  20*o)  may  be  rubbed  over  the  skin  in  the  vicinity  of  the  ear. 
In  very  obstinate  cases,  when  the  pain  is  so  severe  as  to  prevent  sleep  at 
night,  hypodermic  injections  of  morphia  may  be  given.  Unfortunately, 
however,  the  pain  is  sometimes  increased,  from  the  nausea  or  vomiting 
which  they  occasionally  produce. 

Urbantschitsch  states  that  the  application  of  a  strong  induced-current 
for  from  five  to  ten  minutes  has  a  marked  effect  in  allaying  the  pain.  One 
pole  should  be  placed  on  the  tragus,  the  other  on  the  neck.  He  also 
recommends,  for  the  same  purpose,  the  application  of  a  few  drops  of  a 
solution  of  morphia  in  glycerine  to  the  inflamed  portion  of  the  auditory 
canal. 

In  certain  cases,  especially  in  otitis  parasitica,  the  pain  may  be  best 
relieved  by  an  alcohol  ear-bath.  The  whole  auditory  canal  is  filled  with 
rectified  spirits  of  wine,  which  is  allowed  to  remain  for  ten  or  fifteen 
minutes.     This  treatment  sometimes  succeeds  when  the  pain  has  defied 
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this  purpose.  Levi  ^  employs  a  concentrated  solution  of  nitrate  of  silver 
(i  to  10).  This  solution  is  poured  into  the  ear  four  days  in  succession. 
From  the  third  day  the  ear  is  syringed  with  a  carbolic  solution  (i  :  200). 
If  the  use  of  an  astringent  solution,  in  a  case  of  profuse  suppuration, 
has  been  persevered  in  for  a  long  while  unsuccessfully,  the  remedy  should 
be  changed.  It  sometimes  happens  that  a  substance  thought  to  be  less 
suitable  acts  better  than  the  one  employed.  A  weak  solution  also  will 
sometimes  check  the  discharge  where  a  stronger  one  ©f  the  same  substance 
increases  it. 

In  cases  of  otitis  externa,  unassociated  with  pruritus  and  eczema, 
tepid  ear-baths  with  a  I  per  cent,  solution  of  sulphurated  potash,  during  the 
intervals  between  the  inflammatory  attacks,  are  said  by  Schwartze  to  bring 
about  a  cure  in  the  most  obstinate  cases.  A  patient,  who  suffered  from 
furuncle  282  times  between  the  years  1861  and  1878,  remained  free  from 
any  attack  for  four  years  by  following  this  treatment. 

If  pain  should  still  be  present  with  a  profuse  discharge,  great  care 
should  be  used  in  employing  stimulating  applications ;  and  if  adopted  at  all, 
it  is  well  to  combine  them  with  some  anodyne.  In  many  cases,  it  is  advis- 
able to  use  plugs  soaked  in  the  required  solution,  especially  when  the  canal 
is  so  narrowed  by  swelling  that  the  ordinary  instillation  can  with  difficulty 
reach  the  deeper  parts. 

Before  the  introduction  of  any  remedy  into  the  auditory  canal,  this 
should  be  cleansed  out  as  completely  as  possible.  Immoderate  syringing 
is  however  to  be  avoided,  especially  as  neither  patients  nor  their  friends 
rarely  understand  how  to  do  it  properly  and  with  discretion. 

Inflammatory  swelling  of  the  structures  of  the  auditory  canal  some- 
times remains  for  a  long  time  after  the  discharge  has  ceased.  If  it  does 
not  impede  the  conduction  of  sound,  no  interference  is  indicated ;  but  if 
the  hearing  should  be  affected  by  the  condition,  an  attempt  may  be  made 
to  promote  absorption  by  the  use  of  charpie  plugs  or  laminaria  bougies. 
After  the  inflammatory  symptoms  have  disappeared,  a  more  abundant 
formation  of  epidermis,  as  well  as  an  increased  activity  of  the  ceruminous 
glands  may  be  ordinarily  observed.  Secondary  subjective  symptoms  may 
arise  from  an  accumulation  of  such  matters,  but  cease  with  their  removal 
by  simply  syringing  out  the  canal.  It  is  well  to  call  the  attention  of  the 
patient  to  this  point  beforehand. 

Voifolini^  recommends  the  administration  of  Fowler's  solution  with  the  view 
of  preventing  recurrences ;  he  further  advises  the  external  auditory  canal  to  be 
painted  over  with  a  solution  of  nitrate  of  silver  twice  a  week,  and  the  use  of  cold 
baths  in  the  summer,  and  cold  frictions  in  the  winter. 


'  "  Ann.  des  Mai.  de  I'Oreille,  etc.,"  2. 

-  Monatsschrift  fQr  Ohrenheilkundc,  xi.  Jahrg.,  Nr.  7. 
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II.  Difhse  Inflammation  in  the  External  Auditory  Canal  (Otitis 

externa  difinsa). 

Diffuse  inflammation  of  the  auditory  canal  is  distinguished  from  the 
circumscribed  form  by  the  fact  that  it  is  not  confined  to  the  structures  of  the 
canal,  but  extends  also  to  the  tympanic  membrane.  Like  the  circumscribed 
inflammation,  however,  the  diffuse  process  attacks  simultaneously  several 
histologically  separate  tissues,  so  that  a  classification  upon  a  structural 
basis  cannot  be  readily  made.  Erythema  excepted  (and  that  comes  but 
seldom  under  treatment),  an  inflammation  of  the  canal  rarely  occurs 
which  does  not  affect  several  tissue-layers  at  the  same  time. 

Etiology, — The  causes  which  occasion  an  attack  of  otitis  externa 
diffusa  are  similar  to  those  which  may  bring  about  a  circumscribed  in- 
flammation in  the  external  auditory  canal.  Sometimes  it  is  developed  out 
of  a  circumscribed  process,  and  very  often  the  condition  is  associated  with 
inflammatory  attacks  in  the  deeper  structures  of  the  ear,  especially  with 
purulent  inflammation  of  the  middle  ear  with  perforation  of  the  membrana 
tympani.  The  various  acute  and  chronic  exanthematous  diseases,  in  which 
inflammatory  processes  extend  by  continuity  to  the  auditory  canal  from 
the  face  or  scalp,  induce  a  diffuse  more  frequently  than  a  circumscribed 
affection. 

An  opportunity  often  occurs  in  this  way  ol  observing  the  development 
of  diffuse  external  otitis  in  the  course  of  facial  erysipelas,  measles,  scarlet 
fever,  or  small-pox.  In  syphilitic  cases  also  such  attacks  maybe  frequently 
seen  to  follow  the  specific  exanthem  (papules).  Individual  pecuharities, 
especially  a  marked  vascularity  of  the  structures  of  the  auditory  canal, 
appear  to  determine  in  some  cases  the  development  of  a  circumscribed 
inflammation  as  a  result  of  some  injurious  influence,  which  in  others  may, 
on  the  other  hand,  induce  a  diffuse  otitis.  In  delicate  children,  a  primary 
diffuse  inflammation  is  much  more  common  than  the  circumscribed  form^ 
while  in  adults  the  latter  is  seen  proportionately  more  frequently  than 
the  diffuse  process.  Fungi  (aspergillus)  induce  diffuse  more  often  than 
circumscribed  inflammatory  attacks  in  the  ear. 

Course.  — The  subjective  symptoms  are,  as  a  rule,  more  severe  when  the 
inflammation  is  primary  than  when  secondary  or  consecutive,  and  differ 
naturally  in  accordance  with  the  intensity  of  the  inflammatory  process  and 
with  the  parts  affected.  In  general,  the  symptoms  do  not  materially  differ 
from  those  associated  with  the  circumscribed  form  of  the  disease,  except 
that  the  disturbances  of  audition  are  usually  much  more  pronounced,  since 
the  conduction  of  sound  is  more  interfered  with  from  the  implication  of  the 
tympanic  membrane.  Hyperaemia  of  the  deeper  structures,  being  also 
greater,  not  only  affects  the  hearing  power,  but  also  induces  more  readily 
the  occurrence  of  subjective  auditory  sensations. 
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Those  cases,  in  which  a  diphtheritic  exudation  appears,  are  attended 
by  severe  and  constant  pain.  Fortunately  they  are  very  rare — indeed,  some 
writers  state  they  have  never  seen  them.  In  such  affections,  the  severe 
and  almost  unbearable  pain  is  present  without  remission  day  and  night, 
accompanied  by  high  fever,  until  the  inflammatory  process  takes  on  another 
character. 

The  consecutive  inflammations  of  the  canal,  especially  those  associated 
with  suppuration  of  the  deeper  parts,  are  on  the  whole  less  painful.  Many 
cases,  particularly  when  they  run  a  chronic  course,  often  go  on  for  a  long 
time  without  any  pain  at  all. 

The  objective  signs  in  otitis  externa  diffusa  vary  from  the  first  in  ac- 
cordance with  its  cause,  severity,  the  structures  implicated,  and  its  origin, 
whether  primary  or  secondary.  In  an  idiopathic  inflammation,  the  skin  at 
the  beginning  appears  reddened,  more  or  less  swollen,  and  the  epidermis 
in  places  loosened  or  even  lost  (excoriation).  The  redness  is  usually 
most  marked  in  the  osseous  part  of  the  canal.  The  integumentary  layer 
of  the  tympanic  membrane  appears  likewise  red  and  swollen — most  so  at 
its  periphery  and  along  the  handle  of  the  malleus.  In  this  way,  not  only 
is  the  characteristic  appearance  of  the  membrane  lost,  but  also  its  line  of 
definition  from  the  inner  extremity  of  the  external  auditory  canal.  The 
lumen  of  the  latter  is  changed  to  an  irregular  conical  cavity  with  a  rounded 
apex  (tympanic  membrane),  on  which  either  nothing  can  be  recognised,  or 
only  indistinct  traces  of  the  hammer  ( V.  Troltsch),  The  light  spot  is 
generally  absent  from  its  normal  position,  while  at  various  other  situations 
reflexes  are  seen  corresponding  with  the  illumination.  Even  at  this  stage, 
excoriations  are  sometimes  seen  on  the  membrane  ;  and  not  infrequently  its 
structure  becomes  in  a  few  hours'  time  saturated  with  exudation  associated 
with  the  intense  hyperaemia. 

It  is  seldom  that  the  swelling  is  equable,  even  if  the  cutis  only  be 
affected.  In  most  cases,  irregularities  of  the  surface  are  present,  which 
encroach  upon  the  canal,  but  rarely  to  the  extent  of  quite  closing  it.  Such 
a  condition  is  only  apt  to  arise  in  very  severe  inflammation,  and  especially 
in  cases  where  from  the  commencement  the  deeper  layers  of  the  tissues 
have  been  implicated.  In  such  instances,  the  swelling  is  often  from  the 
first  so  great  that  it  may  be  impossible  to  introduce  the  smallest  speculum 
into  the  auditory  canal.  It  may  be  for  a  time  difficult  under  such  con- 
ditions to  determine  whether  the  inflammation  be  of  a  circumscribed  or 
diffuse  kind. 

If  the  hyperaemia  be  very  considerable,  redness  and  swelling  in  the 
mastoid  region  readily  occur,  as  well  as  cedematous  swelling  in  the 
parotid  region,  and  enlargement  of  the  lymphatic  glands  in  the  vicinity 
of  the  ear. 

In  the  further  course  of  the  disease,  the  objective  appearances  vary 
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according  as  the  inflammatory  products  are  deposited  on  the  surface  or  in 
the  substance  of  the  affected  tissues,  and  whether  diffusely  or  in  several 
circumscribed  centres.  In  the  former  cases,  a  copious  discharge  is  usually 
found  in  the  auditory  canal,  at  first  sanguineo-serous,  later  purulent,  which 
sometimes  flows  away  in  a  remarkable  quantity.  In  the  latter  kind,  the 
appearances  are  as  already  described  in  connection  with  the  formation  of 
abscesses  in  circumscribed  inflammation  of  the  canal . 

Infiltration  of  the  deeper  tissues,  with  hyperaemia  of  the  cutis  and 
excessive  desquamation  of  epidermic  scales,  is  of  rarer  occurrence.  The 
swelling  in  such  cases  is  sometimes  so  considerable  that  the  desqua- 
mation may  completely  obliterate  the  canal  and  occasion  extreme  deafness. 
Many  authors  (Cm//  Wette^^  etc.)  describe  this  form  as  desquatnative 
inflammation. 

Especially  noteworthy  in  relation  to  diagnosis  are  cases  of  diffuse 
external  otitis  in  which  an  abscess- formation  occurs  in  the  deeper  part  of 
the  canal  and  on  the  tympanic  membrane.  Several  centres  of  suppuration 
are  usually  formed  in  the  structures  of  the  membrane  and  auditory  canal,  and 
encroach  upon  the  latter  as  rounded  projections  varying  in  size  from  that  of 
a  hemp-seed  to  that  of  a  split  pea.  When  fully  developed  the  inflammatory 
swellings  become  denuded  of  epidermis  and  of  a  bright  red  appearance,  and 
might  then  be  easily  mistaken  at  first  for  polypoid  proliferations  springing 
from  the  auditory  canal  or  tympanic  cavity.  If  a  perforation  of  the  mem- 
brane has  occurred,  and  is  made  manifest  by  the  so-called  perforation-sound 
in  the  Valsalvan  process  of  inflation,  or  in  using  the  air-ball,  an  error  in 
diagnosis  may  be  still  more  readily  made.  Fig.  9,  Plate  I.,  represents  a 
drum-membrane  drawn  by  Dr.  Heitzmann  on  the  tenth  day  of  the  disease. 
The  author  saw  the  case  from  the  third  day.  The  development  of  the 
abscesses  was  observed,  and  also  that  of  the  perforation,  which  latter  took 
place  before  the  evacuation  of  the  abscesses ;  and  the  light  spot,  often  per- 
ceptible in  the  furrow  between  the  abscesses,  was  distinctly  seen  to  pulsate. 
Under  suitable  treatment  the  abscesses  discharged,  and  the  inflammatory 
symptoms  disappeared.  The  tympanic  membrane  was  left  with  some 
partial  opacity  and  a  movable  cicatrix,  whilst  the  hearing  was  notably 
impaired. 

In  diffuse  external  otitis  the  objective  condition  may  from  the 
beginning  be  modified  by  the  cause  of  the  affection.  Thus  in  otitis 
parasitica,  the  entire  canal  may  be  from  the  first  covered  with  epidermic 
scales  containing  fungi,  or  it  may  appear  crammed  full  of  such  material. 
These  or  other  foreign  matters  must  be  removed  before  a  proper  inspection 


•  ••  Ziir  Casuistik  der  desquamativen  Entzundung  dcs  Sussercn  GehOrganges.**  Monats- 
schrift  ftir  Ohrenhcilkunde,  xv.  Jahrg.,  S.  204. 

-  *•  Ein  Fall  von  acuter  dcsqiiamativcr  Entzfmdung  dcs  Trommelfelles."  Monmtsschrilt 
fur  Ohrenheilkunde,  xvi.  Jahrg.,  S.  t,^. 
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can  be  made  of  other  conditions  present.  Injuries  again  may  influence 
the  character  of  the  objective  appearances  in  accordance  with  the  nature  of 
the  lesion. 

Inflammatory  states  associated  with  diphtheritic  deposit  are  extremely 
rare,  and  by  many  authors  are  not  even  mentioned.  Such  exudations 
appear  to  be  never  formed  at  the  commencement,  but  undoubtedly  are 
so  in  the  later  stages  of  certain  inflammatory  processes.  It  is  usually 
strumous  subjects  who  have  been  grossly  neglected  or  badly  treated  in 
whom  this  condition  may  arise.  In  all  the  observed  cases,  after  ordinary 
suppuration  had  gone  on  for  a  longer  or  shorter  time,  the  white  deposit 
made  its  appearance  rapidly,  with  increased  fever  and  pain  in  the  ear. 
The  exudation  adhered  firmly  to  the  inflamed  structures,  from  which  more 
or  less  haemorrhage  with  greatly  increased  pain  occurred  on  the  slightest 
touch.  The  swelling  was  as  a  rule  extreme,  and  the  objective  appearances 
in  the  vicinity  generally  accompanying  a  severe  otitis  were  prominently 
marked. 

Wreden  *  obser\'ed  a  diphtheritic  inflammation  of  the  external  auditory  canal, 
without  a  like  implication  of  the  middle  ear,  in  two  children,  in  whom  a  diph- 
theritic inflammation  of  the  pharynx  and  nasal  passages  made  its  appearance 
during  an  attack  of  scarlet  fever.  In  three  adults  he  likewise  saw  the  inde- 
pendent development  of  an  otitis  ext.  diphtheritica.  In  every  case,  the  disease 
affected  one  ear  only,  and  was  accompanied  by  violent  pain  and  extreme 
tenderness.  The  skin  was  (Edematous,  and  covered  with  a  white  false-membrane. 
In  two  patients,  the  canal  and  tympanic  membrane  were  affected,  and  the  auricle 
was  also  included  ;  and  in  one  instance  the  auricle  and  cartilaginous  portion  of 
the  canal  alone  were  attacked,  and  became  extensively  ulcerated. 

Bezold  observed  croupous  otitis  externa  eleven  times  in  the  course  of  three 
years.  According-  to  him,  the  membranous  deposit  is  limited  to  the  osseous 
portion  of  the  auditory  canal  and  the  external  surface  of  the  tympanic  membrane. 
It  rarely  appears  independently,  but  usually  associated  with  a  receding  acute 
middle-ear  inflammation,  or  with  furanculosis  of  the  canal.  The  pseudo-membranes 
can  be  detached  from  the  surface  by  moderately  strong  syringing,  and  appear  as 
tough  casts  of  the  osseous  canal  and  membrana  tympani. 

In  certain  cases,  inflammations  of  the  external  ear  assume  a  very 
dangerous  character  in  delicate  children,  especially  when  ill-nourished,  by 
the  occurrence  of  gangrene  of  the  soft  tissues.  Sometimes  the  inflamma- 
tion is  from  the  beginning  very  limited  in  extent,  and  gangrene  sets  in  very 
rapidly.  A  more  or  less  extensive  slough  is  formed,  which  usually  destroys 
all  the  soft  parts  down  to  the  bone.  Fhe  separate  sections  of  the  temporal 
bone,  which  during  childhood  are  for  the  most  part  united  by  soft 
connective  material,  suffer  displacement.  The  disease  encroaches  upon 
the  soft  structures  in  the  neighbourhood  of  the  ear,  and  often  produces 
remarkable    destruction    of  the    tissues   of  the  cheek,    head,    and    neck. 

'  "Die  Otitis  med.  neonatorum  von  anatomisch-pathologischen  Standpunkte.'*  Monats- 
schrift  fur  Ohrenheilkunde,  ii.  Jahrg.,  7-1 1. 
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Paralysis  of  the  corresponding  side  of  the  face  is  very  apt  to  occur  through 
destruction  of  the  peripheral  branch  of  the  facial  nerve,  and  the  child 
presents  a  distressing  appearance.  Such  an  otitis  gangrcenosa  is  mostly 
developed  among  assemblages  of  children  in  public  institutions,  if  gangrene 
should  accidentally  be  present.  But  under  insanitary  endemic  or  epidemic 
conditions,  the  disease  may  appear  in  private  houses,  even  without  over- 
crowding, and  in  spite  of  good  nursing  and  attention.  In  adults,  the  author 
has  never  observed  a  case  of  gangrene  following  on  an  external  otitis, 
while  amongst  children  it  is  not  at  all  infrequent.  There  is  no  doubt 
that  in  them  the  peculiar  anatomical  relations  of  the  external  auditory 
canal  have  some  influence  upon  its  occurrence. 

Inasmuch  as  in  otitis  externa  diffusa  the  tympanic  membrane  is 
affected  as  well  as  the  auditory  canal,  so  all  the  objective  appearances 
may  be  observed  that  occur  in  inflammation  of  the  membrane.  They 
will  be  fully  described  later  in  treating  of  myringitis  ;  but  it  may  here  be 
observed   that  the  usual  result  is  perforation. 

As  with  inflammations  of  other  structures,  an  external  diffuse  otitis 
may  from  various  causes — chiefly  unhealthy  constitutional  states  and 
improper  treatment — assume  a  chronic  character.  The  fever  and  pain 
usually  cease,  while  the  other  symptoms  remain,  or  may  even  become 
intensified.  In  this  way  profuse  otorrhoea  may  result,  with  development 
of  much  granulation-tissue  (polypoid  proliferations).  Sometimes  such  a 
chronic  course  may  be  prognosticated  from  the  outset,  as  when  in 
individuals  of  marked  morbid  diathesis  the  affection  comes  on  very  slowly, 
accompanied  with  little  or  no  pain,  and  with  an  early  tendency  to  the 
formation  of  exuberant  granulations. 

Prognosis. — This  question  has  to  be  considered  in  the  first  place  in 
reference  to  the  course  and  termination  of  the  inflammatory  process  as 
such; 'and  secondly  in  respect  to  the  probable  result  on  the  functional 
capacity  of  the  ear  as  a  sensory  organ.  In  regard  to  the  latter,  we  have 
to  bear  in  mind,  not  only  the  various  circumstances  which  may  influence 
the  result  in  a  circumscribed  external  otitis,  but  in  this  case  also  the 
condition  of  the  affected  tympanic  membrane.  Thus  the  inflammation  of 
the  membrane  may  bring  about  such  great  loss  of  substance  as  to  render 
its  satisfactory  cicatrisation  a  matter  of  doubt.  Or,  again,  the  infiltration 
into  its  substance  may  be  so  considerable  that  its  complete  reabsorption 
is  uncertain.  These  and  other  matters  make  great  caution  necessary 
regarding  the  prognosis.  The  general  result  of  experience  in  cases  of 
diffuse  external  otitis  in  healthy  subjects  is  that  recovery  takes  place  in 
from  three  to  eight  weeks,  and  without  any  notable  loss  of  hearing,  even 
though  a  perforation  of  the  membrana  tympani  have  occurred.  Indeed 
partial  thickenings  of  the  membrane  produced  by  the  inflammatory  infil- 
tration do  not  appear  to  materially   affect  the  hearing  power.     On  the 
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otner  hand,  certain  cases  occur  in  which,  where  the  thickening  of  the 
^membrane  is  extremely  sHgfit  or  even  imperceptible,  more  or  less  deafness 
^mains  after  all  inflammation  has  ceased.  In  the  great  majority  of  cases, 
however,  these  inflammations,  if  properly  treated,  pass  away  without  any 
disturbance  of  audition. 

Complications  and  sequelae,  such  as  periostitis  in  the  mastoid  region, 
or  suppuration  of  neighbouring  glands,  will  naturally  have  their  influence 
on  the  general  prognosis. 

The  prognosis  in  chronic  exUrfial  otitis  in  regard  both  to  duration  and 
results  is  unfavourable  on  account  of  the  debilitated  or  morbid  consti- 
tutional condition  which  usually  exists  in  these  cases,  rather  than  on 
account  of  the  degree  or  extent  of  objective  changes^  such  as  excessive 
proliferation  of  granulation-tissue  or  great  loss  of  substance  in  the 
tympanic  membrane.  Especially  is  this  the  case  with  weakly*  ill-nourished 
children,  in  whom  destruction  of  the  tympanic  membrane  with  permanent 
disturbance  of  function  may  remain  after  the  termination  of  the  inflam- 
matory process. 

In  the  highest  degree  unfavourable,  both  as  to  their  course  and 
termination,  are  those  cases  in  which  a  diphtheritic  exudation  becomes 
developed.  The  disturbance  is  generally  very  considerable,  and  even 
if  the  inflammation  is  overcome,  the  functional  capacity  of  the  organ 
permanently  suffers  through  the  tissue-destruction.  The  same  may  be 
said  respecting  the  gangrenous  otitis  of  children,  which  in  the  greater 
number  of  instances  ends  fatally. 

Treatments — ^The  remedial  measures  to  be  adopted  in  otitis  externa 
diffusa  are  very  similar  to  those  previously  indicated  in  otitis  circumscripta. 
Any  irritating  matters  which  may  be  present — as  foreign  bodies,  fungi,  etc. 
—should  be  carefully  removed.  The  treatment  must  in  general  be  guided  by 
the  symptoms.  All  irritating  applications  should  be  avoided  in  the  first 
stages  of  the  disease.  If  the  case  should  come  under  observation  in  the  stage 
of  hyperaemia,  scarification  of  the  soft  structures  is  usually  very  beneficial, 
both  in  respect  to  the  subsequent  course  of  the  affection  and  also  in 
relieving  pain.  If  suppuration  has  already  set  in  in  the  deeper  structures, 
possibly  with  a  state  of  the  integument  offering  an  obstacle  to  the  dis- 
charge of  the  pus,  the  operation  becomes  still  more  advisable,  and  even 
imperative.  The  imprisonment  of  the  pus  may  entail  most  dangerous 
consequences,  not  only  in  regard  to  the  integrity  of  the  hearing  capacity, 
but  even  to  the  life  of  the  patient. 

It  is  specially  necessary  to  keep  open  the  auditory  canal  as  wide  as 
possible,  so  as  to  prevent  the  collection  and  retention  of  inflammatory 
products.  A  drainage  tube  is  best  for  this  purpose,  but  where  it  cannot 
be  introduced,  the  soft  structures  should  be  incised.  If  abscesses  have 
been  formed  in  or  near  the  tympanic  membrane,  they  must  be  evacuated 
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I.  Injuries. 

The  tympanic  membrane  is  in  great  measure  protected  against  injury 
from  without  by  its  position  and  connections.  It  is  not  rigidly  stretched 
at  its  attachment  at  the  inner  margin  of  the  auditory  canal,  but  it  is  capable 
of  excursions  of  a  certain  amplitude,  and  can  thus  evade  to  a  certain 
degree  the  effect  of  strong  concussions.  Through  its  connection  also  with 
the  malleus  it  derives  some  support  against  external  violence.  With 
reference  to  its  strength,  it  is  to  be  remarked  that  injuries  of  the  healthy 
membrane  come  comparatively  seldom  under  observation.  Solutions  of 
continuity  of  its  structure  are,  it  is  true,  very  frequently  the  subject  of 
treatment,  but  they  are  usually  either  the  result  of  primary  inflammation 
of  the  membrane  itself,  or  are  the  consequence  of  morbid  processes  in 
the  neighbouring  tissues,  by  which  the  drum-membrane  becomes 
secondarily  affected.  Such  lesions  will  not  be  discussed  at  this  juncture, 
but  wall  be  described  later,  with  the  diseases  wherein  they  may  occur. 

Among  the  injuries  which  may  arise  from  external  violence  may  be 
mentioned  the  superficial  excoriations  produced  by  instruments  introduced 
by  patients  for  cleansing  the  auditory  cana!,  or  for  other  purposes.  These 
injuries  are  most  frequently  found  on  the  upper  wall  of  the  canal  and  on 
the  upper  half  of  the  tympanic  membrane,  chielly  on  the  posterior  segment 
— results  due  to  the  direction  of  the  auditory  canal  from  behind  forw^ards, 
inwards,  and  downwards  ;  to  the  curvature  of  the  anterior  wall  of  the 
osseous  part  of  the  canal ;  to  the  innermost  part  of  the  upper  w^all  curving 
a  little  downwards  towards  the  tympanum  ;  and  also  to  the  oblique 
position  of  the  membrane  itself 

Such  slight  excoriations  usually  cause  severe  momentary  pain 
without  further  disturbance,  and  require  no  treatment.  Injuries,  however, 
which  penetrate  the  membrane  throughout  entail  severe  symptoms,  and 
require  special  notice. 

Minute  lacerations  of  its  structure,  with  slight  extravasation  of  blood,  occur 
occasionally  in  connection  with  various  hypenemic  states  of  the  membrane,  as 
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well  as  in  certain  general  affections,  such  as  sctl^v>^     They  arc  of  little  practical 
moment*  and  call  for  no  special  treatment. 

A  healthy  tympanic  membrane  may  either  be  penetrated  from  without 
Jsy  some  instrument,  or  it  may  be  ruptured  or  lacerated  by  indirect  violence, 
^s  by  a  strong  concussion*  Cases  of  the  former  kind  are  of  frequent  occur* 
rence,  and  are  produced  by  hair-pins,  ear-spoons,  pieces  of  straw  or  paper, 
pencils,  matches,  etc. 

The  author  has  seen  many  cases  of  penetration  of  the  drum -head  caused  by  an 
accidental  thrust  with  a  penholder.  In  a  case  in  which  a  man  was  pushed  down, 
and  fell  with  his  right  ear  on  a  bundle  of  straw,  the  tympanic  membrane  became 
pierced  by  a  stalky  and  the  author  found  a  portion  of  the  wheat-ear*  fifteen  years 
later,  still  embedded  in  the  front  part  of  the  membrane.  Upon  its  removal,  the 
reddened  lining  of  the  tympanum  could  be  seen  through  a  perforation,  through  which 
the  patient  could  expel  the  air  by  Valsalva's  process.  (The  membrane  is  depicted 
in  Fig»  4,  Plate  1.)  In  a  girl  of  twenty,  again,  he  found  a  piece  of  rice-straw,  which 
had  been  sticking  in  the  ear  for  nearly  ten  years. 

With  such  injiu'ies  of  the  membrane  there  may  be  associated  fractures 
of  the  atiditory  ossicles,  especially  of  the  malleus;  and  injuries  also  of 
deeper  structure.*^.  Mcnitre^  relates  the  case  of  a  gardener,  in  whom  a 
branch  of  a  pear-tree  penetrated  the  car  as  he  fell,  and  caused  fracture 
of  the  handle  of  the  malleus.  Von  Trolisch  recognised  a  united  fracture  of 
the  handle  of  the  hammer,  the  history  and  appearances  leaving  no  doubt 
as  to  I  he  nature  of  the  case.  A  man  was  for  some  time  under  the  author's 
observation  whose  left  ear  exhibited  a  united  fracture  of  the  handle  of  the 
malleus  close  to  a  cicatrix  in  the  posterior  superior  segment  of  the  mem- 
brane. The  lower  fragment  of  the  malleus  formed  a  right  angle  with  the 
upper  part.  The  injury  had  occurred  ten  years  previously  by  a  fall  upon 
the  head  from  a  scaffolding,  ffnii*  describes  having  observed  a  united 
fracture  of  the  neck  of  the  malleus  in  a  prairie  dog. 

The  hcahhy  tympanic  membrane  is  comparatively  rarely  ruptured 
as  a  result  of  concussions,  although  patients  not  uncommonly  attribute 
the  presence  of  a  perforation  to  an  indirect  injury  of  this  kind.  It  willj 
however,  generally  be  found  on  investigation  of  the  facts,  and  a  careful 
examination  of  both  ears,  that  the  membrane  in  which  the  perforation 
exists  gives  evidence  of  having  been  previously  aflfected  in  some  way. 

The  resisting  power  of  the  healthy  membrane  is  very  great,  and  is,  according 
to  Schmiedekamt  greater  in  man  than  in  most  animals.  In  a  preparation  of  the 
human  ear,  which  had  been  for  some  weeks  in  spirit,  he  found  that  a  pressure  of 
145  cm.  of  mercury  was  required  to  produce  rupture  of  the  drum-head.  The  line 
of  rupture  was  straight,  and  parallel  to  the  lower  three- fourths  of  the  anterior  line  of 
attachment  of  the  handle  of  the  malleus.    Another  tympanic  membrane,  in  which. 
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*  Gazette  m<*dicale  dc  Paris,  1856,  Nn  50, 
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however,  evidence  of  former  inflammaliun  was  present  in  the  form  of  false  mem- 
branes, was  not  ruptured  until  under  a  pressure  of  ih^cm,  of  mercur)'.  In  this  case 
also  the  rupture  was  in  the  anterior  segment* 

The  author  made  some  experiments  on  the  power  of  resistance  of  the  membrane 
in  the  following-  manner: — A  fiesh  preparation  from  the  cadaver,  in  which  the  mem* 
brana  tympani  was  normal,  was  used.  An  aural  catheter  with  a  bulbous  end  was 
introduced  into  the  Eustachian  tube,  and  fastened  there  by  means  of  a  suture.  The 
catheter  was  then  connected  with  a  force-piunp  and  receiver  containing  air  at  a 
pressure  of  from  four  to  five  atmospheres,  which  was  allowed  suddenly  to  pass 
through  the  catheter  into  the  tympanum.  Similarly,  an  indiarubber  plug  was  fitted 
tightly  into  the  external  auditory  canal,  the  plug  being  bored  for  the  passage  of  a 
tube,  the  outer  end  of  which  could  be  connected  with  the  force-pump  apparatus. 
The  compressed  air  was  allowed  to  pass  suddenly  through  the  tube  into  the  auditory 
canal,  between  iIk'  plug  and  the  tympanic  membrane.  In  neither  of  these  experi- 
ments could  the  membrane  be  ruptured,  though  they  were  often  repeated ;  the: 
indiarubber  plug  was  always  expelled  forcibly  from  the  canal. 

It  must  be  admitted,  however,  that  the  membrane  may  be  ruptured 
as  a  result  of  comparatively  slight  concussions*  as  well  as  from  violent 
ones,  as  from  artillery  fire,  gunpowder  explosions,  etc.  Still,  such  cases 
are  very  rare,  and  are,  as  the  author  believes,  due  to  some  defect  or 
peculiarity  of  the  membrane-  This  \'iew  is  supported  by  the  fact  that 
during  his  aural  practice  in  the  military  hospital  in  Vienna  for  several 
years,  including  the  war  time  in  1864  and  1866,  not  more  than  one 
patient  came  under  observation  wuth  rupture  of  the  tympanic  membrane 
in  whom  that  structure  could  be  supposed  to  have  been  normal  before 
the  injury.  This  was  the  case  of  an  officer  near  whom  a  grenade 
exploded  at  the  battle  of  KOniggrMz,  killing  three  men  and  leaving  him 
senseless  on  the  grottnd.  On  recovering  consciousness  he  had  no  pain, 
but  his  head  felt  heavy,  and  he  had  a  violent  noise  in  the  left  ear.  He 
noticed  later  that  he  was  perfectly  deaf  on  this  side  ;  the  auditory  canal 
was  moist ;  and  on  blowing  his  nose,  the  air  passed  through  the  ear 
with  a  hissing  sound.  The  same  day,  and  especially  in  the  course  of 
the  night,  severe  pain  came  on,  and  an  acute  inflammation  developed 
itself  He  w^as  seen  by  the  author  for  the  first  time  three  weeks  after* 
wards,  and  then  exhibited  on  the  anterior  inferior  segment  of  the  inflamed 
membrane  a  roundish  perforation  about  a  line  and  a  half  in  diameter  and 
with  a  clear  margin,  within  which  a  pulsating  reflection  of  light  could  be 
seen.  The  other  ear,  as  well  as  the  pharynx,  was  quite  healthy,  and  both 
Eustacfiian  tubes  were  pervious. 

The  deafness  in  various  degrees  which  is  frequently  found  among 
artilleryTiien  cannot  well  be  referred  to  the  occurrence  of  previous  rupture 
of  the  membra na  tympani,  since  the  objective  appearances  do  not  bear 
out  such  a  supposition.  Traces  of  former  injuries  to  the  membrane  are 
extremely  rare  in  such  cases.     Even  if  the  statements  of  patients  to  the 

*  In  two  cases  observed  b3'  the  author,  the  rupture  was  caused  by  a  kiss  on  the  ear. 


270 


DISEASES  OF  THE  EAR. 


effect  that  blood  flowed  from  the  ear  after  the  concussion  be  assumed  to 
prove  the  occurrence  of  a  rupture  of  the  membrane,  it  would  not  demon- 
strate the  previous  healthiness  of  that  structure.  In  the  patients  examined 
by  the  author,  the  auditory  defect  was  always  to  be  referred  to  an  affection 
of  the  nerve  apparatus  ;  and  if  the  drum-head  showed  signs  of  injur>%  it 
was  also  seen  to  be  deteriorated  by  previous  morbid  processes,  usually 
by  a  chronic  catarrh  of  the  middle  ear.  The  slightest  cause  sometimes 
suffices  to  produce  a  rupture  of  the  membrane  in  such  cases- — c,g,^  a  slight 
blow  near  the  ear,  or  even  simply  coughing,  straining,  sneezing,  or 
blowing  the  nose.  The  author  has  seen  several  instances  in  which  a 
perforation  with  an  immediate  muco-purulent  discharge  from  the  tympanic 
cavit}'  resulted  from  a  simple  sneeze.  The  fact  that  the  discharge  follows 
at  once  upon  the  rupture,  and  continues  in  large  amount,  oflFers  in  itself 
strong  ground  for  surmising  the  existence  of  a  previous  affection  of 
the  ear. 


As  an  example  of  injur}'  to  thu  ear  from  a  blow,  without  rupture  of  the  drum- 
head resulting,  a  case  of  BiirknerVs  may  be  cited. ^  The  patient  was  knocked 
down  and  rendered  senseless  by  a  blow  from  the  fist  over  the  ear.  On  recovering 
consciousness,  two  hours  later,  he  had  a  loud  hxiztmg  in  the  ear,  with  pain  on 
moving  his  head  to  the  same  side,  uncertainty  in  walking,  and  dizziness,  increased 
on  closure  uf  the  meatus.  The  tjTmpanic  membrane  was  depressed,  but  otherwise 
uninjured.  All  the  s>7nptoms  disappeared  in  ten  days  under  treatment  by  the 
Politzer  process,  Biirkner  ascribes  the  symptoms  to  displacement  inwards  of  the 
membrane  and  auditory  ossicles,  especially  the  stapes,  subsequently  remedied  by 
tnflatton. 

The  point  is  of  forensic  importance,  as  this  is  a  common  kind  of 
assault  on  the  part  of  many  inconsiderate  and  reckless  persons. 

The  opinion  that  in  whooping  cough  the  membrane  may  be  ruptured  by  violent 
erpulsion  of  air  through  the  Eustachian  tube  is  in  opposition  to  experiment  and  to 
the  facts  just  recounted*  Gihbs*  states  that  he  has  seen  the  occurrence  of  haemor- 
rhage from  the  ear  from  laceration  of  the  drura-head,  in  four  instances  out  of  about 
t*'o  thousand  cases  of  pertussis*  It  is,  however,  evidently  possible  that  the  blood 
may  have  come  from  the  superficial  vessels  of  the  external  layer  of  the  membrane, 
congested,  like  others  of  the  head  and  neck,  as  a  result  of  the  prolonged  cough. 
The  membrane  also  may  possibly  be  so  weakened  from  the  congested  condition 
that  a  comparatively  slight  concussion  might  produce  a  rupture  of  its  structure. 
That,  moreover,  the  haemorrhage  may  be  brought  about  as  a  simple  result  of 
the  congestion  attendant  on  whooping  cough,  is  shown  by  the  ecchymoses  of  the 
conjunctiviE,  etc.,  which  are  sometimes  observed;  as  well  as  from  the  hzemorrhages 
from  the  mucous  membrane  of  the  tympanum,  and  into  the  labyrinth. 

The  cases  of  rupture  of  the  membrane  from  hanging,  reported  by  Wilde,  were 
similarly  instances  merely  of  ruptured  vessels  due  to  the  distended  state  of  the 
vessels  of  the  head. 


^  **■  Zur  Castiistik  dcr  traumatischen  und   cntxUndlichcn  Mittelohraffectioiieti. 
ftlr  Ohrcnhcilkunde,  xv.  Bd. 

'  Brit.  Med.  Journ.,  iS6i,  Nr  43. 
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Ruptures  of  the  membrana  tympani  may  naturally  be  associated  with 
other  head  injuries^  as  fracture  of  the  temporal  bone  and  of  the  base  of  the 
skull  Extensive  fracture  of  the  skull,  even  of  the  petrous  portion  of 
the  temporal  bone,  may,  however,  occur  without  any  injury  to  the  drum- 
membrane.  The  author  had  once  the  opportunity  of  examining  during  life 
a  man  who,  as  the  result  of  a  head  injury,  had  a  fissure  running  through 
the  base  of  the  skull,  and  implicating  the  petrous  portions  of  both 
temporal  bones.  The  tympanic  membranes  were  quite  intact.  He  was, 
however,  deaf,  and  suffered  for  six  weeks  from  inflammation  of  the  brain. 
An  unfavourable  prognosis  w^as  given  as  to  the  hearing,  and  indeed  the 
patient  soon  afterwards  died. 

Ruptures  of  the  membrane  brou£,^ht  about  by  so-called  contre-coup  are  particu- 
larly noteworthy.  The  author  has  seen  several  such  cases  in  Vienna.  A  young 
lady,  leaving  the  room,  struck  her  forehead  against  the  door-post,  and  ruptured  her 
left  t>'Tnpanic  membrane  ;  it  healed  in  the  course  of  a  week.  A  young  man»  while 
diving,  struck  his  forehead  against  the  bottom  of  the  bath,  and  ruptured  the  left 
drum-head  ;  a  severe  inflammation  was  set  up,  and  it  was  some  weeks  before  it 
had  quite  disappeared.  Williams '  observed  a  fracture  thn^ugh  the  external 
auditory  canal,  with  rupture  of  the  membrane»  in  a  boy  who  fell  on  the  back  of 
his  head.  EiMberg'^  reports  a  case  in  which  a  perforation  below  the  malleus, 
with  fracture  of  its  handle,  were  said  to  have  resulted  from  a  blow  upon  the  ear 
with  the  fist  :  both  lesions  healed.  Kirchrter^  saw  several  cases  of  this  kind.  In 
a  man  of  sixty,  w*ho  fell  with  the  side  of  his  head  against  a  beam,  fracture  of  the 
osseous  portion  of  the  audi  Lory  canal,  with  rupture  of  the  membrane  and  fracture 
of  the  handle  of  the  malleus,  took  place.  In  another  case,  there  w^as  fracture  of  the 
temporal  bone  and  of  the  hammer;  in  this  instance  the  patient  had  been  run  over 
by  an  engine.  He  also  observed  a  case  where  the  os  tympanicum  was  broken 
by  the  force  of  the  lower  jaw  in  a  fall  from  a  considerable  height.  On  recovery,  a 
deep  furrow  was  seen  on  the  anterior  and  lower  surface  of  the  osseous  part  of  the 
auditory  canal,  extending  as  far  as  the  membrane,  and  a  fissure  on  the  posterior 
wall  rj  mm,  long:  the  membrane  also  was  ruptured.  Krakauer  saw  a  fracture  of 
the  handle  of  the  malleus  which  was  due  to  examination  of  the  ear  with  a  sound 
under  a  bad  Ii>(ht,  In  the  author's  collection  is  a  preparation  in  which,  besides  a 
fissure  parallel  to  the  long  axis  of  the  petrous  bone  through  the  whole  of  the  tegmen 
tympani,  there  is  a  tear  through  the  tympanic  membrane,  with  fracture  of  the 
handle  of  the  malleus  :  the  head  of  the  malleus  is  likewise  dislocated  from  the 
crown  of  the  incus,  the  latter  being  untouched.  The  case  was  that  of  a  man  who 
fell  upon  his  head  from  a  third-floor  flat. 

The  symptoms  associated  with  an  injury  to  the  membrane  may  be 
very  various,  and  dependent  upon  its  condition  and  that  of  the  deeper 
structures,  as  well  as  upon  the  nature  of  the  lesion,  e.g.^  whether  from  a 
rupture  or  a  stab. 


*  ♦*  Ein  Fall  von  Fractur  dca  iiuascren  GehC^rganges  durch  Contre-Coup  mit  Zerreissung 

des  TrommclfclJcs."     Zeitschrift  fOr  Ohrenheilkunde,  xiv.  Bd. 

»  "  Bruch  des  Hammergriflfcs  durch  Schlag  aufg  Ohr. '  Scparatabdruck  aus  der  Wiener 
medicinischcn  Presse. 

'  **  Jahresbcricht  dcr  WQrzbiirgcr  utiatrischen  Polikhnik  1884*85;  fcmcr»  Bericht  aus 
dcr  otiatriBchen  Section  dcr  59.     Vcrsammlung  deutscher  Naturforschcr  und  Aerxtc,  Berlin, 


Very  severe,  if  momentary,  pain  accompanies  an  injury  of  the  healthy 
membrane.  Extensive  lacerations  may,  however,  occur  without  any  pain 
at  all.  In  such  cases,  the  drum-membrane  usually  gives  evidence  of  a 
previous  morbid  state ;  commonly  a  fatty  degeneration  of  the  membrana 
propria.  On  the  other  hand,  instances  occur  in  which  rupture  of  an 
altered  membrane  causes  as  much  pain  as  in  the  perfectly  normal  struc- 
tures. The  acuteness  of  the  pain,  with  the  feeling  of  alarm,  sometimes 
causes  fainting,  even  though  the  deeper  structures  are  uninjured.  In  a 
patient  who  pierced  her  drum-membrane  with  a  knitting  needle,  the 
fainting  was  repeated  several  times  during  the  next  twenty-four  hours, 
although  no  further  pain  was  felt,  and  the  wound  healed  without  any 
inflammatory  symptoms. 

Occasionally  convulsions  and  other  nervous  seizures  make  their  ap- 
pearance, especially  in  hysterical  subjects.  Not  infrequently  more  or  less 
dizziness  results  from  such  lesions  :  this,  however,  lasts  usually  but  a  short 
time.  If  no  inflammation  follow  the  injury,  the  pain  quickly  disappears  ; 
if,  however,  inllammation  should  set  in,  the  usual  symptoms  of  myringitis 
become  established. 

Besides  the  pain  usually  attendant  on  an  injury  of  the  membrane, 
symptoms  related  to  the  function  of  the  auditory  nerve  may  be  observed. 
Subjective  mtdilory  sensaiions  may  make  their  appearance,  and  the  hearing- 
power  may  become  affected.  In  regard  to  subjective  sounds,  they  may  be 
of  the  most  varied  kind  and  duration.  Generally  the  patient  perceives 
a  violent  noise  or  crack  with  the  mjury»  but  this  soon  ceases,  or  is 
replaced  by  a  weaker  sound  ;  and  with  the  changes  occurring  in  the 
course  of  any  inflammation  present,  the  noise  itself  frequently  undergoes 
variations.  The  causes  of  these  subjective  sensations  are  very  div^erse. 
The  loud  noise  simultaneous  with  the  injury  depends  directly  upon  this, 
to  which  it  corresponds  in  character.  The  continual  noises  which  make 
their  appearance  later  may  be  due  to  eflTusion  of  blood  into  the  cavity 
of  the  tympanum,  encumbering  the  structures  of  the  fenestra  ovalis  and 
fenestra  rotunda ;  to  continuous  vibration  of  the  base  of  the  stapes ;  to 
simultaneous  haemorrhage  into  the  labyrinth  ;  or  to  concussion  of  the 
nerve  elements  in  the  labyrinth-  If  inilammation  should  be  established 
later,  the  changes  consequent  thereon  may  obviously  also  occasion 
tinnitus ;  or  further  complications  in  connection  with  the  auditory  nerVe  or 
the  brain  may  equally  induce  the  phenomenon. 

With  regard  to  the  perceptive  power  of  the  auditory  nerve  for 
external  stimuli,  an  injury  to  the  membrane  may  affect  it  cither  in  the 
direction  of  increase  or  diminution  of  sensibility :  there  may  be  either 
hyperaesthesia  acustica  or  deafness.  This  seems  to  depend  upon  the  con- 
dition of  the  tympanic  membrane,  as  well  as  upon  possible  simultaneous 
compUcations,  and  the  nature  of  the  injury.     The  author  has  frequently' 
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treated  patients  who  immediately,  and  for  some  time,  even  weeks,  after 
the  injury,  had  hypersesthesia  either  for  all  sounds,  or  for  those  of  a 
certain  kind — e.g,,  the  rattling  of  carriages.  They  were  obliged  to  stop 
up  the  ear  to  avoid  the  otherwise  disagreeable  sensation.  Sometimes  the 
hypersesthesia  changed  with  respect  to  particular  tones  and  noises  ;  so 
that  there  were,  whilst  recovery  was  taking  place,  certani  sounds  only,  the 
perception  of  which  was  exaggerated. 

As  a  general  rule,  how^ever,  the  hearing  power  becomes  more  or  less 
depreciated  in  consequence  of  injurj^  to  the  drum-head,  if  this  structure 
was  previously  in  a  normal  state.  It  is  rare  for  a  healthy  ear  to  become 
so  deaf  \xi  this  manner  as  to  make  it  necessar)^  to  bring  a  watch  into  direct 
contact  with  it  in  order  that  it  may  be  heard.  If,  however,  the  deafness 
should  be  so  marked  as  this,  or  perhaps  such  that  the  watch  is  not  heard 
even  on  contact  with  the  side  of  the  head,  it  may  not  unreasonably  be 
conjectured  that,  besides  an  injury  to  the  membrane,  pathological  changes 
in  the  deeper  structures  are  likewise  present 

Strange  as  it  may  appear,  it  is  nevertheless  a  fact  that  the  hearing 
power  sometimes  becomes  even  improved  after  an  injury  to  the  membrane. 
This  may  perhaps  occur  where  previously  existing  tense  cicatrices  or 
adhesions,  which  may  act  prejudicially  in  regard  to  the  sound-conduction, 
are  torn  through.  If  the  injurious  influence  exercised  by  such  abnormal 
conditions  of  the  tympanic  membrane  upon  the  position  and  function  of 
the  auditory  ossicles  be  removed,  the  hearing  capacity  may  in  this  way 
become  improved.  In  many  persons  a  loss  of  perception  of  the  direction 
of  sounds  results  fi'om  injury  to,  not  necessarily  rupture  of,  the  drum-head. 
The  derangement  usually  disappears  in  a  short  time,  often  long  before 
"^over}'  from  the  lesion.  A.  Fick  refers  the  symptom  to  a  temporary  loss 
of  tactile  sensibility  in  the  membrane. 

The  objective  appearances  are  very  variable,  according  to  the  nature 
of  the  injury  and  to  the  complications  which  may  occur.  In  some  cases 
of  simple  perforation  with  a  needle-like  instrument,  incised  wounds  with 
sharp  instruments,  or  ruptures,  there  is  often  nothing  to  be  seen  from  first 
[to  last  but  a  scanty,  more  or  less  dried  extravasation  of  blood  on  the 
site  of  the  lesion,  while  the  rest  of  the  membrane  may  be  quite  normal.  In 
other  instances,  the  edges  of  the  wound  are  separated  more  or  less  by 
retraction  of  the  tissues,  and  the  hiatus  thus  formed  is  either  free  or  filled 
up  with  a  blood-clot.  This  coagulum  may  adhere  so  firmly  that  it  cannot 
be  detached  even  by  a  strong  aii'-current  with  the  Valsalvan  process,  and 
the  perforation  is  only  to  be  seen  after  syringing  it  away. 

Sometimes,  especially  in  cases  of  rupture,  the  rent  is  in  the  posterior 
egment  of  the  membrane,  quite  close  and  parallel  to  the  handle  of 
toe  malleus.  If  the  edges  of  the  wound  are  not  retracted,  and  the 
extravasation  scanty  and  not  dried  up,  the  tear  may  be  overlooked  from 

l8 


r-T'^rliJ^^-    r.-   THE  EAR, 

r  ■-■■  n:.-n    inreaTTince   of  the   blood-vessels   in    this 


i*  icscribed  by  the  author  *  the  edges  of 
-r  ±^rM=:  jypr=  ::  :=-  v-umieii  aenibrane  are  unequally  retracted,  the 
:r^T2r-:i:c^  leizir  Isst  TTir  ::'  sets  :r  sairs.  Wounds  of  the  membrane 
t-j:  rr?tr--iir  rises  rr^  iiiiia^i  is  i  zene^  rule  by  blunt  instruments, 
-ir*  z  -ricr.  zif:*  zir  :.«±T:*±r^  ^  isuailv  ^igrrc  The  haemorrhage  is,  on 
n:;  .ji-zT  oir-L.  z»-r^  :r:n«:',ii  i=r  i  ^e  -vnen  ^a:l2ed  by  sharp  instruments ; 
■■^-T.  .i  i5c*vr:irT  r  -ilt,  :r^  lirer^incs  :^  ria:  of  incised  and  lacerated 
TC--.*  ^?::  :.--.'i— ::r  --Jir^  Ttur  :ne  :^ic!ss  of  die  rupture  is  ordinarily 
•>-^r:-r- -::::.   .hicts^   rer^   rast  :«=:   r.mcus  iucmcrrfaage — always  a  very 

::  «^n:miir-::    s:*.-_^    b'-cv  tut   Jiiur^'.   die  symptoms   are  those 

*  •=     '-^TL-^    .■:-^:-'.::>     -   :zt  :Tir.:r^   rf  die  lesion,  on  the  compli- 

...    >  -..       >:     -^"i^^c   irixi    -rcc    ihe   constitutional    or   other 

1    \^;^-  -^..      .n  i  :ir-^  ::T-iimber  rf  instances,  wounds  of  the 

_  ..J..:.  ^    -.  _   -    -^^   .:Tt.^:z.:n — ■::•:£  jc.'y  where  the  structure  is  healthy, 

■  r       '  >:       ->  :-;-:•_.:..:   >  :t:>rr:cn:!ec. 

*  :>i.f  v-:vi:^   a   r:.s   crrcaecdor.    wiii  be   discussed  in  the 
....  —  :5^   .'-   s^r>ci:^>-^    n  rie  TteEibrane. 

...        ;    -^•1=:     -•:  -e^d?;:'.'  xfisr  :rc  injupk',  the  ear  should  be 
'..:•-:  ;^:      jri'jTT  "itarter  rr  blxxi-clots  present  removed 
V   ^'-r  ..-^    .  ■-■:       >^-^:TKt::i:  i^^?  dzil    with  this  object  should,  if 
,:^^^     X         -..--•        i     :    :xr^--555JL-:..  sb^-clc  be  performed  only  with  the 
..-^  .        . -*         -:  i;r.s?tt.*cc  5C1UCXC.     Hyperaemia  of  the  membrane 
^     ,       >^      '       N,     • ...  -or.  aini  -r^  ic;::c  :!:ws  in:o  the  tympanic  cavity, 
.   /  ...■.,-        ,.:-i.^is:  rn--i.      The    author  has  seen  a   severe 

-     rtxv.:.    ,.:.     .--icw  .^r.  i  n:ere  slight  syringing  with 

.  .=^    ..    .:t^>  Vi-vi  .'^.^n  when  it  has   been   performed 

.        •    ^  >:c:r:-    f  i:  be  found  sufficient,  to  wipe  out 
..vv  .n   :x-  .^...brane  with  a  piece  of  cotton-woo\, 
>*..      n    car<^>r.^c^      The    coagulum    between    tlie 
.   .^xl.    >.>     rtoor^iderable    that    its    presence    is 


■X    V... 


»vv;tx. 


.    .k:    Mv-m^-a.-:^  b^.ag  clean,  the  parts   should  be 

.     -  «tVier    antiseptic 
^.    .    vx-^    •.-.5;  ,^    vxx^rm-^auze  or  wool,  or  o'^"^'        present. 
_.....       \.vv.,s.  I..X-*    s  NW-ssJiry.  it-  no  other  indications  "^^  p 
.    ...    .....    ..>.v....^W:yi:- the  deeper  structu^^^^^^^^^ 

X.S..     .S      ----vsv.     ^^'v^^   *t>   ;!te    vww   of  warding    o"_"  .  _  *^  .  _  _ 

.VI*.™«„e \v;cn;rmedicinische  Zcitun, 


tPF£CT/a2 


IE  MEMBRANA    TYMFANI, 


275 


occurrences  of  inflammation.  A  saline  purge  may  also  be  administered. 
The  main  point,  however,  is  that  the  patient  should  have  perfect  quiet, 
and  avoid  everything  which  might  tend  to  induce  congestion  of  the  head. 
If  inflammation  of  the  drum-membrane  should  nevertheless  ensue^  the 
treatment  should  be  conducted  on  the  lines  indicated  in  the  following 
section. 


2,  Inflammation  of  the  tympanic  membrane  (Inflammatio 
membranae  tympani :  Myringitis). 

Inflammation  of  the  membrana  tympani  readily  arises  consecutively 
to  inflammation  originating  in  the  regions  of  the  external  and  middle  ear, 
between  which  it  is  placed.  Primary  inflammation  of  the  membrane  is, 
on  the  other  hand,  a  rare  affection^  to  which  Kramer  first  called  attention 
long  after  the  introduction  of  the  aural  speculum. 

Myringitis  may  be  either  acute  or  chronic  in  its  course.  Chronic 
myringitis  is  usually  associated  with  a  chronic  inflammation  of  the  middle 
ear,  to  which  it  is  generally  secondary.  It  occurs  at  all  ages^  though 
it  is  relatively  more  common  in  children  than  in  adults.  Most  often 
one  membrane  only  is  affected  ;  according  to  Bomiafottt,  the  left  more 
frequently  than  the  right.  Cases,  however,  are  met  with  in  which  both 
membranes  suffer  simultaneously  from  the  first.  Occasionally  also  tlie 
opportunity  presents  itself  for  observing  partial  inflammations  of  the 
membrane,  but  these  are  usually,  though  not  always,  of  traumatic  origin. 

Etiology, — Myringitis  usually  results  from  some  intense  direct 
irritation  of  the  membrane.  Amongst  the  most  common  of  such  causes 
are:  injuries;  cold,  especially  from  introduction  of  cold  water;  and  the 
application  of  irritating  substances,  such  as  the  nostrums  frequently  used 
by  the  ignorant  for  toothache  or  earache.  The  various  quack  remedies 
advertised  so  universally,  and  under  the  most  plausible  names,  are 
undoubtedly  responsible  for  a  large  contingent  of  the  cases  of  inflammation 
of  the  ear  coming  under  treatment.  According  to  Rau^  the  misuse  of 
electricity  and  galvanism  is  also  answerable  for  certain  cases  of  inflamma- 
tion. It  has  been  already  mentioned  that  fungi  growing  in  the  auditory 
canal  may  set  up  a  myringitis  (micro-myringitis,  IVreden), 

Inflammation  of  the  tegumentary  layer  of  the  membrane  may 
likewise  become  developed  in  connection  with  the  acute  exanthemata, 
with  erysipelas,  and  with  papular  and  pustular  syphilitic  affections  in 
this  region. 

a.  Acute  Myringitis. 

Course  and  symptoms.— In  response  to  some  injurious  influence,  and 
without   any   particular  premonitory   symptoms,  the  patient  is  suddenly 
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transmitted  through  the  chain  of  the  auditory  ossicles.  Spasmodic  con- 
tractions, again r  of  the  tensor  tympani  muscle  may  set  up  a  special  tinnitus 
in  acute  myringitis,  to  which  Limke  drew  attention  as  being  described  by 
patients  to  resemble  the  fluttering  of  butterflies.  In  a  case  of  this  kind, 
the  author  was  able  to  recognise  movements  of  the  inflamed  membrane  in 
association  with  the  tinnitus.  When  at  the  beginning  of  the  disorder  the 
pain  is  very  intense,  the  deafness  and  tinnitus  are  apt  to  be  more  marked 
only  at  a  later  stage.  The  deafness  begins  to  decrease  only  with  diminu- 
tion of  the  discharge  ;  and  the  internal  noises  often  continue  to  be  present 
for  a  long  time,  even  after  all  traces  of  inflammation  have  disappeared 
from  the  membrane. 

The  objective  afifiearances  are  so  characteristic  that  the  fact  of  the 
affection  remaining  unrecognised  until  recent  times  can  only  be  attributed 
to  the  imperfect  methods  of  examination  formerly  employed.  With  regard, 
however,  to  the  question  as  to  the  primary  or  secondary  nature  of  the 
inflammation,  when  other  structures  are  likewise  involved,  it  must  be 
admitted  that  inspection  often  fails  us ;  nor  does  the  history  of  the  case 
always  aflTord  satisfactory  evidence  in  coming  to  a  conclusion  on  this  point. 
The  appearances  will  vary  considerably  according  to  the  causes  of  the 
inflammation ;  as  well  as,  and  chiefly,  in  dependence  on  the  previous 
condition  of  the  membrane.  If  the  membrane  can  be  examined  at  a 
very  early  period,  the  nature  of  an  injury,  if  this  be  the  cause,  may  as  a 
rule  be  easily  recognised.  One  may,  for  instance,  distinguish  between  an 
excoriation  ;  a  punctured,  incised,  or  lacerated  wound  ;  a  rupture ;  and 
perforations,  simple  or  multiple.  When,  however,  some  time  has  elapsed 
before  an  examination  can  be  made,  the  diagnosis  as  to  the  origin  of  the 
inflammation  may  be  very  diflicuU,  and  it  may  be  even  impossible  to  say 
with  certainty  whether  it  be  due  to  injury  or  is  secondary  in  character. 

The  inflammation  ensuing  upon  an  injury  is  sometimes  partial  in 
extent  The  tissues  in  the  vicinity  of  the  lesion  are  then  reddened  and 
swollen,  the  more  distant  parts  being  normal  in  appearance.  Very  soon, 
perhaps  after  twenty-four  hours^  the  edges  of  the  wound  acquire  a  yellowish 
border,  indicating  the  commencement  of  the  formation  of  a  cicatrix.  In 
most  cases  of  injury,  however,  and  especially  with  ruptures  and  lacerated 
wounds,  the  myringitis  which  follows  is  difluse,  extending  over  the  entire 
membrane;  and  in  its  further  course  resembles  more  or  less  an  idiopathic 
inflammation  of  the  part. 

When  a  previously  healthy  membrane  is  attacked  with  inflammation,  it 
becomes  in  a  few  hours  dull,  lustreless,  more  or  less  livid,  and  loosened 
in  texture.  The  livid  grey  appearance  does  not  extend  over  the  entire 
surface :  those  parts  in  which  the  large  blood-vessels  are  found  are  more 
swollen  and  of  a  deep  red  colour,  and  thus  the  outlines  of  the  structures 
(hammer,  external  auditory  canal)  connected  with  the  membrane  appear 
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indistinct.  This  intensely  red  area  corresponds  to  the  arrangement  of  the 
tissues  in  the  immediate  neighbourhood  of  the  handle  of  the  malleus,  being 
of  a  triangular  shape,  with  the  hase  upwards  and  the  rounded  apex  down- 
wards. It  is  more  swollen  up  than  the  surrounding  grey  region,  and  almost 
entirely  obscures  the  malleus.  The  short  process  of  the  malleus  is  usually 
perceptible  only  as  a  small,  yellow,  pointed  body,  about  the  size  of  a 
millet-seed  ;  and  sometimes  even  this  trace  of  the  handle  soon  disappears. 
The  outline  of  the  triangular  area  just  described  is  not  sharply  limited^ 
but  the  whole  surface  has  from  the  beginning  a  diffuse  reddish  appearance. 
With  such  a  condition  of  the  membrane,  light  thrown  upon  it  is  not 
reflected  in  the  ordinary  way  :  the  normal  bright-spot  is  in  most  cases 
altered  in  shape  and  position,  or  may  be  altogether  absent ;  or  other 
reflexes  may  appear  in  the  most  diverse  situations. 

The  appearances  above  described  are,  hoivever,  but  seldom  to  be 
observed.  In  the  majority  of  cases  an  opportunity  for  examination  does 
not  occur  until  a  later  period,  when  the  entire  membrane  has  already  become 
highly  congested.  It  then  presents  a  livid  red  appearance,  the  epidermis 
lost  in  some  places,  while  in  others  in  their  vicinity  larger  or  smaller 
patches  with  a  dull  white  colour,  due  to  the  loosened  but  still  adherent 
epidermis,  are  visible.  The  surface  of  the  membrane  appears  moist  and 
flattened,  or  even  somewhat  convex,  with  larger  or  smaller  depressions  of  a 
darker  tint.  Its  boundary,  too,  can  no  longer  be  definitely  made  out,  and 
the  reflex  of  light  is  irregular.  The  handle  of  the  malleus  cannot  ordinarily 
be  recognised  at  all,  or  at  most  only  a  trace  of  it,  either  as  a  narrow  furrow 
or  as  a  thin  crest  extending  for  a  short  distance  upwards.  Its  short  pro- 
cess also,  though  still  visible  at  the  beginning  of  the  affection,  likewise 
disappears  soon,  and  the  membrane  then  comes  to  present  more  or  less 
the  appearance  depicted  in  Plate  L,  Fig.  5.  The  auditory  canal  in  the 
immediate  vicinity  of  the  inflamed  structure  is  also  hyperaemic  in  a 
greater  or  less  degree,  and  in  extremely  rare  instances  a  pulsating 
movement  of  the  entire  tympanic  membrane  may  be  observed.  In  the 
further  course  of  the  affection  the  epidermis  becomes  more  and  more 
completely  cast  off,  and  the  secretion  from  the  surface  more  copious.  It 
is  at  -first  sero-sanguineous,  later  purulent,  and  flows  abundantly  out  of 
the  canal  ;  some,  however,  accumulating  upon,  and  more  or  less  obscuring, 
the  membrane* 

If  the  inflammation  now  recede^  the  morbid  appearances  usually 
disappear  in  the  reverse  order  of  their  development.  The  region  adjacent 
to  the  lower  portion  of  the  handle  of  the  malleus  is  the  first  to  recover  its 
normal  aspect,  while  the  redness  and  swelling  are  still  visible  at  the 
periphery.  The  triangular  band  of  tissue  descending  from  the  upper  wall 
of  the  external  auditory  canal,  and  conveying  to  the  membrane  its 
principal  blood-vessels,  is  visible  longest  as  a  congested  area,  in  which  the 
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short  process  of  the  malleus  gradually  reappears  (Plate  L,  Fig.  6).  At 
this  period  an  appearance  may  be  noticed  which  seems  to  depend  upon 
the  peculiar  histological  structure  of  the  membrane.  A  number  of 
whitish  lines  may  be  observed  radiating  from  the  handle  of  the  malleus 
towards  the  periphery  (Plate  I.»  Figs.  6  and  7),  On  close  inspection^  they 
are  seen  to  be  due  to  prominences,  and  are  undoubtedly  caused  by  the 
greater  degree  of  swelling  of  bundles  of  fibres  of  the  radiating  layer. 
As  the  inflammation  goes  on  diminishing,  they  also  gradually  disappear, 
the  bright-spot  regains  its  normal  position  and  shape,  and  after  more  or 
less  of  the  epidermis  has  been  thrown  off  from  the  surface,  the  membrane 
once  more  assumes  its  natural  aspect  (Plate  I.,  Fig,  8), 

Figs,  5,  6,  7,  and  8  on  Plate  I.  represent  various  stages  of  an  inflammation  of 
the  dnim-membranc,  as  observed  by  the  author  in  a  patient  who  came  under  his 
treatment  on  the  fourth  day  of  the  affection.  Fig.  5  was  taken  on  the  fourth  day  of 
the  inflammation,  Fig.  6  on  the  twentieth  day.  Fig.  7  on  the  twenty*sixth  day,  and 
Fig.  8  CD  the  forty-second  day,  at  which  timt'  the  patient  had  recovered  his  hearing 
perfectly. 

It  is  rare  for  the  morbid  process  to  run  so  simple  a  course  as  that 
above  described,  in  which  the  tegumentary  layer  of  the  membrane  mainly 
suffers,  while  the  deeper  layers  remain  unaffected.  Thus  the  pus,  instead 
of  wholly  discharging  itself  from  the  surface,  may  infiltrate  the  membrane, 
either  diffusely  or  in  one  or  more  circumscribed  centres,  to  form  small 
abscesses.  If  the  purulent  infiltration  be  diffuse,  the  membrane  may  still 
present  a  greyish-red  appearance  resembling  the  simply  hypcra-mic  integu- 
ment When,  on  the  other  hand,  it  accumulates  in  one  or  more  places, 
forming  abscesses,  these  become  visible  as  protuberances  of  varying  size 
and  shape.  In  the  majority  of  instances  of  myringitis,  purulent  infiltra- 
tion of  the  membrane  takes  place  together  with  exudation  on  the  free 
surface,  whereby  a  copious  otorrhcea  is  established  besides  swelling  of  the 
structure.  Not  un frequently  the  abscesses  develop  just  on  the  periphery, 
as  in  the  case  represented  in  Fig.  9,  Plate  I.,  in  which  several  were 
formed  simultaneously;  or  as  in  Fig.  12,  Plate  L,  which  was  drawn 
just  after  the  abscesses  had  been  evacuated,  and  shows  the  pus  as  it 
flows  away  from  them.  The  hyperaemla  persists  over  the  whole  mem- 
brane until  after  the  evacuation  of  the  abscesses,  when  several  of  these 
cchejdst,  and  in  some  cases  also  where  only  one  is  present.  On  the 
other  hand,  it  sometimes  happens  that  with  a  single  abscess  the  surround- 
ing structures  present  a  more  normal  appearance  when  it  has  reached 
its  highest  development.  Figs,  it  and  12,  Plate  L,  represent  a  case  of 
this  kind.  Even  when  a  purulent  infiltration  of  the  membrane,  whether 
diffuse  or  circutnscribed,  has  already  taken  place,  it  is  possible  for  the 
inflammation  to  pass  away  without  leaving  any  change  to  its  structure 
which  is  perceptible  to  the  naked  eye,  and  even  without  any  disturbance 
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of  function.  It  is  nevertheless  well  established  that  it  is  just  in  such 
cases  that  morbid  structural  changes  in  the  membrane  are  left  behind 
which  may  call  for  treatment  at  some  later  period. 

More  or  less  extensive  perforations  almost  always  occur  in  the 
course  of  an  acute  myringitis.  They  are  seen  more  often  on  the  lower 
than  on  the  upper  half  of  the  membrane,  and  sometimes  in  several 
situations  at  the  same  time.  Most  commonly  the  perforation  takes  place 
at  about  a  third  of  the  distance  from  the  handle  of  the  malleus  to  the 
periphery  ;  only  in  rare  cases  near  the  outer  margin  of  the  drum-head, 
one  such  being  depicted  in  Fig.  13,  Plate  I.  It  may  develop  either 
as  the  outcome  of  a  circumscribed  suppurating  process  in  an  already 
excoriated  site  ;  or,  as  the  result  of  an  ulcerative  process  in  the  inflamed 
and  thus  degenerated  tissues ;  or,  lastly,  it  may  be  occasioned  by  some 
accidental  and  perhaps  insignificant  external  cause,  such  as  sneezing  or 
blowing  the  nose,  which  may  then  easily  produce  a  laceration  in  the  weak- 
ened structure.  Sometimes  a  pulsating  bright-spot  makes  its  appearance 
at  the  point  at  which  the  membrane  is  just  about  to  become  perforated. 
Once  formed,  the  perforation  appears  as  a  round  or  oblong,  more 
or  less  irregular,  aperture  or  cleft.  If  the  opportunity  should  occur  of 
watching  from  the  commencement  the  development  of  a  perforation  due 
to  an  ulcerative  process,  a  depressed  spot  of  darkish  appearance  about 
the  size  of  a  millet-seed  is  first  visible.  If  a  little  secretion  has  col- 
lected in  this  depression,  there  is  also  a  distinct  light-reflex,  usually 
pulsating.  In  this  condition  the  membrane  is  already  perforated,  though 
the  aperture  is  so  small  that  light  does  not  pass  through  it  in  sufficient 
quantity  to  illuminate  the  tympanic  cavity.  The  perforation,  however, 
very  soon  enlarges,  partly  through  the  continued  destruction  of  tissue, 
and  partly  on  account  of  retraction  of  the  edges,  so  that  in  some  cases  it 
may  in  the  course  of  a  few  days  involve  perhaps  as  much  as  two-thirds 
of  the  whole  membrane.  Frequently,  however,  the  aperture  is  a  large 
one  from  the  commencement,  appearing  as  a  roundish  or  oval  darkened 
space  with  an  irregular  margin,  through  which  the  hyperaemic  mucous 
membrane  of  the  tympanum  is  visible  (Plate  I.,  Fig.  14).  In  this  space 
a  distinctly  pulsating  light-spot  may  often  be  observed. 

When  the  inflamed  membrane  has  been  lacerated  as  a  result  of 
some  injurious  external  influence,  the  rupture  is  usually  bounded  by 
irregular  edges  due  to  the  unequal  contraction  of  the  surrounding  tissues. 
The  fringed  margin  of  the  perforation,  however,  soon  smooths  down,  and 
a  more  regular  aperture  is  then  presented. 

Abscesses  of  the  tympanic  membrane,  if  left  to  themselves,  may 
either  become  reabsorbed  and  disappear ;  or  the  pus  may  undei^o  fatty 
degeneration,  or  calcification  ;  or,  finally,  they  may  cause  destruction  of 
portions  of  the  membrane,   with  or  without  perforation.     When  such  a 
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disintegration  takes  place,  the  pus  accumulated  between  the  lamellae 
either  breaks  through  the  membrane  externally  into  the  auditory  canal, 
or  internally  into  the  cavity  of  the  tympanum,  or  in  both  directions  at 
the  same  time.  Usually  the  last  occurs ;  but  sometimes  the  abscess 
evacuates  itself  only  in  one  or  the  other  direction,  in  which  cases  the 
diagnosis  is  not  difficult,  provided  the  Eustachian  tube  be  patent ;  being 
based  upon  the  absence  of  a  "  perforation-sound  "  when  the  Valsalvan 
process  is  practised,  or  the  air-ball  employed  to  inflate  the  tympanum. 
It  may  happen,  however,  that  in  the  process  of  inflation  the  force  of  the 
air  may  break  through  the  remaining  wall  of  the  abscess,  and  thus 
convert  it  into  a  perforation. 

The  walls  of  an  abscess  which  has  ruptured  externally  may  undergo 
further  disintegration,  and  form  in  this  way  a  large  ulcer,  the  base  of 
which  is  constituted  by  the  mucous-membrane  layer,  with  perhaps  some 
of  the  membrana  propria  adhering  to  it.  The  same  may,  as  intimated, 
occur  in  the  other  direction,  in  which  case  the  tegumentary  layers  of  the 
membrane  will  form  the  base  of  the  ulcer. 

Such  conditions  as  these  may  to  some  extent  remain  present  after 
the  inflammatory  process  has  ceased,  and  thus  produce  anomalies  of  the 
membrane  to  which  reference  will  be  made  later.  In  by  far  the  greater 
number  of  instances,  however,  the  abscess  breaks  through  the  membrane 
both  inwards  and  outwards,  either  simultaneously  or  nearly  so.  There 
arise,  then,  total  perforations,  with  variously  formed  boundaries,  and  the 
passage  or  canal  may  have  various  courses  and  directions  in  different 
cases.  For  instance,  the  external  and  internal  openings  may  be  so  placed 
that  air  inflated  by  way  of  the  tympanum  may  penetrate  the  inner  aperture 
but  find  no  outlet ;  the  canal  may  be  funnel-shaped  in  either  direction  ;  and 
so  forth.  Those  portions  of  the  abscess-wall  which  were  at  first  little 
affected,  may  undergo  later  on  a  further  ulceration,  with  the  result  that 
the  edges  of  the  ultimate  perforation  become  more  or  less  smooth,  as 
represented  in  Figs.   14  and   15,  Plate  I. 

Inflammatory  processes  in  the  membrana  tympani  may  lead  to 
considerable  loss  of  substance.  The  entire  membrane  may  be  destroyed, 
and  the  malleus  then  become  necrosed  in  consequence  of  the  withdrawal 
of  its  main  blood  supply.  Such  a  condition  is,  however,  extremely  rare, 
some  portion  at  least  of  the  membrane  being  generally  left  attached 
to  the  margin  of  the  inner  end  of  the  auditory  canal. 

A  case  like  that  represented  in  Fig.  18,  Plate  I.,  in  which  only  a 
small  part  of  the  original  structure  remains  at  the  upper  border,  with 
scanty  remnants  attached  to  the  handle  of  the  malleus,  is  so  rare  as  to 
be  a  curiosity.  Here  one  looks  directly  upon  the  reddened  mucous 
membrane  covering  the  promontory,  on  the  posterior  and  inferior  part  of 
which  is  indicated  the  fenestra  rotunda.     In  such  instances,  the  malleus 
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is  for  other  reasons  impracticable,  Siegle's  speculum  may  be  employed  to 
draw  out  the  drum-membrane. 

Special  interest  attaches  to  a  perforation  of  the  membrana  flaccida.  known  as 
foramen  Rrcini.  It  occurs  most  frequently  as  a  result  of  mflaTnTTiation  of  the 
middJe  ear,  but  may  also  be  due  to  a  primary  myring^itis.  Inflammation  in  this 
situation  may  be  present  alone,  or  in  conjunction  with  that  of  adjacent  structures 
on  the  upper  wall  of  the  external  auditory  canaL  A .  Buck  *  has  reported  such 
cases.  In  very  few  of  these  can  a  perforation -sound  be  recognised  on  inflation  of 
the  middle  ear,  as  that  part  of  the  tympanum  which  is  bounded  by  the  membrana 
flarcida  does  not  communicate  directly  with  the  Eustachian  tube. 

In  diffuse  infiltration  of  the  membrane  its  structure  is  likewise  altered 
in  various  ways.  The  tissue  elements  not  only  undergo  changes  in  their 
relative  position,  but  also  suffer  disintegration.  The  infiltration  is  very 
rarely  quite  symmetrical ;  in  the  majority  of  cases  the  inflammatory 
products  are  unequally  distributed,  so  that  the  surface  of  the  membrane 
becomes  uneven  in  appearance.  Its  posterior  segment  is  usually  infiltrated 
to  a  greater  degree  than  the  anterior  portion  ;  in  consequence  of  which  the 
anterior  appears  somewhat  more  deeply  situated  in  the  canal.  In  acute 
inflammations  of  the  membrane,  infiltration  is  apt  to  take  place  to  a  less 
extent  than  in  the  sub-acute  and  chronic  forms. 

Acute  myringitis,  as  already  mentioned,  generally  leads  to  perforation. 
The  power  of  regeneration  inherent  in  the  drum-membrane  is  nevertheless 
considerable,  so  that  healing  is  the  rule.  Not  only  are  small  losses  of  its 
substance  renewed,  but  often,  even  though  half  the  membrane  has  been 
destroyed,  a  cicatrix  forms  which  replaces  the  lost  tissues.  The  restora- 
tion, however,  is  governed  by  certain  conditions,  which  may  so  modify  the 
regenerative  process  that  the  renewal  is  either  altogether  in  abeyance*  or 
takes  place  slowly,  or  in  such  an  unsatisfactory  manner  as  to  ultimately 
depreciate  the  function  of  the  membrane.  Among  other  injurious 
influences  in  this  connection  is  the  presence  of  foreign  matters,  which 
should  be  most  carefully  removed. 

Regeneration  of  the  lost  tissue  takes  place  more  readily  when  the 
latter  is  confined  to  the  membrane  proper  than  when  perhaps  the  margin 
of  the  auditory  canal  or  the  malleus  is  implicated  in  the  perforation* 
Previous  degeneration  of  the  membrane  is  likewise  a  bar  to  perfect 
cicatrisation.  The  extent,  too,  of  the  loss  of  tissue  obviously  influences 
the  process  and  its  duration. 

Solutions  of  continuity  in  the  inflamed  membrane  without  perceptible 
loss  of  substance  may  heal  in  a  very  short  time  by  simple  adhesion  of  the 
edges  of  the  wound.  Many  incised  or  punctured  wounds  causing  a  partial 
myringitis  go  through  this  process.  Sometimes  a  perforation  heals  w^hile 
inflammation  of  other  parts  of  the  membrane  is  still  going  on.     The  author 

*  Report  of  the  Firnt  Congrefs  of  ihe  International  Otologicftl  Society,  New  York. 
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has  frequently  observed  that  during  the  course  of  a  myringitis  the  patient 
could  by  inflating  the  middle  ear  by  the  Valsalvae  process  press  air- 
bubbles  through  a  perforation  ;  while  on  the  following  day  this  could 
not  be  effected,  nor  was  the  lesion  discoverable  at  any  later  time  in 
the  course  of  the  affection.  In  some  cases  of  this  kind,  no  trace  of  a 
cicatrix  can  be  afterwards  perceived. 

If  the  solution  of  continuity  be  associated  with  loss  of  substance, 
recovery  may  take  place  in  various  ways.  Under  favourable  circumstances 
a  membranous  cicatrix  is  developed  which  entirely  replaces  the  lost  tissue. 
It  is  formed  from  the  tegumentary  and  mucous-membrane  layers  of  the 
drum-membrane;  the  membrana  propria^  containing  no  vessels,  takes  no 
part   in    the   new   formation.      If  an    opportunity  should   offer   itself  of 


Fig.  100. 
Cicatrix  in  the  tympanic  membrane  (mag:nJBcd  ice  times). 


following  the  regenerative  process  from  the  commencement^  it  will  be 
observed  that  excessive  vascularity  of  the  tissues  in  the  immediate  vicinity 
of  the  perforation  is  by  no  means  favourable  to  the  formation  of  a 
cicatrix.  On  the  contrary,  a  loss  of  substance  is  most  speedily  restored  in 
situations  where  no  large  vessels  are  found.  So  long  as  the  inflammation 
is  still  acute,  cicatrisation  does  not  commence.  When,  however,  the 
inflammatory  process  begins  to  decline,  an  abundant  formation  of  cells 
and  nuclei  takes  place  from  the  edges  of  the  perforation.  Blood-vessels 
are  gradually  developed  between  the  newly  formed  cell-elements,  partly 
from  the  matrix  furnished  by  them,  and  partly  by  overgrowth  from  the 
already  existing  vessels  of  the  membrane.  The  same  process  occurs  in 
the  case  of  nerve-fibres,  and  the  new  cell-formation  becomes  gradually 
developed  into  a  new  membranous  structure,  covered  externally  by 
epidermic  cells,  and  internally  with  epithelium. 

The  author  has  never  been  able  to  discover  in   the  cicatrix   fibres 
resembling  those  of  the  membrana  propria ;    but,  on   the  contrary,  the 
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latter  is  usually  sharply  defined  in  the  neighbourhood  of  the  cicatrix,  as 
shown  in  the  adjoining  figures. 

The  newly  formed  cicatrix  must  be  thus,  under  the  conditions  of  its 
development,  necessarily  thinner  than  the  surrounding  tympanic  membrane, 
and  its  surface  appears  deepen  Further,  since  in  virtue  of  its  delicate 
structure  more  light  passes  through  it  than  through  the  normal  membrane, 
it  looks  somewhat  darker  than  the  latter— a  fact  which  may  cause  it  to  be 
mistaken  for  a  perforation. 

Further  details  on   this  will  be  found  in  the  authors  work.  **  Ueber  Narben- 
biidung  im  Trommelfelle,"  Monatsschrift  fur  Ohrenheilkunde,  1869,     The  develop- 
ment   of   cicatrices     in    the    drum- 
Fig.  loi. 


Cicatricial  tissue  in  the  tympanic  membrane 
(magnified  450  times).  Above  are  seen  fibres 
of  the  membrana  propria;  beneath  are  bundles 
of  connective*tissue  fibres^  crossed  obliquely 
by  a  newly  formed  nerve. 


#1 


membrane  of  frogs  has  also  been 
studied  by  the  author;  as  in  these 
animals  the  structure,  which,  as  in 
man,  consists  of  three  layers,  is 
superficially  placed,  and  thus  con- 
venient for  examination.  The  de- 
pression of  the  surface  of  the  cicatrix 
beneath  that  of  the  surrounding 
membrane  has  been  attributed  to  its 
more  readily  yielding  to  the  external 
atmospheric  pressure.  No  groutid 
exists,  however,  for  such  an  explana- 
tion :  the  pressure  from  within  is  as 
great  as  that  from  without.  Its  de- 
pressed appeanmce  depends  simply 
upon  the  absence  of  the  membrana 
propria^  at  the  level  of  which  it  ts 
placed.  That  this  is  so,  is  at  once 
seen  by  looking  at  the  internal  sur- 
face of  such  a  cicatrix,  which  appears 
as  though  pressed  outwards,  and  not 
inwards. 


iiiiil,^ 

I WHkm 'IjKlr^HHHP  The  result  in  regard  to  the 

i  W^V  Vx^ntW^rw  hearing  power  after  healing  of  a 

\^  '       s  ^  perforation   is  not  always  bene- 

ficial If  the  tension  of  the  new 
tissue  be  too  great  or  too  little^  the  hearing  may  be  worse  than  before. 
Reference  has  been  previously  made  to  the  retraction  of  the  perforated 
tympanic  membrane  by  the  contraction  of  the  tensor  tympani  muscle* 
In  this  way  the  margins  of  the  perforation  may  be  brought  close  to,  or 
into  contact  with,  the  promontory  or  some  other  structure  of  the  cavity 
of  the  tympanum.  Such  a  structure  may  then  even  project  beyond  the 
margins  of  the  perforation  into  the  external  auditory  canaL 

In  association  with  an  innammation  and  perforation  of  the  membrane 
the  tissues  of  the  tympanic  cavity  become  hyperaemic^  and  the  more  readily 
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so  from  its  intimate  vascular  relations  with  the  drum-membrane.  Its 
structures  are  more  exposed  to  injurious  external  influences,  and  subject 
also  to  irritation  from  the  continued  presence  of  purulent  secretions. 
Under  such  conditions  proliferation  of  the  mucous  membrane  is  readily 
set  up^  and  it  may  thus  happen  that  adhesions  are  brought  about  between 
the  borders  of  the  perforation  and  various  parts  of  the  wall  of  the 
tympanum  or  its  contained  structures — as,  €,g^^  the  auditory  ossicles  or 
tendon  of  the  stapedius.  If  the  development  of  the  cicatricial  tissue  takes 
place  in  an  inward  direction  towards  the  deeper  structures,  rather  than  in 
the  plane  of  the  membrane,  an  indirect  union  of  the  parts  implicated 
occurs*  In  either  of  these  cases  a  thin  superficial  cicatrix,  whether  free 
or  adherent  to  the  underlying  parts,  may  extend  across  the  perforation. 
Generally,  however,  this  is  not  what  occurs,  but  the  structure  to  which  the 
drum-membrane  has  become  adherent  simply  fills  up  the  aperture;  and  the 
mucous  membrane  which  finally  is  formed  over  it  undergoes  a  condensation, 
or  sclerosis.  In  this  manner  the  most  varied  conditions  may  come  about, 
known  generally  as  synechim. 

See  Plate  L,  Figs.  26  and  27.  F'ig,  26  is  from  a  case  of  myringitis,  in  which 
the  promontory  is  adherent  to  and  fills  up  the  middlt;  of  the  three  perforations. 
Fig.  27  shows  considerable  loss  of  substance,  with  calcareous  deposits  in  the 
membrane :  the  anterior  edge  of  the  perforation  was  connected  with  the  promontory 
by  delicate  cicatricial  tissue. 

The  different  conditions  which  come  about  in  perforations  as  above 
described  may  be  variously  combined.  Thus  the  margin  of  a  perforation 
may  be  partly  adherent  to  the  inner  wall  of  the  tympanum  by  long  bands 
of  cicatricial  tissue,  while  at  another  point  there  may  be  direct  adhesion 
between  the  two  structures,  and  at  yet  a  third  place  the  edge  of  the 
perforation  may  be  simply  covered  with  integument,  a  communication 
thus  remaining  between  the  external  auditory  canal  and  the  tympanum. 

The  presence  of  a  cicatrised  perforation  with  irregular  adhesions  is 
usually  more  detrimental  to  the  hearing  capacity  than  if  the  perforation 
had  remained  unhealed,  and  so  it  may  become  advisable  to  separate  or 
divide  them. 

Another,  though  infrequent,  outcome  of  perforation,  and  one  likewise 
unsatisfactory  in  regard  to  the  hearing  power,  is  that  in  which  the  margin 
alone  is  covered  simply  with  the  integument.  These  are  the  so-called 
penttamni  or  dry  perforations  (perforatio  absoleta)^  and  are  rarely  found  in 
their  typical  form  without  other  complications.  It  is  usually  very  large 
perforations,  circumscribed  partly  by  other  tissues  than  the  tympanic  mem- 
brane, in  which  this  condition  arises.  The  fibrous  tissue  of  the  membrane 
surrounding  the  perforation  is  increased  by  a  new  connective-tissue  forma- 
tion, and  the  edge  finally  covered  over  by  epidermis.  The  membrane  in  the 
immediate  vicinity  of  the  perforation  is  thus  thickened  and  semi- tendinous, 
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and  therefore  less  capable  of  regenerating  the  tissue.  If  such  a  perforation 
be  very  extensive,  subsequent  alterations,  such  as  commonly  arise  in 
exposed  mucous  surfaces,  take  place  in  the  tympanum,  by  which  its  lining 
membrane  becomes  sclerosed,  and  assumes  a  yellowish,  dry  appearance. 

If  the  formation  of  an  abscess  has  been  associated  with  the  myringitis 
it  does  not  always  discharge  itself.  In  not  a  few  cases  the  pus  is  either 
not  evacuated  at  all,  or  imperfectly  so ;  and  the  contents  of  the  abscess 
cavity  undergo  complete  or  partial  calcareous  metamorphosis.  Calcareous 
deposits  are  then  formed,  surrounded  by  more  or  less  degenerated  tissue- 
elements,  as  well  as  by  newly  formed  connective  tissue.  Such  deposits 
may  be  single  or  multiple,  and  appear  in  varied  shape  and  extent — 
sometimes  as  an  irregularly  disseminated  material  (Plate  I.,  Fig.  32)^ 
sometimes  with  a  more  defined  arrangement  (Plate  I.,  Figs.  33,  34,  35). 
They  usually  arise  on  the  site,  and  after  destruction,  of  the  membrana 
propria ;  or  where  the  fibres  of  this  structure  have  been  partly  dislodged 
from  their  position  during  the  abscess-formation ;  in  which  case  the 
tympanic  membrane  in  the  vicinity  will  be  found  to  be  thicker  than 
elsewhere.  Externally  and  internally  the  chalky  deposits  are  lined  by  the 
tegumentary  and  mucous-membrane  layers  of  the  new  tissue  respectively. 
If  therefore  they  be  touched  with  the  sound,  abrasions  may  readily  occur. 
They  generally  appear  somewhat  elevated  above  the  surface  of  the 
membrane,  especially  if  closer  to  the  dermoid  than  the  mucous-membrane 
layer,  and  resemble  macerated  bone  in  colour.  They  very  seldom  extend 
over  the  entire  surface  of  the  tympanic  membrane ;  the  author  has, 
however,  often  seen  cases  in  which  partial  calcification  extended  to  the 
border  of  the  auditory  canal  or  to  the  malleus — a  condition  which  by  some 
writers  is  said  not  to  occur. 

Even  an  acute  inflammation  sometimes  leads  to  alterations  in  the 
membrana  tympani,  resulting  either  in  an  attenuation  {atrophy)  or  in 
a  thickening  {opacity)  of  its  structure.  The  thinning  is  due  to  a  molecular 
disintegration,  with  subsequent  absorption  of  the  degenerated  material^ 
and  may  occur  either  with  a  circumscribed  or  a  diffuse  infiltration.  A 
circumscribed  atrophy  of  the  membrane  is  liable  to  be  confounded  with  a 
cicatrix,  but  may  be  distinguished  from  this  by  its  border  being  less  sharply 
defined.  There  may  be  one  or  many  such  places  in  the  same  membrane, 
and  they  are  usually  sequent  to  a  chronic  myringitis.  (See  Plate  I.,  Figs.  30 
and  31.)  The  thickenings^  or  opacities^  result  from  a  localised  tissue- 
hypertrophy,  or  from  the  presence  of  heterogeneous  matters  in  the 
substance  of  the  membrane,  and  are  as  a  rule  likewise  due  to  a  chronic 
inflammatory  process.     Further  reference  will  be  made  to  these  later. 

The  prognosis  in  inflammation  of  the  membrane  is  on  the  whole 
favourable.  If  the  course  of  the  affection  be  not  influenced  injuriously  by 
constitutional  or  other  conditions,  and  if  the  loss  of  tissue  be  not  very 
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extensive,  the  patient  commonly  recovers  his  ordinary  hearing  capacity,  even 
though  perforation  has  taken  place,  and  any  other  troublesome  symptoms 
present  also  disappear.  Still  much  caution  is  necessary  in  the  prognosis, 
especially  as  regards  the  hearing.  The  result  is  apt  to  be  unfavourable 
if  the  myringitis  appear  simultaneously  with  inflammation  of  the  deeper 
structures ;  and  in  strumous  children,  when  it  commences  with  very  acute 
symptoms,  it  is  liable  to  assume  a  chronic  form  in  spite  of  the  most 
careful  treatment,  and  to  lead  to  secondary  consequences  functionally 
detrimental  to  the  organ. 

Treatment. — In  acute  myringitis,  antiphlogistic  measures  should  be 
employed  in  the  pre-exudative  stage.  All  bodily  and  mental  exertion 
should  be  avoided,  and  the  ear  protected,  as  far  as  possible,  from  injurious 
external  influences.  Any  foreign  matters  present  in  the  auditory  canal,  to 
which  perhaps  the  inflammation  may  be  due,  should  be  carefully  removed. 
Epidermic  accumulations,  especially  those  which  contain  micro-organisms 
and  are  firmly  adherent,  should  be  loosened  and  syringed  out.  The  diet 
ought  to  be  regulated,  and  the  general  condition  looked  after.  Salines  are 
often  useful  at  the  commencement,  and  saline  purgatives  administered  if 
specially  indicated,  as  for  instance  if  congestion  of  the  head  should 
supervene. 

If  hyperaemia  of  the  membrane  is  very  considerable,  local  bleeding 
has  a  good  effect  in  diminishing  it  and  in  relieving  pain.  Bleeding  is 
sometimes  indicated,  indeed,  when  other  conditions  would  have  perhaps 
made  it  inadvisable,  in  order  to  assuage  the  severe  pain  incapable  of  being 
relieved  by  other  measures.  Leeches  should  for  this  purpose  be  applied 
in  suitable  number  in  front  of  the  tragus  and  below  the  mastoid  process, 
and  limitation  of  the  inflammation  should  be  attempted  by  the  application 
from  the  commencement  of  cold  compresses  to  the  mastoid  and  parotid 
regions.  If  in  spite  of  the  employment  of  leeches  the  pain  should  continue, 
anodjmes  may  be  administered,  and  also  used  locally  in  the  manner  described 
under  external  otitis.  As  in  the  latter  affection,  the  use  of  poultices  and 
warm  vapours  should  be  avoided. 

It  is  equally  injudicious  to  introduce  from  the  first  irritating  solutions 
into  the  auditory  canal.  The  only  remedy  of  this  kind  which  the  author 
has  found  of  any  benefit  in  the  hyperaemic  stage  is  a  dilute  solution  of 
lead  containing  a  little  morphia.  It  sometimes  diminishes  the  hyperaemia, 
and  so  the  violent  pain,  while  in  other  cases  it  even  increases  the  pain. 
If  after  the  application  of  leeches  the  hyperaemia  be  not  lessened,  and  the 
swelling  of  the  drum-membrane  be  considerable,  it  is  advisable,  particularly 
if  the  auditory  canal  be  much  congested,  to  make  a  few  superficial  incisions 
through  the  skin  of  the  latter.  They  should  be  from  2  to  3  mm,  long,  and 
made  under  a  good  light  with  a  myringotome  (P  ig.  102,  ME\  parallel  to 
the  boundary  of  the  membrane,  and  in  its  immediate  vicinity.     The  blood- 
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In  Fig.  102  B  G  S  is  the  handle.  The  part  at  S,  at  an  obtuse  angle  to  the  handle, 
has  a  groove  into  which  the  different  instruments  fit*  and  arc  fixed  by  an  adjusting 
screw.  The  lower  part  of  the  handle*  which  caa  be  detached  from  the  upper  part  at 
£,  is  so  arranged  that  it  can  be  used  as  a  causticholder.  At  the  lower  extremity  of 
the  handle,  sr,  is  a  screw  for  attachment  to  a.  mirror^  so  that  the  handle  may  also 
be  used  for  the  reflector.  J/  is  a  myriogotone,  for  incising  the  tympanic  membrane, 
scarifying  the  deeper  structures,  etc.  This,  and  the  other  instruments  w^hich  can 
replace  it,  stand  at  an  obtuse  angle  to  the  handle,  in  order  that  the  hand  of  the 
operator  may  not  interfere  with  the  illumination  of  the  canal  I  represents  a  snare 
for  removal  of  polypi  from  the  deeper  parts  of  the  ear,  or  from  the  nasal  cavities. 
It  is  drawn  of  the  ordinary  size,  and  consists  of  a  metal  shaft  and  a  movable  outer 
case,  to  which  a  ring  is  fi.Ked  at  H.  The  projections  at  /?,  oKo*t  o^,  <?*,  <?^,  are  pierced 
longitudinally  to  c^ny  the  wire,  which  is  of  silver  or  well-annealed  iron.  The  loop, 
Si,  is  tightened  by  drawing  back  the  outer  casing  by  the  ring  H.  2  is  a  blunt - 
pointed  silver  sound  or  probe:  it  may  be  used  likewise  for  cauterisation  by  fusing 
a  little  nitrate  of  silver  on  the  end.  A  and  4  are  sharp  spoons ;  5  a  small  hook, 
frequently  useful.  <»  is  a  so-called  synechotome,  devised  by  Wrcden  for  division  of 
adhesions  of  the  membrane;  the  cutting  edges  are  at  the  extremity,  which  is  bent 
at  right  angles  to  the  shaft,  7  represents  the  author  s  tenotome  for  division  of  the 
tendon  of  the  tensor  tympani  muscle,  8  is  a  very  useful  form  of  myringotome  with 
a  concave  edge.^ 

If  exudation  has  already  appeared  on  the  surface,  its  amount,  as  well 
\  as  the  state  of  the  drum-membrane,  will  determine  the  further  treatment. 
^^  A  free  use  of  astringent  and  other  topical  applications  is  inadvisable. 
^^Kxcessive  zeal  in  their  employment  is  hkely  to  do  more  harm  than  if  they 
^^  are  too  sparingly  used,  and  the  inflammation  is  often  increased  in  this  way. 
I  With  very  profuse  suppuration,  and  with  great  swelling  of  the  membrane, 
I  astringent  solutions  may  be  used  if  the  pain  have  abated.  If,  on  the  other 
hand,  pain  be  still  present,  the  greatest  caution  is  necessary,  or  both  this 
^_^and  the  inflammatory  process  will  probably  be  augmented.  Simple  warm 
^^instillations,  howxver,  are  useful  for  the  relief  of  pain  in  the  exudadve 
r  stage.  In  this  way  may  be  explained  the  statement  of  many  patients  that 
the  introduction  of  warm  oil  gives  momentary  relief;  though  in  these  cases 
warm  water,  or  the  lead  solution  with  morphia,  previously  meutioned,  are 
preferable.  The  author  finds  a  weak  solution  of  boric  acid^  with  a  few 
drops  of  tincture  of  opium,  to  be  very  beneficial  (boric  acid,  i  part; 
distilled  water  and  glycerinej  of  each  40  parts  ;  tincture  of  opium,  1  to 
2  parts)^ 


*  [Reiner  of  Vienna  makes  apoclcct-case  according  to  the  author*s  instructions,  containing 

er>'tmn|f   needful  iu  most  cases.     It  contains  a   reflector — the  handle  above  described,  a 

)reliead-band  with  clamp  for  fixing  the  rellector  if  it  be  desired  to  have  the  hands  free,  four 

ir  specula,  two  Eustachian  catheters,  a   pair  of  ear  forceps,  small  car  forceps  with  catch, 

pair  of  scissors,  a  bistoury,  a  director,  and  a  tuning-fork,  a  thermometer,  some  need  lei* 

rand  other  requisites, — A  vcr\^  convenient  operating  case  has  been  furnished  for  Dr.  Edward  Law, 

by  the  same  maker,   conlaining  a  common   handle  differing;  from   that  described   above  in 

having  at  ^  a  similar  arrangement  to  that  at  S,  but  with  a  square  instead  of  a  round  bore, 

pBy  this  means,  instruments  with  square  hafts  may  also  be  employed,  and  thus  those  of  various 

operators  and    makers  may  be  fitted  into  one  case.      Reflector,  scissors,  bistoury,  etc,  are 

Ifimitted,  as  being  cumbrous  and  liable  to  injure  the  remaining  contents.     This  case  can  be 

lobtained  from  Mayer  and  Mcltzer,  Great  Portland  Street,  W,] 
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vessels  supplying  the  membrane  are  in  this  way  divided,  and 
depletion    thus   effected  has  much  better   results  than  the    i' 
produced  by  leeches,  and  is  always  to  be  preferred  with  indi 
are   not    afraid    of  the    trivial   operation.      The   pain  some 
considerably,    and    the    further   course    of    the    affection 
favourably    influenced. 

Fig.   102. 

Instruments  for  the  performance  of  various  operations  in  the  deep' 

auditorv  canal. 


■ill 
.itc    IT 

iJed  t 
c.  it  ihc 


SchivaHze  *  even  recommends  « 
"  in  certain  cases  of  acute  inflam 
very  short  time  an  extreme  swellir 
occurs,  chiefly  in  the  posterior 
remedies  which  always  otherwis* 


'  Die  Paracenteae  d* 


ire  necessary  in  regard  to  the  middle  ear.  Some  of  the  discharge  from 
'the  membrane  usually  finds  its  way  into  the  tympanic  cavity  through 
the  perforation,  and  produces  irritation  of  the  mucous  membrane,  as 
well  as  morbid  subjective  symptoms.  For  this  reason,  it  is  sometimes 
necessary  to  clear  out  such  matters  from  the  tympanum,  and  this  is 
best  done  by  means  of  the  air-douche.  The  inflation  should  be  made 
as  sparingly  as  possible.  The  method  recommended  by  the  author  is 
eminently  suitable  for  this  purpose.  If  the  loss  of  substance  in  the 
membrane  be  not  great,  nothing  further  is  required.  The  perforation 
closes  up,  and  there  is  often  scarcely  a  trace  left  of  the  former  lesion. 
With  more  considerable  losses  of  tissue,  cicatrisation  proceeds  slowly. 
The  edges  of  the  perforation  may  then  be  touched  wiih  nitrate  of  silver, 
either  solid  or  in  solution.  If  the  regeneration  should  still  remain 
sluggish,  the  process  may  be  stimulated  by  the  introduction  of  an 
artificial  druni-membrane,  impregnated  or  smeared  with  some  appropriate 
medicament.  Further  details  of  this  procedure  wilt  he  given  in  the 
description  of  artificial  tympanic  membranes. 

If  the  margins  of  the  aperture  be  drawn  inwards  to  a  considerable 
extent,  perhaps  so  much  so  as  to  be  in  contact  with  the  inner  wail  of 
the  tympanic  cavity,  efforts  should  be  made  to  prevent  possible  adhesion 
between  the  two  structures.  To  this  end  frequent  employment  of  the 
air-douche  is  indicated,  or  the  edges  of  the  perforation  may  be  separated 
from  the  underlying  parts  by  a  thin  probe,  the  end  of  which  is  bent  at 
a  right  angle  and  passed  through  the  opening.  With  very  large 
perforations,  unfortunately,  the  prevention  of  such  adhesions  is  rarely 
successful.  Mention  will  be  made  further  on  of  this  as  well  as  other 
sequelse  sometimes  resulting  from  myringitis. 


(b)    Chropuc  Inflannnation  of  the  Mcmbmna  Tympam, 


^^  Chronic  myringitis  may  become  developed  out  of  either  a  primary 
or  a  secondary  acute  process—  a  result  dependent  sometimes  upon  some 

j     constitutional  dyscrasia,  such  as  struma,  tubercular  disease,  or  syphilis ; 

'  sometimes  upon  extraneous  causes.  The  presence  of  micro-organisms 
especially  may  keep  up  the  morbid  process,  unless  they  be  duly  recog- 
nised and  rendered  innocuous.  A  secondary  inflammation  of  the  membrane 
consequent  on  a  chronic  suppurative  process  in  the  middle  ear  will 
usually  run  a  chronic  course.  The  constant  irritation  caused  by  the 
discharge  of  purulent  matter  through  a  perforation  will  obviously  tend 
to  the  continuance  of  the  disease.  Such  chronic  forms  of  myringitis 
are,  from  the  commencement,  characterised  by  absence  of  the  severe 
pain  associated  with  acute  inflammation  ;  while  on  the  other  hand 
symptoms  referable  to  deranged  function  of  the  auditory  nerve   assume 


a  greater  prominence.  The  deafness  is  apt  to  be  considerable,  in 
accordance  with  the  greater  or  less  extent  of  morbid  change  going  on 
in  the  deeper  structures. 

The  chief  objective  appearances  to  be  found  in  cases  of  chronic 
myringitis  arc  those  which  have  been  described  in  connection  with  the 
acute  form  of  inflammation  with  single  or  multiple  perforation  and 
infiltration  of  the  tympanic  membrane.  But  in  addition  to  these,  other 
conditions  may  often  be  met  with  in  the  chronic  varieties.  Thus,  larger 
or  iimal)er  masses  of  granulation-tissue  may  be  observed  either  on  a 
limited  area,  as  in  Fig.  19,  Plate  1.,  or  over  the  entire  surface  of  the 
membrane,  an  represented  in  Fig.  20.  The  appearances  may  vary  during 
the  progrettJiof  the  affection.  The  inflammatory  products  undergo  different 
ulterationA  in  different  places,  with  the  result  that  at  certain  spots  the 
inflammatory  process  has  terminated,  leaving  behind  more  or  less  obvious 
chjingei»  of  structure,  whilst  at  other  parts  it  may  not  only  be  stifl  active, 
but  even  exhibit  more  acute  signs.  In  this  way  are  to  be  explained  the 
itlvrriK*  appearances  which  may  be  observed  on  the  same  membrane  during 
i\\v  (>i  uf  the  alTeciiun,     On  the  anterior  segment,  for  example,  the 

iMf'Mil'j  ly  ap[)car  cloudy  or  quite  normal,  while  over  the  postenor 

rp||lort  cnn*idrroblc  proliferation  of  granulation-tissue  has  taken  place  ; 
Of,  m  lirrn  in  Fig*  19,  Mate  1.,  the  membrane  in  the  immediate  neigh- 
bourhorKl  (jf  tlie  lualkua  may  be  almost  normal,  while  a  calcareous 
ili«|KiiiU  reHulthig  from  an  abscess  is  present  in  the  anterior  segment,  and 
«i|i  ihr  pontrrior,  Krttnuladon-tissue  is  still  in  course  of  development. 

Tlii»  Kruwlh  of  granulation-tissue  in  these  cases  becomes  sometimes 
«i  «t)i(ffti»lv«<  A»  to  lake  on  the  appearance  of  polyps,  which  project  for 
H  <i(iriililiMahlp  dlitlincc  into  the  auditory  canal,  and  may  even  quite 
yliiiuii'  Ihfi  view  nf  the  deeper  parts.  The  nature  of  such  cases  might 
^*  ml«itiitii«ii,  or  remain  in  doubt,  without  recourse  to  the  history  and 
U«  HM  llwrtllK«tlon  of  the  condition  of  the  middle  ear.  Further  details 
141  Ihit  •ill»)m  will  he  givrn  in  the  chapter  on  Polypi. 

,\  iMtMtil  In  ft  mftii  of  siixty-fivc,  who  had  suffered  from  an  otorrhtra  for 

^^^,  Ml  It*  \\\v  muiuun  mombr.iue  of  the  cavity  of  the  tympanum  was  much 

\\  w\s\   On*  »hnin'nietiibi\inc   nf  a  uniform   yellowishbrovvn   colour,   dull, 

u,l       I  Im'  nu»CMU!»  iiurfiicc  of  ihc  tympanic  membrane  was  smooth,  the 
r    nut'Vpn.   while  i\h  substance  was  spongy,  being   permeated   by 
^  Mil   lie   partly  recognised  with    the   naked  eye,   and    undc-r  the 

ij  4   II   Uninif  *»f  pavemcm-cpithelium*     The  membrana  propria 

^^  ♦  I,  a  remnant  only  ejcisting-  by  the  malleus.     The 

j  I  Kicrly  of  tolerably  vascular  connective  tissue 
ni.  ^as  destroyed,  while  in  its  place  villi  ot 
vcffd   with   stratified  pavement-epithelium. 


rromnteirdles.**    CentrslblMl  flit  ntcdi^ 


'were  distributed  over  the  entire  surface.     They  were  made  up  of  a  connective-tissue 
matrix  and  fibres,  and  contained  a  capillary  loop. 

Progfiasis.— This  is  in  every  way  more  unfavourable  than  in  acute 
myringitis.  In  the  latter,  a  complete  recovery  as  regards  the  structure  of 
the  membrane^  with  restoration  of  the  impaired  hearing  capacity,  may  be 
considered  as  the  common  course.  In  the  chronic  forms,  on  the  other  hand, 
whether  sequent  to  a  primary  or  a  secondary  inflammation,  such  perfect 
results  can  hardly  be  proposed  as  attainable.  There  generally  remains 
behind  either  a  permanent  perforation  of  the  membrane,  or  such  conditions 
as  thickening,  calcareous  deposits,  atrophy,  synechiae,  or  cicatrices,  which 
are  usually  found  more  or  less  combined  in  the  same  drum-membrane. 

Figs.  i6,  17,  and  ig,  on  Plate  I.,  represent  some  changes  remaining  after  chronic 
inflammation  of  the  membrane.  In  Fig.  16  is  seen  a  large  loss  of  substance,  and 
in  the  portion  left  at  the  periphery'  are  some  chalky  deposits  ;  the  malleus,  with  the 
adjacent  part  of  the  membrane,  is  drawn  strongly  inwards.  Fig.  17  depicts  a  case 
where  almost  the  entire  membrane  had  been  lost  by  chronic  intiammation,  only  the 
posterior  superior  segment  remaining  and  adhering  to  the  descending  process  of 
the  incus.  Fig.  29  exhibits  thickening  of  the  inferior  segment  and  atrophy  of  the 
other  parts  of  the  membrane.  Fig.  jo  represents  partial  thickening,  together  with 
atrophy.  In  both  Fig.  29  and  Fig.  30  the  atrophic  portions  are  seen  depressed 
towards  the  tympanic  cavity.  Figs.  53,  34,  and  35  show  calcareous  deposits  in  the 
drum -membrane.  Fig.  35  presents  a  cicatrix  with  light-reflex  above  a  calcareous 
deposit  on  the  posterior  segment.  Figs.  21,  22»  2^,  24,  25,  26,  27,  and  28  represent 
various  forms  of  cicatrices.  In  Fig.  26  were  three  perforations:  that  in  the  superior 
anterior  segment  was  replaced  by  a  membranous  cicatri.\ ;  the  margin  of  the  per- 
foration in  the  anterior  inferior  region  was  adherent  to  the  promontory ;  while  on 
the  posterior  segment  was  a  dry  perforation.  Fig.  27  shows  a  large  cicatrix  in  the 
anterior  segment,  with  thickening  of  the  adjoining  parts  and  displacement  of  the 
malleus.  Fig,  28  exhibits  a  rare  result  of  chronic  myringitis,  in  which  the  greater 
portion  of  the  membrane  was  destroyed,  as  well  as  the  outermost  part  of  the  roof 
of  tlie  tympanic  cavity,  by  concurrent  caries ;  the  head  of  the  malleus  and  the 
crown  of  the  incus  were  loosened  by  inter-articular  suppuration,  and  were  visible 
through  the  external  auditory  canaL 

TrcatmenL — The  treatment  of  chronic  myringitis  is  to  be  conducted 
on  the  principles  laid  down  in  the  previous  chapter.  Particular  attention 
should  be  given  to  other  possible  ear  disease  present  in  association  with  the 
inflammation  of  the  membrane,  and  any  special  constitutional  state  ought 
also  to  have  careful  consideration. 

The  local  treatment  must  of  course  be  guided  by  the  actual  conditions. 
Polypoid  proliferations  should  not  be  permitted  to  remain  long  present :  if 
they  do  not  disappear  in  a  few  days  under  astringent  applications,  more 
effectual  measures  are  indicated.  Nitrate  of  silver  may  be  used  as  above 
described.  Politzcr  recommends  the  application  of  a  small  quantity  of 
ferric  perchloride  to  the  granulations.  It  is  said  to  act  more  rapidly^  and 
with  less  pain  ;  but  both  as  regards  this  substance  and  sulphate  of  copper 
the  author's  experience  is  such  as  to  lead  him  to  prefer  nitrate  of  silver 
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for  this  purpose.  Schwarize  recommends  painting  over  with  a  chromic  acid 
solution  for  profuse  and  prolonged  superficial  suppuration  (chromic  acid 
I  part  to  distilled  water  2  parts).  * 

In  chronic  myringitis  associated  with  otitis  media,  the  medicated 
gelatine  preparations  are  very  efficacious.  Granulations  may  also  be 
painted  over  with  tinctura  opii ;  or,  in  cases  of  syphilis,  with  a  solution  of 
corrosive  sublimate  (hydrarg.  perchlor.  I  to  S  parts  to  spirit,  rectif.  200 
parts) ;  or  with  a  mixture  of  equal  parts  of  tincture  of  iodine  and  tincture 
of  opium.  If  such  measures  have  no  result,  it  is  best  to  destroy  the 
small  granulations  with  the  galvano-cautery ;  the  larger  ones  may  be 
removed  either  with  a  cold-wire  snare  or  a  galvano-caustic  loop.  Diverse 
modes  of  treatment  are  not  seldom  requisite  in  the  same  case  to  insure 
the  best  result. 


1,   Partial  or  Total  Defect  of  the  Auricle, 


CHAPTER  VHI. 

ON  CERTAIN  SECONDARY  RESULTS  OF  INFLAMMATION  OF 
THE  EXTERNAL  EAR. 

The  various  changes  which  may  result  from  inflammatory  affections  of 
the  external  ear  have  been  for  the  most  part  already  referred  to  in 
describing  these  disorders.  It  will  nevertheless  be  advantageous  to  give  a 
more  special  account  of  some  of  these  consequences,  in  so  far  as  they  admit 
of  beneficial  treatment. 

r 

^F  Acquired  absence  of  the  auricle  is  sometimes  due  to  inflammation,  but  is 
most  frequently  the  result  of  gangrene,  and  occurs  for  the  most  part  in  early 
childhood.  If  such  a  defect  be  not  associated  with  some  affection  of  the 
deeper  structures,  the  hearing  power  is  not  notably  impaired,  and  does  not 
calJ  for  any  treatment,  except  in  so  far  as  this  may  be  desired  for 
the  sake  of  appearances.  Operations  have  been  planned  for  the  restora- 
tion of  a  part  or  of  the  entire  auricle,  but  the  results  have  always  been 
unsatisfactory.  This  is  not  surprising,  considering  the  construction  and 
complicated  form  of  the  organ.  If  therefore  the  patient  persist  in  having 
something  done,  it  will  be  better  to  recommend  him  to  wear  an  artificial 
auricle.  Such  appliances  are  made  of  papier  mache  or  gutta-percha,  and  are, 
by  means  of  a  spring  contrivance,  either  fitted  in  the  auditory  canal  or 
attached  to  the  side  of  the  head. 


I 


2.  Fistulous  Passages  in  the  neighbourhood  of  the  Ear. 

Of  these  the  most  important  are  such  as  are  associated  with  more  or 
less  e-Ntensive  loss  of  substance  in  the  bone  resulting  from  caries  or  necrosis. 
Abnormal  communications  are  in  this  way  established  between  the  passages 
and  cavities  of  the  ear  and  the  exterior.  They  terminate  usually  behind 
the  auricle  in  the  mastoid  region,  presenting  as  it  were  the  appearance 
of  another  external  auditory  canaL  Most  frequentlj^  these  fistulee  occur 
in  individuals  with  some  morbid  constitutional  condition,  as  struma  or 
tubercle,  in  whom  an  abscess  communicating  with  the  external  auditory 


canal  has  become  developed  in  the  region  during  the  course  of  an  external 
otitis,  and  they  are  to  be  treated  on  ordinary  surgical  principles.  Fistulous 
openings  associated  with  caries  will  be  referred  to  later  on* 


3.  PermaBent  Narrowing  (Stenosis)  and  Occlnsion  (Atresia)  of  the 
External  Auditory  CanaL 

Stenosis  and  occlusion  of  the  canat  generally  owe  their  origin  to 
previous  primary  or  secondary  inflammation,  and  arise  from  the  associated 
local  or  diffused  hyperplasia  of  the  implicated  structures* 

Extreme  narrowing  is  usually  found  in  old  patients  who  have  suffered 
a  long  time  from  inllammation  of  the  canaL  Atresia,  on  the  other  hand, 
occurs  chiefly  in  the  earliest  years.  The  proximate  cause  of  the  narrowing 
lies  in  the  hypertrophy  of  all  the  different  structures,  from  the  skin  down 
to  the  bone  and  cartilage  ;  more  rarely  of  the  skin  only ;  and  cases  are  also 
observed  in  which  the  stenosis  is  entirely  dependent  upon  a  limited  or 
diffuse  new  formation  of  bone.  The  new  bone  may  develop  not  only  in 
the  osseous,  but  even  in  the  cartilaginous  portion  of  the  canal,  and  may 
produce  an  increase  in  its  length  as  well  as  in  the  thickness  of  its  walls. 
The  new  formation  has  been  sometimes  proved  on  examination  to  extend 
indeed  almost  as  far  as  the  orifice  of  the  canaL 

Acquired  atresia  arises  most  commonly  in  infancy  when  the  osseous 
portion  of  the  canal  is  not  yet  fully  developed,  and  is  thus  usually  a  con- 
sequence of  adhesion  of  the  soft  structures.  If,  however,  the  occlusion  be 
complete,  and  remain  so  for  a  long  time,  the  further  development  of  the 
osseous  portion  of  the  canal  will  be  impaired  in  such  a  way  that  either 
no  osseous  canal  at  all,  or  only  a  most  irregular  one^  becomes  ultimately 
formed.  It  thus  may  happen  on  examination  with  the  probe  in  later 
years,  that  the  canal  is  found  occluded  by  osseous  tissue  covered  by  the 
integument.  Such  long-standing  cases  are  comparatively  not  at  all  rare, 
and  the  author  has  in  them  never  been  able  to  find  that  the  atresia  was 
limited  wholly  to  the  soft  parts.  Bony  material  could  alw^ays  be  found 
io  the  deeper  region  ;  indeed,  in  most  instances  outgrowths  of  bone  with! 
more  or  less  irregular  rounded  surfaces  confronted  the  view ;  while  in 
cases  of  recent  occlusion,  the  canal  presented  the  appearance  of  a  concave 
cone  with  a  rounded-off  apex. 

in  adults  the  author  has  observed  that  these  osseous  formations  which 
quite  occlude  the  canal  sometimes  proceed  even  from  its  cartilaginous  part. 
In  a  case  in  which  the  canal  measured  only  6  mm,  the  obstructing  mass 
was  of  bony  hardness,  and  in  intimate  connection  with  the  cartilage  of  the 
canal,  appearing  to  grow  out  from  its  wall,  with  the  convex  surface  towards 
the  opening.  The  integument  lining  the  canal  was  continuous  with  the 
structure  covering  the  new  formation. 


N 


* 


Stenosis  of  the  canal  seldom  induces  marked  symptoms.  The  lumen 
may  be  considerably  reduced  without  notable  effect  upon  the  hearing.  If 
deafness  be  present^  it  generally  depends  on  some  secondary  cause,  such 
as  accumulation  of  cerumen  or  epidermis,  or  accidental  swelling  of  the  soft 
structures.  By  such  conditions  the  narrowing  may  very  easily  become  a 
complete  occlusion,  and  so  induce  deafness  and  other  phenomena- 
Complete  atresia  always  causes  very  considerable  deafness,  from  the 
imperfect  sound-conduction.  Other  subjective  symptoms  are  only  apt  to 
occur  if  pathological  changes  in  the  deeper  parts  are  likewise  present. 

Prognosis,' — Inasmuch  as  both  narrowing  and  occlusion  of  the  canal 
are  generally  secondary  consequences  of  inflammation  arising  out  of  the 
most  varied  primary  processes ;  and  as  further  they  may  be  present  in 
association  with  diverse  morbid  changes  affecting  the  deeper  structures^ 
the  diagnosis  must  necessarily  be  rendered  very  difficult  in  many  cases. 
Consequently  the  prognosis  must  obviously  be  given  with  the  greatest 
caution.  It  will  demand  more  particularly  a  special  consideration  of  the 
material  basis  of  the  stenosis  or  occlusion,  as  well  as  of  the  condition  of 
the  internal  structures  of  the  ear 

If  the  narrowing  be  due  only  to  hypertrophy  of  the  soft  parts,  the 
prospects  are  more  favourable  than  when  it  is  mainly  dependent  upon  a 
new  bone-formation. 

In  atresia  likewise  the  prognosis  will  be  better  when  it  results  merely 
from  adhesion  of  the  soft  structures.  It  must,  however,  be  remembered 
that  such  occlusions  are  commonly  followed  by  an  irregular  formation  of 
new  osseous  material,  and  that  this  makes  the  condition  much  worse. 

Treatment, — Stenosis  from  hyperplasia  of  the  soft  tissues  is  best 
treated  by  pressure.  The  readiest  method  of  applying  it  is  by  means  of 
a  drainage  tube  inserted  into  the  canal  ;  but  this  is  only  suitable  where 
the  narrowing  is  due  to  simple  innammatory  swelling.  Pledgets  of  lint 
or  properly  shaped  pieces  of  compressed  sponge  are  more  efficacious,  but 
perhaps  laminaria  tents  adapted  to  the  auditory  canal  are  most  appropriate. 
They  should  be  cone-shaped,  and  provided  at  the  base  with  a  silk  thread 
for  their  more  easy  removal. 

Any  accumulations  of  masses  of  epidermic  scales  or  foreign  matters  in 
the  narrowed  canal  must  of  course  be  removed,  and  the  laminaria  bougie 
or  other  appliance  should  be  smeared  before  its  introduction  with  vaseline, 
or  with  some  ointment  with  which  may  be  incorporated,  if  desired,  any 
substance  designed  to  promote  absorption.  During  its  introduction  the 
patient  should  keep  his  mouth  open.  The  length  of  time  it  should  be 
allowed  to  remain  m  the  canal  will  depend  chiefly  upon  the  sensibility  of 
the  patient.  Sometimes  severe  pain  from  the  pressure  comes  on  in  half 
an  hour,  or  even  sooner  ;  while  other  patients  can  bear  its  presence  for  as 
long  as  twenty-four  hours.     A  renewal  of  the  process  also  will  depend 


upon  the  patient's  condition,  and  if  judged  advisable  a  larger-sized  bougie 
will  naturally  be  required.  If  it  be  wished^  the  interior  of  the  canal  may 
be  painted  over  before  using  the  bougies,  with  any  substance  from  which 
absorption  may  be  expected  ;  as  a  mixture  of  iodide  of  potassium,  iodine 
and  glycerine  (pot.  iod.  lOO  parts,  iodine  i  part,  glyc,  looo  parts),  or 
iodine  ointment  (pot.  iod.  200  parts,  iodine  3  parts,  vaseline  lOOO  parts), 
or  with  mercurial  ointment. 

If  the  narrowing  be  very  great  and  the  farther  presence  of  bougies 
cannot  be  tolerated  for  any  length  of  time,  and  perhaps  suppuration  be 
going  on  simultaneously  in  the  deeper  parts,  the  soft  structures  may  be 
incised  in  the  longitudinal  direction.  The  renewed  introduction  of  bougies 
may  then  be  more  successful. 

When  a  new-formation  of  osseous  tissue  is  the  cause  of  the  stenosis, 
but  a  very  slight  eifect  at  the  best  can  be  expected  from  painting  over 
with  any  absorbent.     In  most  cases  such  measures  are  quite  useless. 

With  complete  occlusion  of  the  canal,  the  indications  for  operative 
interference  will  depend  on  the  condition  of  the  deeper  parts.  If  a  well- 
grounded  suspicion  exist  that  suppuration  is  going  on  beneath,  an  operation 
must  be  devised  at  all  hazards,  otherwise  grave  destruction  of  the  deep 
structures  may  take  place,  or  dangerous  gravitation-abscesses  may  form, — 
conditions  which  may  possibly  threaten  the  life  of  the  patient.  Complica- 
tions of  this  kind  ma}^  soon  come  about  in  delicate  children  ;  and  as  in  them 
the  atresia  depends  at  the  commencement  only  upon  adhesion  of  the  soft 
structures,  an  operation  can  be  more  readily  undertaken. 

if  on  the  other  hand  no  suppuration  be  present  on  the  other  side  of 
the  occluded  region,  and  the  main  object  of  treatment  be  simply  improve- 
ment of  the  hearing  power,  the  case  is  different.  It  will  then,  as  in  cases 
of  congenital  atresia,  become  necessary  to  determine  whether  any  hearing 
power  still  exist,  and  if  so  whether  amelioration  may  be  looked  for 
from  an  operation.  Should  either  of  these  questions  be  decided  in  the 
negative,  any  operative  interference  will  be  contra -indicated,  experience 
having  shown  that  under  such  circumstances  the  occlusion  takes  place 
only  after  extensive  destruction  of  the  drum-head  and  the  deeper 
structures. 

Should  an  operation  be  decided  upon,  and  the  atresia  be  due  only  to 
adhesion  of  the  soft  tissues,  these  should  simply  be  divided  by  a  crucial 
incision,  and  the  wound  filled  up  with  iodoform  gauze.  Later  on,  dilata- 
tion should  be  carried  out — preferably  by  a  laminaria  tent,  if  the  atresia 
be  occasioned  by  a  bony  formation,  it  will  be  necessary  to  remove  this. 
The  author  has  repeatedly  performed  the  operation  by  means  of  a  small 
gouge,  but  most  often  with  the  galvano-cautery.  The  latter  is  simpler, 
and  operating  with  it  in  the  deeper  parts  is  safer.  The  haemorrhage 
also  is  less. 
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Moos  *  operated  with  a  drill  upon  a  bony  mass  7  mm,  in  thickness,  the 
result  of  an  inflammatory  process  of  ten  months*  duration,  which  brought 
about  occlusion  of  the  canal. 

[In  cases  in  which  the  above-mentioned  operative  procedures  are 
inapplicable  or  fail  to  relieve  the  obstruction,  it  is  sometimes  necessary  to 
open  the  mastoid  process  with  the  object  of  establishing  a  free  communica- 
tion with  the  tympanum  through  the  mastoid  cells  and  antrum.  The 
methods  of  performing  this  operation  are  described  later  in  the  chapter 
devoted  to  this  subject.] 

4.  Permanent  Apertures  in  the  Tympanic  Membrane  (Dry  perforation : 

Ferforatio  obsoleta). 

Although  perforations  with  loss  of  substance  of  varying  extent  may 
result  from  a  primary  myringitis,  as  well  as  from  a  secondary  inflammation 
of  the  membrane  arising  in  connection  with  an  inflammation  of  the  middle 
ear,  the  latter  is  of  much  more  frequent  occurrence  than  the  former. 

The  development  of  these  perforations,  the  changes  occurring  in  them 

afterwards,  and  the  conditions   governing   their   regeneration,  have  been 

already  described.     We  must,  however,  once  more  advert  to  the  fact  that 

the  subjective  symptoms  due  to  them  are  not  always  the  same,  even  with 

equal  losses  of  substance  in  the  same  region  of  the  membrana  tympani. 

The  importance  of  a  given  section  of  the  membrane  in  reference  to  the 

conduction  of  sound  varies  according  to  the  state  of  the  remainder  of  the 

membrane,  to  the  position  and  mobility  of  the  auditory  ossicles,  and  to  the 

condition  of  the  rest  of  the  sound-conducting  apparatus.     Thus  in  one  case 

a  simple  perforation  in  association  with  a  high  degree  of  deafness  may  be 

observed,  while  in  others  there   may  be  considerable  loss  of  substance 

-without  perceptible  impairment  of  hearing.     It  would  appear  as  though  in 

many  instances  the  condition  of  other  structures,  chiefly  of  the  auditory 

ossicles,  may  become  improved  in  relation  to  the  conduction  of  sound, 

l)y  a  solution  of  continuity  of  the  drum-membrane ;  the  depreciation  of 

function  resulting  from  the  {perforation  being  more  than  compensated  by 

the  new  conditions  of  transmission. 

Not  only  is  it  the  impairment  of  the  hearing  power  which  makes  the 
healing  of  a  perforation  very  desirable,  but  other  troublesome  concomitants 
of  the  lesion  sometimes  ensue.  Among  these  may  be  mentioned  the 
inflammatory  attacks  which  are  apt  to  arise  upon  the  slightest  external 
irritation,  from  absence  of  the  protection  naturally  afforded  by  the  intact 
niembrane  to  the  mucous  lining  of  the  tympanic  cavity.     The  sclerosis  of 


'  "  Ueber  einen  Fall  von  Anbohrung  des  in  Folgc  von  Entzlindung  knOchern  verschlos- 
Scnen  aussercn  GehOrganges."     Virchow's  Archiv,  IxxiiL,  S.  154. 


this  lining  membrane  which  takes  place  at  a  later  period  may  also  be 
detrimental  both  to  the  hearing  capacity  and  to  the  general  condition,  and 
especially  so  in  regard  to  the  occurrence  of  subjective  auditory  sensations. 
In  certain  rare  cases^  again,  patients  with  dry  perforations  suffer 
from  severe  vertigo,  which,  however,  ceases  if  the  external  auditory  canal 
be  stopped  up.  The  author  can  recall  a  patient  -who,  whenever  he 
happened  to  forget  to  insert  in  his  ear  the  cotton-wool  plug  which  he 
otherwise  always  used,  had  so  much  uncertainty  in  standing  or  walking 
that  he  had  to  take  hold  of  objects  as  a  precaution  against  falling.  He 
could  never  venture  into  the  street  without  his  plug  of  cot  ton- wool. 
Another  patient,  who  was  likewise  subject  to  attacks  of  extreme  giddiness, 
and  was  thus  much  hampered  in  his  business,  completely  lost  these  on  an 
artificial  drum-head  being  adapted. 

Obsolete  perforations  without  other  associated  morbid  changes  arc 
rare  in  proportion  to  the  frequency  of  solutions  of  continuity  of  the 
membrane,  and  thus  seldom  come  under  observation. 

Prognosis. — The  success  which  may  attend  any  local  measures  of 
treatment  will  depend  on  the  extent  of  the  loss  of  substance,  the  state  of 
the  remaining  part  of  the  membrane,  and  of  the  other  aural  structures, 
as  well  as  upon  the  constitutional  and  other  conditions  of  the  patient. 
Restoration  of  the  lost  tissue  is  least  to  be  expected  when  the  surrounding 
parts  are  degenerated,  perhaps  calcified  ;  or  when  the  perforation  is 
bounded  by  other  structures  than  those  of  the  tympanic  membrane,  as, 
e.g*f  the  malleus  or  the  margin  of  the  auditory  canal ;  although  membranous 
cicatrices  are,  it  is  true,  formed  often  enough  in  such  situations. 

If  once  the  margins  of  the  perforation  are  skinned  over,  restoration 
of  a  large  loss  of  substance  takes  place  with  great  difficulty,  even  with 
artificial  stimulation.  This  is  remarkable^  if  it  be  considered  that  the 
regenerating  power  of  the  membrane  is  so  marked  that,  if  even  lar^ger 
portions  of  its  structure  be  removed  by  incisions,  this  very  restoraiion 
of  the  excised  part  cannot  be  prcventat  The  extreme  difficulty  which 
attends  efforts  to  heal  up  old  perforations  should  be  borne  in  mind,  in 
order  to  avoid  the  pain  and  trouble  connected  with  failure  in  the  matter. 
It  is  therefore  eminently  advisable  to  try  certain  methods  first,  which 
are  not  only  quite  painless,  but  from  which  in  many  instances  a  more 
beneficial  result  follows  than  even  from  the  formation  of  a  cicatrix  :  ^^., 
the  use  of  the  artificial  drum-heads  introduced  into  practice  by  Toynbet 
upon  the  basis  of  the  observation  made  by  YcarsUy^  that  certain  patients 
with  perforation  of  the  membrane  heard  better  in  a  marked  degree  when 
the  auditory  canal  was  stopped  up  with  a  cotton-wool  plug. 

Toynht'cs  artificial  dmni-Hienihrane  consists  of  a  thin  disc  of 
vulcanised  indiarubber,  into  the  centre  of  which  is  fixed  a  wire  of  the 
length  of  the  auditory  canal.      The  disc  is  of  the  size  and  thickness  of 
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Fig,  103. 
Artificial     drum- 
head* 
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the  normal  tympanic  membrane,  and  the  outer  extremity  of  the  wire  is 
curved  round  into  a  ring  (Fig.   103). 

Although  this  artificial  membrane  of  Toynbte  is,  as  regards  its 
adaptability  and  results,  a  great  advance  upon  the  cotton-wool  plug,  many 
disadvantages  nevertheless  attach  to  it,  and  the  recog- 
nition of  these  by  aurists  has  for  a  long  while  stimuiated 
attempts  to  improve  upon  it.  Among  such  drawbacks 
may  be  mentioned  the  conspicuousness  of  the  conducting* 
wire  when  in  position  in  the  canal,  as  well  as  the 
liability  to  injury  of  the  deeper  parts  which  it  may  readily 
cause^ — this  last  especially  when  the  patient  lies  on  his 
side  with  the  deaf  ear  undermost.  The  apparatus  likewise 
may  easily  become  unserviceable  by  separation  of  the  disc 
from  the  wire.  Finally,  its  expense  makes  it  unsuitable 
in  poor  practice. 

The  commonest  substitutes  for  Toynbee*s  drum-head 
arc  the  cotton-wool  plugs  recommended  by  Yearsle\\  and 
the  artificial  membrane  without  con  ducting- wire  which  was 
introduced  by  Tovnbee^  but  afterwards  abandoned.  This 
was  again  introduced  into  practice  by  the  author  ten 
years  ago,  and  will  be  described  directly.  Hassen stein  ^ 
devised  the  small  forceps  depicted  in  Fig.  104  for  holding 
the  cotton-wool  plug*  It  is  intended  to  remain  with  the 
plug  in  the  auditory  canal'^  Harhtnunt  recommended 
as  a  substitute  for  an  artificial  membrane  a  small,  thin 
rod  of  whalebone  enveloped  by  cotton-w^ooL  Thus  with 
both  these  appliances,  as  with  Toynbee*s,  the  instrument 
necessary  for  the  introduction  remains  behind  in  the 
auditory  canaK  Schaiie  recommended  the  employment  of 
a  simple  plug  of  charpie  as  an  artificial  drum-membrane. 

The  artificial  membrane  introduced  by  the  author 
can  be  made  by  the  patient  himself.  He  has  designed 
the  apparatus  represented  in  Fjg»  105,  by  means  of  which 
it  may  be  most  readily  constructed.  The  vulcanite  case 
contains  the  necessary  materials — viz.,  needles,  silk  thready  and  a  suitable 
sheet  of  gutta-percha  tissue.  At  the  end  of  the  vulcanite  case  a 
punch  is  fixed  in  {A\  which  corresponds  to  the  size  and  shape  of  the 
normal  tympanic  membrane.     By  this  instrument,  a  disc  may  be  punched 


Fig.  104. 

Hasscn  siein's 
forceps  for  hold- 
ing the  cotton- 
wool plug- 


The  cotton-wool 
remains  fixed  be- 
tween the  ends 
by  means  of  the 
raovabic  ring  R, 


'  "  Beitrag  zur  Lchre  von  der  Wirkung  des  kiinsttichen  Trommclfelles.'*  Wiener  racdi 
cinische  Wochcnschritlt,  1S69. 

I*  Baumgarten  recommends  the  cotton-wool  artificial  incmbrane  to  be  moistened  with 
a  5  to  10  per  cent,  solution  oi  cocaine,  and  states  that  the  resiilts  obtatncd  by  this  application 
are  remarkably  satisfactory.] 
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Experience  has  shown  that  the  cotton-wool  plug  not  uncommonl}^ 
gives  better  results  than  the  gutta-percha  disc.  Many  patients  hear 
better  when  a  drop  of  water  is  brought  into  the  proper  situation  on  the 
membrane,  as  after  syringing  the  ear,  than  by  any  other  artificial  aid. 
In  many  instances,  again ^  the  application  of  a  little  powder  has  been 
attended  by  improvement  in  the  hearing.  Thus,  benefit  resulted  in  a  case 
of  Koscgarferi'Sf^  when  he  applied  a  liitle  powdered  alum  to  the  inner  wall 
of  the  tympanic  cavity.  Lichtenbcrg-  extols  particularly  the  application 
of  collodion  as  an  artificial  drum-membrane.  In  the  case  of  a  very  deaf 
patient  of  the  author's,  none  of  the  ordinary  appliances  improved  the 
hearing  in  the  least ;  while  by  the  introduction  of  a  thin  paper  plug  which 
he  himself  made^  and  turned  up  at  a  right  angle  at  the  end  placed  nearest 
to  the  membrana  tympani,  his  hearing  was  so  much  better  that  he  could 
follow  conversation  without  effort.  This  is  in  accordance  with  Blake's 
observation  of  the  success  attending  the  introduction  of  small  paper  discs. 

Fig.  107. 

Forceps  for  inserting  the  artificial  dnim-membranc. 


At  o  is  seen  the  thread  of  the  artificial  membrane  T,  which  is  drawn  through  and  Hxcd 
ftt  F  between  the  unequal  branches  of  the  forceps. 

On  the  basis  of  the  facts,  the  author  has  also  tried  various  materials 
for  use  as  artificial  membranes.  Those  made  from  linen  or  from  silk^  as 
suggested  by  Czardas  sometimes  accomplish  more  than  the  others*  The 
linen  drum-heads  appear  to  be  better  in  certain  cases  on  account  of  their 
more  intimate  contact  with  the  tympanic  membrane* 

U^iefhes  account  of  a  case  treated  in  the  hospital  practice  of  the  author  is 
instructive.  The  patient,  ag-ed  thirty-eight,  had  perforation  of  both  membranes,  due 
to  a  double  median  otitis  from  which  he  had  suffered  from  childhood,  when  it  arose 
from  scarlatina.  The  membranes  were  ver}^  red*  and  thickened  over  the  posterior 
superior  segments.  The  Eustachian  tubes  were  both  pervious,  and  the  character- 
istic perforation -sound  was  heard  on  inBation  of  the  middle  ear.  The  watch 
was  audible  on  contact  on  both  sides;  tympano-cranial  conduction  was  better 
on  the  left.  Without  knowing  anything  about  artificial  drum-membranes,  this 
patient  made  one  for  himself  by  rolling  up  a  piece  of  paper  into  a  thin  cylinder 
and  enveloping  it  in  cotton-wooL  WTien  this  was  inserted  into  the  canal,  he  heard 
the  watch  at  5  cm,  distance  on  the  left,  and  6  cm.  on  the  right  side*     Conversation 

'  ♦•  L'cber  cine  kQtistliche  Hftrvcrbesserung  bei  grossen  Trommelfellperforationeo." 
Monatsscbrift  Hir  Ohrenheilkuiide,  xviL  Jabrg. 

*  Wiener  medic jnische  Prcssc,  xx.  Jahrg,»  Nr.  37. 
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also^  which  previously  was  no  oiore  to  him  than  a  confused  jumble  of  rounds,  he 
now  heard  so  as  to  understand  the  vvordSp  and  couid  even  recogTiise  friends  by 
their  voice.  Trials  were  now  made  with  various  artificial  tympanic  membranes, 
Toynbee's  produced  no  effect,  nor  did  that  recommended  by  Politzer,  consisting" 
of  a  piece  of  indiarubber  with  a  wire  attached.  Hartmann's  appliance  improved 
the  hearing  distance  on  the  right  side  to  7  cm.y  on  the  left  to  5  cm.  With 
Delstanche's  drum-membrane  the  hearing  distance  was  increased  to  12  cm.  ;  and 
with  Hassenstein's  it  was  \2  cm.  on  the  left,  and  on  the  right  22  cm.  The  linen 
drum-membranes  of  the  author  gave  an  improvement  amounting  to  25  cm.  on  the 
right »  and  21  cm.  on  the  left.  With  the  gutta-percha  disc  the  distances  were,  on 
the  right  52,  on  the  left  23  cm.  The  silk  membrane  did  not  give  such  a  good 
result.  A  piece  of  indiarubber  drainage  tube,  introduced  so  as  to  lie  upon  the 
descending  process  of  the  incus,  but  which  did  not  cover  over  the  perforation, 
improved  the  hearing  distance  to  25  cm.  on  the  right  side. 

ZaufaVs^  statement  that  the  drum*membranes  recommended  by  the  author  are 
more  difficult  to  insert  than  those  of  Toynbee  is  correct.  Nevertheless,  experience 
teaches  that  patients  very  soon  learn  to  manipulate  them.  It  is  found  also  that 
Toynbee' s  drum-heads  are  very  easily  displaced  from  their  proper  position  by  the 
movements  of  the  lower  jaw.  The  slight  displacement,  too,  is  so  disagreeable  lo 
the  patient  that  Giampietro'^  has  even  introduced  a  modification  of  the  conducting 
wire  to  remedy  this  defect.  It  is  divided  at  the  outer  end  into  two  branches,  which 
by  their  spring  action  are  supported  against  the  walls  of  the  canal,  and  thus  fix  it» 

Fig.  107a, 


A^JU 


Gra/*s^  statement  that  the  author's  membranes  irritate  the  parts  more  than  others 
is  quite  without  foundation. 

[  Ward  Cousins  has  introduced  **  a  new  antiseptic  artificial  tympanic  mem- 
brane "  (Fig.  107a),  made  of  compressed  cotton  fibre  saturated  with  an  antiseptic  oil, 
and  moulded  into  the  shape  of  a  little  Welsh  hat.  The  following  advantages  are 
claimed  for  this  ear  drum  :  viz.,  it  frequently  improves  the  hearing  power ;  it  is 
easily  placed  in  situ,  and  can  be  readily  removed  by  the  patient ;  it  is  light  and 
delicate  in  structure,  and  causes  little  irritation  in  the  meatus;  it  acts  as  an  eflRcient 
protector  to  the  injured  organ,  and  as  a  screen  for  maintaining  the  moisture  of  the 
exposed  tympanic  cavity;  it  is  a  convenient  vehicle  for  the  application  of  local 
remedies  ;  its  cost  is  tritling. 

A  new  form  of  artificial  membrane  has  been  recently  devised  by  Edward  Lavi\ 
which  may  be  described  as  a  modification  of  Toynbee's  or  Gruber's.  It  consists  of 
a  hollow  or  solid,  but  soft  and  flexible,  small  indiarubber  ring  surrounding  a  thin 
diaphragm  of  the  same  material,  through  the  centre  of  which  a  thread  may  be 
passed  for  introduction  and  removal.  The  simple  disc  without  a  wire  has  often  the 
disadvantage  that  it  does  not  exercise  sufficient  pressure  upon  the  remains  of 
the  membrana  tympani,  or  upon  the  head  of  the  stapes  ;  besides  which  it  is  liabla 
to  displacement  in  the  meatus.    These  defects  are  obviated  bv  Law's  artificiall 


»  B<khm  Corr.  Blatt,  Nn  26. 

'  '*Du  Nouvcau  tympari  artificid  et  de  son  usa^  dan^  la  pratique."  Monatsschrift  fUr 
Ohrrnhcilkimdc,  etc.,  jahrg.  xv.,  S.  7. 

•  **  Zur  Fmgc  vom  kiitisttichcn  Tromraclfclle,  insbesondere  vom  Watte kugclchen/'  2eit- 
schrift  hit  Ohrcnhcilkundc,  xi.  lid. 
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membrane,  while  the  advantages  of  the  ordinary  rubber  disc  without  a  wire  are 
maintained.  He  has  also  used  with  advantage  a  plain  indiarubber  ring  in  suitable 
cases.] 

Before  introducing  an  artificial  membrane,  the  auditory  canal  and 
middle  ear  must  be  freed  from  any  foreign  matters  which  may  be  present* 
For  this  purpose  the  canal  should  be  syringed  out,  and  the  middle  ear 
inflated  by  the  air-ball  or  the  Valsalvan  process.  The  Eustachian  lubes 
also  should  be  made  clear  as  far  as  possible,  as  better  results  are  then  got 
with  the  artificial  drum-head.  The  latter  should  then  be  dipped  in  some 
antiseptic  solution,  or  smeared  with  vaseline  or  an  antiseptic  ointment ^  and 
placed  upon  the  tympanic  membrane,  without  further  regard  to  the  size 
and  shape  of  the  perforation.  The  hearing  should  now  be  tested  to  deter- 
mine what  improvement,  if  any,  follows.  Experience  shows  that  in  certain 
cases  the  artificial  membrane  gives  better  results  when  applied  in  its 
entirety,  while  in  others  greater  improvement  is  gained  when  it  is  cut 
according  to  the  loss  of  substance  present.  If,  therefore,  no  benefit  is  to 
be  recognised  when  it  has  been  introduced  intact,  it  should  be  removed, 
trimined  with  the  scissors,  and  tried  again.  The  process  should  be  repeated 
in  the  same  way  until  a  good  result  is  obtained.  The  author  has  observed 
that  in  certain  instances  the  best  effect  has  been  obtained  when  the  disc 
was  even  smaller  than  the  perforation,  and  was  pushed  on  into  the  tympanic 
cavity.  Artificial  membranes  constructed  of  different  materials  should  also 
be  tried  in  order  to  find  out  which  suits  the  case  best.  When  it  has  been 
satisfactorily  introduced,  a  short  sound  is  perceived  at  the  moment  of 
application,  which  is  also  audible  to  the  observer.  The  improvement  in 
the  hearing,  if  any,  is  at  once  recognised  by  the  patient.     If  the  artificial 

L drum-head  does  not  lie  properly  in  situ,  discomfort  is  felt,  and  he  will 
itistinctively  execute  movements  of  the  lower  jaw  in  order  to  accommodate 
the  disc  to  a  more  suitable  position  on  the  t3mi panic  membrane. 
Hackney^  advises  that  where  the  Eustachian  tube  is  patent,  the  artificial 
membrane  should  completuly  cover  io  the  perforation  ;  but  that  when  the  tube  is 
not  pervious  the  disc  should  be  arranged  so  as  only  to  partly  close  the  aperture  in 
the  membrane.  According  to  this  author,  the  improvement  in  the  hearing  some* 
times  does  not  appear  until  several  hours  or  days  after  the  introduction  of  the 
artificial  membrane.  This  statement,  so  far  as  the  author  can  say,  has  not  been 
corroborated  by  any  other  observer. 

The  benefit  resulting  from  the  use  of  artificial  drum-membranes  is 

limited  mainly  to  the  improvement  in  the  hearing,  and  it  is  only  in  isolated 

cases  that  other  abnormal  symptoms  are  removed  or  alleviated.     They  are 

very  seldom  efficacious  in  the  relief  of  subjective  auditory  phenomena ; 

tideed,  in  many  instances,  a  tinnitus  already  present  is  increased,  or  even 

f^makes  its  appearance  when  nothing  of  the  kind  had  previously  existed  ; 


•  **Ueber  die  Anwcndung  dcs  Toynbec'schcn  kiinstlichcn  TrommdfcUetSw^ 
fiir  Ohrcnhcilkunde,  ix.  Bd. 
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though  this,  it  is  true,  usually  soon  disappears  again.  The  author  has 
known  cases  in  which  the  patient,  for  this  reason,  had  to  forgo  the  use  of 
this  appliance.  It  must,  however,  be  insisted  on,  that  the  material  of  which 
the  artificia]  membrane  is  made  plays  a  part  in  the  result,  and  that  in  such 
cases  different  kinds  should  be  tried. 

The  improvement  in  the  hearing  is  in  many  cases  limited  only  to 
speech,  or  to  certain  tones  or  noises.  Patients  who  heard  conversation 
better  with  the  artificial  membrane,  but  in  whom  no  improvement  in 
hearing  for  the  watch  was  perceptible,  have  frequently  come  under  the 
author's  observation.  I-Ie  has  also,  on  the  other  hand,  frequently  seen 
individuals  in  whom,  as  it  w^ere,  an  auditorj-  hyper^esthesia  was  in  this 
way  produced  for  noises,  without  any  noticeable  improvement  in  the 
hearing  capacity  for  spoken  words.  There  is,  in  the  opinion  of  the 
author,  nothing  remarkable  in  the  occasional  apparent  improvement  in 
the  sound-conduction  by  the  cranial  bones  on  use  of  the  artificial  drum* 
heads.  This  is  explained  by  the  fact  that  in  the  customary  method  of 
testing  the  bone-conduction  the  tympanic-conduction  cannot  be  elimmated. 
If  in  any  case  the  ordinary  sound-conduction  by  w^ay  of  the  tympanum 
becomes  strikingly  better  by  the  use  of  the  artificial  membrane,  the  watch 
will  also  be  heard  better  when  in  contact  with  the  side  of  the  head, 
because  some  of  the  sound-waves  find  their  w-ay  into  the  neighbouring 
auditory  canal.  We  see  the  same  in  connection  with  certain  other  morbid 
changes.  Thus,  with  collections  of  cerumen  in  the  canal,  it  may  some- 
times be  observed  that  if  extreme  deafness  come  on,  the  w^atch  cannot 
be  heard  on  contact  with  the  mastoid  process.  Directly,  however,  the 
plug  of  cerumen  is  removed  from  the  auditory  canal,  the  sound  is  at  once 
perceived. 

Artificial  drum-membranes  sometimes  serve  as  a  very  suitable  pro- 
tection to  the  deeper  structures  in  perforated  membranes  with  or  without 
an  associated  otorrhoea.  In  cases  in  which  they  are  well  tolerated,  the 
author  considers  them  more  advantageous  tlian  cotton-wool  plugs,  because 
they  not  only  may  improve  the  hearing,  but  do  not  impede  to  such  an 
extent  the  return  of  blood  by  way  of  the  external  auditory  canal.  Often, 
however,  their  presence  cannot  be  borne  from  the  irritation  and  increased 
otorrhcea  which  they  cause. 

From  what  has  been  already  said,  the  employment  of  artificial  drum- 
membranes  will  be  indicated  under  the  following  circumstances: — 

1.  In  dry  perforations,  for  the  relief  of  the  deafness,  as  well  as  of 
other  morbid  symptoms,  such  as  tinnitus  and  vertigo, 

2.  In  cases  of  atrophy  and  cicatrices  of  the  membrane,  producing 
displacements  of  the  sound-conducting  structures,  or  associated  with 
discontinuity  of  the  auditory  ossicles,  particularly  of  the  incus-stapes  arli* 
cuiation,  and  occasioning  thus  certain  morbid  subjective  manifestations. 


3-  As  protective  media  for  the  structures  of  the  tympanic  cavity, 
4.  As  means  for  the  application  of  remedies  in  inflammation  of  the 
membrane  or  of  the  deeper  structures. 

Id  comparison  with  the  frequency  of  occurrence  of  the  conditions  in  which  the 

I  use  of  artificial  membranes  may  be  tried,  the  number  of  cases  in  which  they  actually 

[bring  about   an   improvement   in   the   hearing-   is   unfortunately    not    very  large," 

I  Sometimes  their  presence   cannot  be   tolerated  at  all,  or  only  after  a  wearisome 

probation.     Usually  they  have  to  be  discarded  on  account  of  the  otorrhcea  which 

Ihey  re-estabhsh,  perhaps  after  none  has  been  observed  for  years  ;  or  they  may  st^t 

up  a  painful  inflammation  where  none   has  previously  existed.     Though   in    such 

cases  their  use  must  of  course  be  stopped,  still  it  does  not  necessarily  follow  that 

all  idea  of  their  re-employment  must  be  abandoned.     After  the  active  symptoms 

produced  by  them  have  disappeared,  an  attempt  may  perhaps  be  made  at  a  later 

period  to  habituate  the  structures  in  a  methodical  manner  to  tolerate  their  presence. 

Thus,  at  first  they  should  only  be  permitted  to  remain  a  very  short  time  in  situ,  and 

then  by  degrees  this  time  may  be    increased.     In    this  way,  one   may  ultimately 

succeed  in  some  cases  in  which  even  painful  infiammatory  symptoms  were  set  up 

on  their  first  introduction. 

Mfjos^  treated  a  patient  in  whom  almost  the  entire  tympanic  membrane  had 
IbeeD  destroyed  in  each  ear.  Toynbee*s  artificial  drum -heads  were  inserted,  and 
[Immediately  afterwards  a  sensation  of  numbness  came  on  in  the  border  of  the 
tongue  on  both  sides,  which  continued  for  an  hour  after  the  artificial  membranes 
were  remo\^ed.  Solid  food  seemed  smooth  on  the  tongue,  and  liquids  of  different 
flavours  could  not  be  distinguished.  J/oas  explains  the  phenomenon  by  the  pressure 
exercised  by  the  artificial  drum-membrane  upon  the  chorda  tympani- 

The  probable  efficacy  of  the  artificial  drum-membrane  in  any  par- 
ticular case  can  never  be  predetermined  with  certainty.  Neither  the  size 
and  shape  of  a  perforation,  nor  other  perceptible  objective  appearances, 
furnish  trustworthy  data  for  this  purpose.  According  to  the  author's 
experience,  most  benefit  is  derived  from  it  in  losses  of  substance  on  the 
^posterior  segment  of  the  membrane^  especially  if  the  posterior  superior 
ection  has  been  implicated.  Yet  t-ven  in  these  cases  no  improvement  may 
occur.  It  is  only  after  trials  that  anything  definite  can  be  said  about  the 
matter.  In  some  instances,  the  result  obtained  is  a  surprisingly  good  one, 
even  when  the  perforation  has  completely  cicatrised,  and  particularly  when 
the  loss  of  substance  has  been  in  the  posterior  superior  quadrant,  and  the 
healing  process  has  left  the  articulation  between  the  incus  and  stapes  quite 
free,  or  covered  only  by  a  very  thin  irregular  cicatrix.  When  also,  as  is 
not  seldom  the  case,  a  discontinuity  has  been  brought  about  between  the 
descending  process  of  the  incus  and  the  head  of  the  stapes,  in  consequence 
of  previous  inflammation,  the  effect  of  the  artificial  drum-membrane  may 
be  still  more  remarkable. 


['  The  editors  believe,  however,  that  this  mmiber  would  probably  be  much  larger,  and  tbe 
results  obtained  more  satistaclory,  if  aural  surgeons  devoted  more  time  and  greater  attention 
to  the  ^ielection  and  adaptation  of  these  appliances.] 

*  '*Ucbcr  StOrungen  des  Gcschmacks-  und  Tastsinnes  der  Zunge  in  Folgc  von  Applira- 
tiondes  kiinstlichen  Trommelfcllcs."     Archi\'  lur  Augen-  und  Obrcnheilkunde,  i.,  S.  207. 
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anglicanum  (court-plaster)*  It  should  extend  for  a  certain  distance  beyond 
the  border  of  the  perforation.  In  the  course  of  four-and-twenty  hours, 
sometimes  later,  hypersemia  is  set  up,  which  increases  until  a  circum- 
scribed, sometimes  even  a  diffuse,  innammation  becomes  developed.  The 
epidermis  is  cast  off  from  the  edges  of  the  perforation,  and  the  process  may 
result  in  cicatrisation  of  the  aperture.  The  inflammation  must  of  course  be 
carefully  watched,  and  treated  on  the  same  lines  as  an  ordinary  myringitis. 
If  the  desired  process  fail,  it  may  be  repeated  with  the  addition  of  some 
slightly  stimulating  substance  spread  on  the  artificial  membrane.  For 
this  purpose,  the  author  usually  employs  a  linen  drum-membrane  with 
an  ointment  containing  potash  or  soda  (carbonate  of  potash  I  part, 
vaseline  50  parts),  or  nitrate  of  silver  (i  to  1 00  parts).  If  no  marked 
action  follow,  the  application  may  be  repeated.  With  smaller  losses  of 
substance,  the  author  has  had  good  results  from  numerous  incisions 
|,-i  mm,  in  length,  made  quite  close  to  one  another  and  at  right  angles 
to  the  margin  of  the  perforation.  The  pain  which  this  produces  is 
trivial,  and  the  haemorrhage  slight.  Small  perforations  often  close  up  in 
this  way,  even  though  of  long  standing,  and  larger  ones  diminish  in  size  ; 
but  with  very  large  or  unfavourably  situated  apertures  the  method  is  usually 
unsuccessful.  The  author  has  also  tried,  with  good  effect,  the  removal 
of  a  portion  of  the  tissue  bordering  on  the  ^A%^  of  the  perforation  to 
the  extent  of  I  mm.  At  first  this  was  done  with  the  knife ;  later  by  the 
galvano-caustic  method. 

Berihoid^  recommends  the  transplantation  of  a  small  piece  of  skin, 
or  of  a  piece  of  the  membrane  lining  an  egg-shell,  for  closing  a  perforation. 
All  otorrhoea  must  have  ceased,  otherwise  the  discharge  w^ili  wash  away  the 
transplanted  tissue.  The  edges  of  the  perforation  are  to  be  first  freed 
from  epidermis,  for  which  purpose  Berthold  uses  a  piece  of  court-plaster. 
The  piece  of  cutis  to  be  transplanted  should  be  larger  than  the  per- 
foration over  which  it  is  applied.  The  auditory  canal  is  afterwards  to 
be  plugged.  When  the  egg-membrane  is  employed,  a  very  fine  glass 
pipette,  bent  at  an  angle  of  125  ,  and  fitted  with  an  ordinary  piece  of 
indiarubber  tubing  closed  at  the  farther  end,  is  used  for  the  introduction. 
The  mouth  of  the  pipette  is  dipped  in  white  of  egg,  and  a  small  piece 
of  the  egg-skin  aspirated  on  to  it  with  the  moist  inner  surface  outermost. 
The  skin  sticks  to  the  mouth  of  the  pipette,  and  can  be  then  conveniently 
trimmed  into  shape.  It  is  now  conveyed  to  the  required  position  on 
the  tympanic  membrane,  to  which  it  is  made  to  adhere  by  compressmg 
the  indiarubber  tube.     It  wil!,  according  to  Berthold,  grow  to  the  edgeof  ihe 


*  Tagblatt  tier  Vcrsammlung  der  Naturforscher  und  Aerzte  in  Cassell,  1878;  ferncr,  **Das 
kunstljche  Trommelfell  und  die  Verwendbarkcit  dcr  Schaknhaul  der  Hiihnereier  zur  Myringo* 
plastik."  Wiesbaden,  18S6. 
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perforation^  if  properly  applied.  Tangemann^  after  having  failed  in  trans- 
planting a  piece  of  cutis  from  the  arm  in  a  case  of  perforation,  succeeded 
by  using  several  smaller  pieces,  which  he  introduced  one  by  one  to  close 
the  aperture,  and  then  plugged  the  canal  with  cotton-wool  smeared  with 
oxide  of  mercury  ointment.  After  forty-eight  hours  a  narrow  strip  of 
tissue  was  visible  across  the  aperture,  dividing  it  into  two  parts,  the 
lower  of  which  closed  up  within  seventy-two  hours  of  the  operation.  The 
upper  opening  also  became  smaller,  but  the  patient  went  away  before  it 
had  quite  closed ;  "  the  tympanic  membranes  had,  however,  completely 
regained  their  functional  capacity,  |^|."  The  author,  although  he  has  done 
this  operation  on  three  patients — once  according  to  both  methods — has 
unfortunately  met  with  no  success,  the  transplanted  tissues  failing  to  unite 
with  the  membrane.  He  would  not,  however,  discountenance  it;  and, 
indeed,  intends  repeating  it  in  suitable  cases.^ 

5.  Thickening  (Opacity)  of  the  Tympanic  Membrane. 

The  condition  known  as  thickening  of  the  membrane,  and  sometimes 
as  opacity,^  is  one  of  the  commonest  consequences  of  inflammation  of 
that  structure.  It  occurs  more  frequently  as  a  result  of  chronic  than 
of  acute  myringitis,  although  it  may  take  place  in  a  high  degree  in 
connection  with  the  latter  form.  Chronic  myringitis,  as  previously 
mentioned,  is  mostly  associated  with  inflammations  of  the  middle  ear. 
It  is  therefore  as  a  sequela  of  the  latter  affection  that  thickenings  of 
the  membrane  are  usually  developed.  The  different  forms  of  such  a 
condition  will  be  described  later  when  middle-ear  inflammations  are 
discussed.  In  the  present  connection  only  those  varieties  will  be  referred 
to  which  depend  directly  upon  myringitis,  and  are  not  further  influenced 
by  the  course  of  the  middle-ear  disease. 

The  thickenings  in  question  may  be  circumscribed  or  diffuse.  The 
ormer  may  be  either  single  or  multiple ;  so  numerous,  indeed,  that  the 
membrane  is  sometimes  spotted  all  over  with  them.  According  to  their 
Mite,  should  be  distinguished  : — 

(ri)  Epidermoid  thickenings^  produced  by  accumulations  of  epidermis 
cither  in  the  form  of  small  patches,  or  spread  in  layers  over  the  entire 


'  "  KrMttt/  dcs  Trommelfelles  durch  Hauttransplantation."  Zeitschrift  fiir  Ohrenheil- 
Huiutr,  xiii.  Hd.,  S.  174. 

!"•  CollcKlion  {McKeowH,  Michael)^  celloidin  iKatz\  photoxylin  {Gttranowskt),  discs  of  sized 
|ii*|Mr  (/i/ff/>r),und  other  substances  have  also  been  successfully  employed  in  the  treatment 
til"  |irrtuiutit>ns,  relaxations,  and  cicatrices  of  the  tympanic  membrane.] 

•  I'hr  trrm  "opacity  of  the  drum-membrane"  is  often  misapplied,  being  employed  as 
ihr  r(|uivMlrnt  of  "thickening.'*  The  condition,  as  Schivarlse  observes,  may  exist  even  with 
Htioniiy  ill  thr  membrane,  whilst  thickening  implies  hypertrophy.  The  word  should  only  be 
UMVif  to  inmn  diminished  transparency. 
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membrane.  The  most  extensive  of  such  changes  are  found  in  eczematous 
and  erysipelatous  inflammations,  in  which  masses  of  epidermic  elements, 
usually  in  well-marked  layers,  often  adhere  very  closely  to  the  membrane 
and  produce  considerable  thickening.  The  membrane  presents  a  whitish 
or  dirty  whitish-yellow  appearance,  with  the  surface  uneven  and  broken 
up.  The  malleus  may,  under  these  circumstances,  not  be  visible.  On 
syringing  out  the  canal  with  tepid  water,  the  membrane  may  again  look 
normal  if  the  epidermic  masses  all  come  away.  If  they  do  not,  the 
thickened  parts  appear  looser  in  texture,  and  usually  of  a  lighter  colour ; 
while  the  blood-vessels  over  the  malleus  and  its  vicinity  are  congested 
from  the  irritation  caused  by  the  injection. 

Urbantschitsch^  gave  the  first  description  of  certain  well-defined  pearl-like 
masses,  about  as  large  as  a  pin's  head,  which  were  seen  on  the  tympanic  mem- 
brane and  in  the  external  auditory  canal  after  a  diffuse  external  otitis.  They  did 
not  remain  fixed  in  the  same  spot,  but  changed  their  situation,  and  were  hard  to 
the  touch.  One  of  these  accumulations,  on  being  removed,  exhibited  under  the 
microscope  a  soft  mass  of  epithelial  flakes  without  cholesterin,  enclosed  in  a 
compact  cortical  layer.  Later  on  these  masses  disappeared  without  leaving  any 
trace.  The  author  has  observed  similar  collections  in  various,  often  quite  irregular, 
forms  after  inflammatory  processes.  After  remaining  a  longer  or  shorter  time, 
during  which  they  also  changed  their  position,  they  broke  up  into  fragments  again. 

(b)  Dermoid  thickenings. — These  depend  chiefly  upon  new  formation 
of  skin ;  but  sometimes  also  certain  organic  and  inorganic  masses,  partly 
crystalline,  partly  amorphous,  are  present,  which  contribute  to  produce 
the  thickening.  Like  epidermoid  thickenings,  their  extent  varies  very 
much.  They  are  to  be  seen  most  often,  and  in  their  highest  development, 
m  situations  where  the  integumentary  layer  is  normally  more  abundant, 
as  in  the  neighbourhood  of  the  malleus.  The  membrane  loses  its  normal 
surface  relations,  and  also  its  natural  colour  and  lustre.  It  presents  a 
whitish  or  yellowish  appearance  over  the  thickened  area  ;  and  where 
this  is  adjacent  to  the  malleus,  that  bone  may  be  unrecognisable. 

{c)  Thickenings  due  to  hypertrophy  of  several  or  of  all  the  layers  of  the 
membrane. — Thickenings  of  the  dermic  layer  alone  are  of  rare  occurrence. 
The  hypertrophy  usually  involves  also  the  membrana  propria.  When 
the  thickening  is  very  great  and  due  to  new  connective-tissue  formation, 
the  membrane  acquires  a  parchment-like  appearance,  and  often  appears 
somewhat  uneven  on  account  of  the  irregularity  of  the  growth  in  different 
parts.  On  microscopic  examination,  an  accurate  demarcation  cannot  be 
made  out  between  the  membrana  propria  and  the  tegumentary  layer :  the 
newly  formed  connective-tissue  fibres  run  in  the  most  irregular  manner 
between  the  two  layers,  and  the  collections  of  amorphous  material  are 


'  "  Ueber  eine  eigenthQmliche  Form  von  EpithelialaiUlagerung  am  Trommelfell  und  im 
ausseren  GehOrgange."    Archiv  fiir  Ohrenheilkunde,  x.  Bd. 
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tbcir  structures.  With  a  high  degree  of 
-'*c?-:';5i..  St  Bu.jcg'^gienibrane  layer  has  likewise  no  distinct  limita- 
-•  -•»«-  -^  ^r^s  i:"  ^ac  iDcnbrane,  which  is  made  up  of  irregularly 
s:...«t,^«tr=**  -5CTw;^irc=s  uosrspersed  with  variously  shaped  amorphous  or 
-«--Mt.  -^    -««i8?-  ^'  ac  r^mcnt,  and  inorganic  matters. 

«'.e^«»f»t2^    «to  31  hypertrophy  of  the  mucous-membrane  layer. — 

-^>^     »--»*&^  ov    jt"  rare  occurrence   alone,  and    are    almost  without 

^  -.^*     '^    ^rp«jt  Jf"  i  myringitis  associated  with  an  otitis  media. 

-u  ^^  -Mil     mfKiott  Tiust  be  made  of  that  form  of  thickening  of  the 

^^•.*—    -ittf»iUft  viepettdent  chiefly  upon  deposit  of  calcareous  matter 

^_^  _^^^      i<jk  M»rca:mt«   chalky   deposit).      It   is    almost   always   due    to 

_._. ^   iv**irftcf|*ae5is  of  the  products  of  inflammation,  and  is  present 

_^  <^^ -^^^   abscesses)  or   in  a  diffused    manner.      These   chalky 

.v.a^i^     t    v*u«c  interspersed  either  between  the  histological  elements 

V.      >^^<>v  ^  much  more   often    between  the  layers    themselves — 

^•...v-.w>  ,x*»*<tMt  dbe  layers  of  the  membrana  propria,  from  which  they 

^„     V     -c**;   .Y  ^ess  turned  out.     One  or  other  of  these  layers  is  often 

v>^v*-wv-.  :.»  A  ^r^ftJitRrr  or  less  extent  by  the  inflammatory  process,  so  that 

V  .  wvA4vv>u:$^  Tiiafcertal  is  then  covered  only  by  the  tegumentary  layer  of 

;v   -.v—^NAii^^*  o«'  if  the  disintegration  affects  the  circular  fibres,  then  by 

vs     .^v;^^*ito<iKrtttbc;Wle  layer  only.     Sometimes  the  deposit  occurs  in  the 

•»  ..WW   ^^     »    ^^    mucous-membrane  layer  alone,   or   even,    as  Lucce 

,v\>..v.vv.  *w<*^\v  in  the  epidermis. 

•  V  .>>dJfesy  matter  may  be  met  with  either  in  a  limited  spot  or  in 

Avivi*  ^*4<x^  J^^  ^f^  ^"^^  drum-membrane.     It  appears  for  the  most  part 

ti      uiC^'M^i  t;«w»  more  or  less  crescentic  patches,  before  or  behind  the 

>»k.iv.ic  xs  vV  waUcus  ;  or  sometimes  as  horseshoe-shaped  deposits  on  the 

*^  i  >^x"*<<^  '^^  ^^'^  membrane  at  some  distance  from,  and  round  about, 

xuiviiv.     Mv>«x^  i^arely  the  deposits  are  seen  close  to  the  malleus,  and 

*i.v\A  'A*  NiT  vli^tinguished  from  .it.     Sometimes  they  are  found  in  one 

I  ;iKHvHi^  *tt^4ll  patches,  scattered  irregularly,  or  arranged  in  a  linear 

iwuuK*.      I'Vi*'  nunrgins  are  almost  invariably  very  distinctly  defined,  and 

ui\  •sHvHVv't  *vMWCwhat  beyond  the  level  of  the  membrane,  which  over 

wa*  ^x  5Bw^*tt>i"<iw^^*  uneven.      In    colour  they  resemble  macerated   bone. 

\\*K*>  s»vv  ^^  *  myringitis,  they  are  almost  without  exception  confined 

V    ,v  i^^N^A^^'*'  ^^*  ^^  tympanic  membrane,  and  scarcely  ever  touch  the 

>.     t<^   ^*i    tNc  Auditory    canal,   as    is    frequently  the  case  with  such  as 

vk«v>;«sHXt  v^»^  inflammation  of  the  middle  ear. 

» Vx  v\M^*i*^  ii^  ^^^  main  of  calcareous  matter,  with  which  is  mingled 

si.-^  *h4l><^'  musses  of  fat,  pigment,  and  granular  substance  (detritus). 

•>^i;>*    aikI    Wfndt  found    bone-corpuscles    in    a   calcified    dnim- 

'**\k\*  N^  I^ViCn  from  a  cadaver;  and  the  author  has  also  found  them  in 

.   »^^,m^S^v  i^^  *^  piece  of  calcareous  matter  which  he  removed  from  the 
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membrane  of  a  patient.  No  osseous  trabeculae  and  cancelli  are  to  be 
observed,  however,  and  the  presence  of  bone-corpuscles  is  extremely  rare. 

The  subjective  symptoms  which  may  be  associated  with  thickenings  of 
the  membrane  vary  very  much.  Sometimes  diffuse  thickening  may  co-exist 
with  normal  or  but  slightly  deranged  hearing  power ;  while  in  other  cases 
a  very  limited  thickening  may  be  attended  with  perceptible  deafness.  The 
result  will  naturally  be  influenced  by  the  extent  of  the  morbid  changes  in 
the  deeper  structures  so  commonly  present  after  a  myringitis  associated 
with  inflammation  of  the  middle  ear.  Not  only  marked  deafness,  but  also 
subjective  auditory  sensations,  may  be  direct  consequences  of  thickenings 
of  the  membrane.  The  deafness  is  probably  only  to  be  ascribed  to  the 
thickening  in  very  exceptional  instances.  If  the  degree  and  extent  of 
the  structural  change  be  very  considerable,  possibly  the  hearing  may  be 
depreciated  by  reflection  of  the  sound-waves  from  the  surface.  In  most 
cases,  however,  the  symptoms  are  due  to  excessive  tension  of  the 
membrane,  which  brings  about  changes  in  the  position  and  pressure  of 
the  auditory  ossicles,  and  in  this  way  influences  the  condition  of  the 
labyrinthine  structures. 

Course, — Thickenings  of  the  drum-membrane  sometimes  disappear 
spontaneously,  even  after  having  existed  for  years.  The  author  has  seen 
instances  in  which  actually  an  atrophy  was  present  where  three  had 
previously  been  thickening — a  result  to  be  attributed  to  fatty  degeneration 
with  disintegration  and  successive  absorption  of  the  tissues.  As  a  general 
rule,  however,  this  does  not  happen,  but  the  thickening  remains,  and  often 
even  becomes  greater,  entailing  also  increase  of  the  deafness  and  of 
other  subjective  symptoms. 

Treatment. — Epithelial  accumulations  should  first  be  removed  in  the 
way  previously  described.  With  superficial  interstitial  thickenings — 
€.g.j  of  the  integumentary  layer — if  they  be  not  of  too  long  standing,  and 
if  the  existence  of  consecutive  changes  have  not  indicated  an  operative 
procedure,  an  attempt  may  be  made  to  bring  about  absorption.  For  this 
purpose  the  membrane  may  be  painted  over  with  preparations  of  iodine 
(pot.  iod.  100  parts,  iodine  3  parts,  glycerine  800  parts);  or  brushed 
with  a  nitrate  of  silver  solution  (i  in  10) ;  or  one  of  corrosive  sublimate 
(i  in  50).  The  application  should  be  made  every  day  until  some  effect 
is  apparent,  and  then  omitted  for  some  days.  The  treatment  is  to  be 
repeated  according  to  the  requirements  of  the  case  ;  and  if  after  two  or 
three  repetitions  no  improvement  is  noticed,  nothing  further  is  to  be 
looked  for  in  this  direction. 

In  many  cases,  a  beneficial  effect  in  regard  to  the  symptoms  may  be 
gained  by  inflation  of  the  middle  ear  with  the  air-ball,  and  by  methodical 
rarefaction  and  condensation  of  the  air  in  the  external  auditory  canal. 
The  result   is   to  be  referred    to   reduction  of  excessive  tension  of  the 
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The  neoplasms  found  in  the  external  parts  of  the  ear  are  either 
primarily  developed  there,  or,  taking  their  origin  in  the  deeper  struc- 
tures or  in  the  neighbouring  region,  encroach  upon  the  external  ear 
in  the  course  of  their  further  growth.  They  are  usually  non-malignant 
in  character,  occasioning  merely  deformities ;  or  else,  by  bringing  about 
narrowing  and  occlusion  of  the  auditory  canal,  or  by  their  injurious  effect 
upon  the  tympanic  membrane,  they  may  produce  auditory  derangements. 
Subjective  auditory  sensations^ — r.^.,  vertigo— may  perhaps  likewise 
be  caused  by  their  indirect  influence  upon  the  deeper  aural  structures. 
Subsequent  metamorphoses  taking  place  in  the  new  formation  may  also 
occasion  certain  symptoms,  just  as  in  the  case  of  intlammatory  processes 
in  the  external  ear.  Such  symptoms  may  be  readily  connected  with  the 
objective  conditions  on  which  they  depend,  and  will  consequently  need  no 
further  description  in  relation  to  any  particular  kind  of  growth. 

Malignant  neoplasms  may  also  occur  in  this  region  ;  and  they  may 
not  only  produce  the  previously  mentioned  symptoms,  but  may  likewise 
lead  to  results  threatening  the  life  of  the  patient,  to  which  in  certain 
cases  he  may  succumb.  Secondary  (metastatic)  new  formations  in  the 
outer  ear  are  of  very  rare  occurrence. 

The  varieties  of  new  growths  found  here  will  now  be  described, 

I ,  Fibromata,  Larger  or  smaller  fibroid  tumours  are  sometimes  met 
with  just  in  front  of  the  auricle.  They  are  usually  known  as  moUuscum 
benign um  (tibroma  molluscum,  or  cutis  pendula).  The  author  has  fre- 
quently removed  such  growths.  In  one  case,  the  tumour  was  about  the 
size  of  a  pea,  and  attached  by  a  narrow  pedicle  to  the  upper  border  of 
the  helix,  from  w^hich  it  hung  down. 

Hyperplasia  of  connective  tissue  consequent  upon  inflammation  may 
frequently  be  observed  in  the  auricle,  but  tumours,  in  the  ordinary  sense 
of  the  term,  are  seen  there  comparatively  seldom. 

The  commonest  kind  of  neoplasm  is  that  which  arises  on  the  lobe  of 
the  ear  as  a  result  of  its  being  pierced ;  concerning  the  pathogeny  of 
which    some   obscurity  still  exists*      In   certain    persons  on   w^hom  this 
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operation  has  been  performed,  a  new  formation  becomes  gradually 
developed  in  the  passage,  usually  after  an  interval  of  some  months. 
The  discomfort  produced  by  the  narrowing  of  the  canal  by  the  new  growth 
leads  sooner  or  later  to  the  earrings  hitherto  worn  being  removed.  If  the 
ear  be  seen  at  this  stage,  distinct  signs  of  inflammation  will  be  noticed  in  the 
lobe,  which  is  usually  firmly  infiltrated ;  and.  occasionally  small  granula- 
tions may  be  observed  projecting  from  the  orifices  of  the  punctured  canal. 
If  the  earring  be  removed  the  inflammation  generally  subsides  very  soon, 
the  canal  closes  up,  and  when  the  lobes  are  examined  later  a  new  formation 
is  perceived  on  the  surface  where  the  canal  ended — firm  to  the  touch,  and 
usually  somewhat  prominent.  In  many  instances  things  remain  in  this 
state,  and  the  lobes  are  again  pierced,  to  be  followed  again  by  inflam- 
mation and  further  development  of  the  new  growth.  With  every  fresh 
attempt  a  similar  result  ensues.  New  formations  developed  in  this  way 
often  increase  in  size  after  the  passage  has  closed,  so  that  they  sometimes 
become  as  large  as  a  walnut.  They  usually  form  thus  in  both  lobes  in 
persons  prone  to  their  growth. 

According  to  Billroth^  they  consist  chiefly  of  spindle-cells  and  con- 
nective tissue,  and  may  be  considered  simply  as  examples  of  cicatricial 
hypertrophy.  It  is  interesting  to  note  that  such  a  hyperplasia  is  more 
uncommon  after  incised  wounds  on  the  lobe;  and  we  thus  find  that  a 
recurrence  rarely  takes  place  after  excision;  while,  on  the  other  hand, 
repeated  piercings  give  rise  to  multiple  new  growths.  These  neoplasms 
are  always  non-malignant,  and  only  call  for  treatment  when  they  produce 
marked  disfigurement ;  otherwise,  if  they  have  ceased  to  grow,  they  should 
be  left  alone. 

If  removal  become  necessary,  the  mode  of  operation  will  depend  upoi; 
their  size  and  the  condition  of  the  lobe.  If  the  tumour  be  not  large,  the 
author  excises  a  triangular  piece  of  the  lobe,  including  the  growth,  by 
two  incisions,  which  meet  above  (Roosa).  The  edges  are  then  brought 
together  by  interrupted  sutures  introduced  so  as  only  to  transfix  the  skin  : 
the  first  stitch  should  be  inserted  at  the  margin  of  the  lobe  to  prevent  the 
edges  curling  up. 

In  one  case,  in  which  the  growth  was  as  large  as  a  hazel-nut,  the 
author  had  to  remove  the  entire  lobe.  An  incision  was  first  made  all  along 
the  free  margin  of  the  lobe,  and  the  skin  dissected  up  off*  the  tumour,  which 
was  then  removed  from  the  underlying  tissue.  A  wedge-shaped  piece  was 
next  excised  from  both  skin-flaps,  the  integument  being  more  redundant 
than  that  of  the  other  lobe,  and  the  parts  finally  brought  together. 
During  the  six  months  that  the  patient,  a  girl  of  nine,  remained  under 
observation,  no  recurrence  took  place.  The  new  formation  exhibited  under 
the  microscope,  dense  connective  tissue  with  abundant  connective-tissue 
corpuscles,  and  very  few  blood-vessels. 
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A//^//^  removed  from  a  negress,  aged  twenty-two,  a  tumour  of  the  size  of  a  hen's 
^gg  from  the  right  lobe,  and  another  as  large  as  a  hazel-nut  from  the  left  one.  The 
patient  had  had  her  ears  pierced  two  years  previously,  and  during  one  year  had  worn 
heavy  earrings.  The  lobes  swelled  up,  and  the  earrings  had  to  be  taken  out.  The 
tumours  were  enucleated,  and  the  incisions  united  by  interrupted  sutures  ;  healing 
taking  place  by  first  intention.  Four  months  afterwards  a  recurrence  occurred  on 
the  right  side,  the  growth  attaining  the  size  of  a  cherry,  and  it  was  again  removed. 
The  tumour  had  the  characters  of  a  fibroma.  Knafp  thinks  that  the  new  formations 
which  develop  superficially  in  the  puncture  may  be  considered  as  hypertrophies  of 
cicatricial  tissue,  but  that  those  arising  in  the  fibrous  connective  tissue  of  the  lobule 
must  be  regarded  as  true  fibromata. 

Steinhrugge  *  examined  a  tumour  of  the  size  of  a  nut  which  was  removed  by  Moos 
from  the  lobe  of  the  ear  of  a  girl  of  eighteen,  and  was  caused  by  wearing  an  earring 
of  base  metal.  He  found  a  confused  network  of  fibres,  with  clusters  of  irregular 
cells.  The  fibres  were  most  abundant  round  the  puncture-canal ;  the  adipose  tissue 
was  pushed  towards  the  periphery,  and,  like  the  adventitia  of  the  veins,  exhibited 
distinct  cell-proliferation. 

According  to  Dr.  Langaard?  tumours  of  this  kind  are  particularly  common 
among  the  negroes  in  Brazil,  and  among  their  immediate  descendants,  and  may 
attain  an  enormous  size.  They  are  said  to  become  developed  most  often  after 
injuries  to  the  skin,  and  usually  after  piercing  the  ear.  Kramer^  mentions  also 
Bramleys^  statement  that  a  tumour  situated  in  the  lobe  of  the  right  ear,  which 
may  become  very  large,  is  often  to  be  seen  among  the  inhabitants  of  the  village 
of  Neel-Khent,  at  the  foot  of  the  Shepoarie  Mountain,  in  the  valley  of  Nepaul. 
These  growths  are  said  to  be  sometimes  absorbed,  so  as  to  leave  behind  only 
an  irregular  mass  of  thickened  skin.  They  are  probably  similar  to  those  before 
mentioned. 

Dr.  Saint'  Vel^  states  that  fibrous  tumours  of  the  lobe.of  the  ear,  caused  by  the 
great  dragging  of  very  heavy  earrings,  may  often  be  observed  among  the  negroes 
of  the  Antilles. 

2.  Chondromata, — Cartilaginous  neoplasms  of  small  size  are  occasion- 
ally observed  in  the  auricle,  and  also  in  the  cartilaginous  portion  of  the 
auditory  canal.  They  are  not  attended  by  any  noteworthy  symptoms,  and 
are  without  clinical  interest,  except  when  existing  in  the  canal  as  inde- 
pendent tumours  of  large  size;  in  which  case  they  may  produce  functional 
and  other  disturbances. 

In  the  external  auditory  canal,  the  author  has  met  with  chondromata 
as  roundish  tumours  varying  from  a  hemp-seed  to  a  hazel-nut  in  size,  and 
attached  by  either  a  somewhat  broad  or  a  more  pedunculated  base.  They 
are  seen  also  in  the  form  of  spiny  excrescences  of  varying  size.  In  a  case 
in  which  he  operated,  the  tumour  grew  from  the  posterior  wall  of  the 
osseous  section  of  the  canal  towards  the  external  opening,  and  was  of  a 
mushroom-like  shape.^ 

'  Archiv  fQr  Ohrenheilkundc,  v.  Bd.,  S.  215. 
-  Zeitschrift  fQr  Ohrenheilkundc,  ix.  Bd. 

'  "  Ueber  eine  eigenthOmliche  Hautgeschvvulst  der  Neger,"  von  Dr.  Moritz  Kohn.  Wiener 
medicinische  Wochenschrift,  1869. 

*  "Die  Erkenntniss  und  Heilung  der  Ohrcnkrankheiten."     Berlin,  1849,  Seite  209. 

*  Transactions  of  the  Med.  and  Physiol.  Society  of  Calcutta,  vol.  vii. 
■  Tumeurs  fibreuscs  du  lobule  de  I'oreille.     Gaz.  dcs  H6pit.,  1864. 

'  Wiener  medicinische  Presse,  1880,  Nr.  7  und  9. 
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besides  exostoses  of  the  shin  bones  exhibited  several  in  his  auditory 
canals^  of  which  those  on  the  right  side  are  represented  in  the  subjoined 
figure  (Fig.   io8). 

They  are  by  no  means  uncommon  in  this  region,  which  according  to 
C  Weber,  is  a  favourite  seat  for  them.  They  may  be  present  alone  or 
combined  with  other  ear  afFectionSi  ordinarily  with  chronic  inflammation 
of  the  middle  ear  and  its  sequelae.  The  author  has  observed  several  cases 
in  which  exostoses  of  the  canal  were  associated  with  occlusion  of  the 
Eustachian  tube ;  and  he  is  inclined  not  to  regard  the  combination  as  a 
merely  accidental  one.  Probably  in  such  cases  bony  neoplasms  exist  also 
in  the  tubes. 

Exostoses  may  be  either  single  or  ntiMpk,  and  in  one  or  both  canals, 
They  develop   most  frequently  upon    the    posterior  wall ;   rarely  on  the 
anterior.     They  occur  more  often  in  men  than  in  women  :  a  fact  attributed 
by   some    writers   to    the   effect    of  alcoholic    drink 
(Tovnhee,    Von    Tr^iisch),      According    to   IVekker^^ 
they  are  more  common  on  the  American  continent 
than  our  own,^  and  Deisianche  fih^  speaks  of  heredity 
as  a  cause. 

They  may  consist  of  firm  bone  with  few  vessels 
(eburnated  exostoses),  or  may  exhibit  a  more  spongy 
structure.  Their  development  takes  place  either 
from  the  periosteum,  or  directly  from  osseous  tissue; 
and  they  are  generally  of  slow  growth,  remaining 
for  the  most  part  stationary  after  attaining  a 
certain   size.     According  to   Virchoii^  the  degree  of 

compactness  of  the  bony  substance  stands  in  relationship  to  the  stage  of 
development  of  the  growth. 

Their  cause  cannot  usually  be  ascertained,  Toynbee  referred  them  to 
the  gouty-rheumatic  diathesis ;  and  although  this  cannot  be  absolutely 
repudiated,  it  cannot  be  shown  to  be  present  in  the  majority  of  cases. 
In  opposition  to  the  opinion  of  Von  Troiisch  and  others,  the  author 
considers  them  to  have  an  undoubted  relation  to  syphilitic  disease,  and  he 
has  observed  them  with  comparative  frequency  in  patients  who  either 
still  suffered  from  syphilitic  bone  affect  ions,  or  had  been  successfully  treated 
for  them.  They  may  sometimes,  moreover,  be  the  product  of  inflammatory 
processes,  as  shown  by  an  interesting  case  detailed  by  Hedinger*  in  which 


Fig.  io8. 

Exostosesin  the  auditory 
canal  of  a  patient  who 
had  been  affected  with 
osseous  syphilis. 


'  "Ucb€r  knGchernc  Vcrcngening  und  VerschHcssung  dcs  fiusscrcn  GehOrganges." 
Archivfflr  Ohrenheilkunde,  i,  S.  163-74. 

^  Sfligmnmts  statement  also  corroborates  this  view.  (SitzuDgsbericht  der  k.  Akademie 
<4er  Wissciischaften  in  Wicti,  1S64,  S.  55. ) 

'  Contribution  a  Tetudc  des  tumeurs  osseuses.     Bruatelles. 

*  "  Ucbcr  einigc  eigenthiimlichc  Exostosc  im  Ohre,"  Zcitschdft  fiir  Ohrenheilkyndc, 
*-  Bd. 
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an  exostosis  became  developed  in  the  course  of  a  chronic  inflamtnation  in  the 
ear.  The  tumour  was  operated  upon,  and  the  chiselled -out  portion  showed 
on  microscopic  examination  that  the  substance  of  the  neoplasm  did  not 
stand  in  connection  with  other  bone,  but  resulted  from  ossification  of  areas 
of  connective  tissue  (osteoid  metamorphosis). 

The  differential  diagnosis  between  exostosis  and  an  inflammatory  or 
other  neoplasm  is  facilitated  by  examination  with  the  probe,  and  by  the 
history  of  the  case.  With  other  projections  which  may  be  present  as 
accidental  malformations  in  the  auditory  canal,  they  are  not  easily  confused. 
In  the  situations  corresponding  to  the  two  extremities  of  the  future 
tympanic  ring,  small  bony  prominences  are  sometimes  found  which  might 
be  readily  mistaken  for  small  exostoses :  their  position,  however,  and  their 
stationary  condition,  so  that  they  appear  quite  the  same  on  repeated 
examination,  sufficiently  determines  their  character. 

Exostoses  are  unattended  by  pain  in  their  development.  If,  however^ 
their  growth  proceeds  until  they  come  into  contact  with  other  exostoses  or 
with  the  wall  of  the  auditory  canal,  then  pain  may  be  present  as  a  result 
of  the  pressure.  Nor  is  the  hearing  notably  impaired  so  long  as  the  canal 
does  not  become  occluded.  Any  deafness,  and  perhaps  subjective  auditory 
sensations  which  may  appear  in  connection  with  them,  are  usually  due 
to  accompanying  morbid  changes  in  the  ear,  or  to  other  contingencies, 
such  an  obstruction  of  the  narrowed  passage  by  cerumen  or  epidermic 
accumulations. 

Osteomata  may  also  develop  in  the  immediate  vicinity  of  the  meatus, 
in  the  mastoid  region,  and  on  the  squamous  portion  of  the  temporal  bone. 
The  author  is  in  possession  of  three  specimens  of  this  kind,  one  of  which  is 
represented  in  Fig.  109,  and  for  this  he  is  indebted  to  the  anthropological 
investigations  of  Prof,  Zuckerkandl  \  another  is  a  spiniform  osteoma  about 
I  an,  long  on  carious  bone  above  the  external  auditory  canal ;  the  third 
specimen  is  the  half  of  an  osteoma  operated  on  by  Prof  IVcinkchntr, 
It  was  situated  on  the  mastoid  process,  measured  about  30  to  35  mm,  in 
its  longest  diameter,  and  weighed  463  grains.'  A  similar  formation  n^as 
observed  by  VandervoQi^\  it  grew  from  the  mastoid  process,  and  was  as 
large  as  a  nutmeg. 

The  prognosis  and  treatment  of  exostoses  of  the  canal  are  in  their 
leading  features  the  same  as  those  of  chrondromata. 

Local  applications,  as  well  as  the  method  of  compression  by  laminaria 
tents,  are  as  a  rule  quite  without  result,  or  at  the  most  bring  about  only  a 
temporary  diminution  by  pressure  upon  the  soft  parts  covering  the  exostosis. 


^  Weinlcchnerf  "  Osteoma  in  der  Warzcngegrtid  durch  Operation  enifemt.    ErOffhutif  der 

Warzenzellcn.     Consecutive  eitcrigc  Mittelohrentzfindung  mit  Durchl6chcning''dcs  Trommel* 
fcUej,  Heilung."     Monatsschrift  fOr  Ohrenbejlkiindc,  etc*,  xx.  Jahrgang,  Nr*  II, 
*  Annalen  fQr  Augen  mid  Ohr,  iii.,  Bd.  2,  S.  t\. 


In  certain  very  rare  instances,  however,  the  author  has  observed  a  reduction 
of  the  growth  on  the  employment  of  stimulating  applications.  Moos  *  also 
reports  the  disappearance  of  an  exostosis  by  galvano-caustic  treatment ; 
granulations  being  at  the  same  time  developed  on  the  adjacent  parts. 
Tincture  of  iodine,  or  iodine  with  iodide  of  potassium  in  glycerine,  are 
mostly  used  as  absorbents  (iodine  i  part,  pot,  iod.  lOO  parts,  glycerine 
500  parts).  The  tumour  should  be  painted  over  twice  a  day  until  the 
skin  shows  signs  of  irritation.  The  treatment  should  then  be  stopped 
for  some  days  until  the  irritation  has  disappeared,  and  may  then  be 
recontinued. 


Fig.  109. 
Temporttt  bone  with  two  osteomata  ;  the  watls  of  the  audttorj'  canal  much  thickened. 


Mt  Maatoid  process;  ct(7»  external  auditorj'  canaJ ;  Z,  zygomatic  process;  E,E\  osseous 
new  formations. 


If  after  three  weeks  of  this  treatment  no  effect  be  noticed^  its  con- 
tinuance will  be  useless.  With  cases  of  syphilis,  preparations  of  iodine 
may  be  administered  concurrently.  Painting  with  solutions  of  corrosive 
sublimate  (i  or  2  parts  in  20  of  rect.  spirit)  and  of  nitrate  of  silver  have 
likewnse  been  recommended,  but  they  cause  more  pain  and  are  less 
eflScacious  than  iodine.  Compression  to  any  considerable  degree  cannot 
be  tolerated.  The  most  effective  treatment  is  removal  with  a  chisel  and 
hammer  A  small  gouge  is  employed,  and  very  carefully  worked  into 
the  deeper  parts.  Where  the  exostosis  is  situated  very  deeply  in  the 
auditory  canal,  Schwarizt  recommends  that  the  auricle  and  the  cartilagi- 
nous portion  of  the  canal  should  be  first  of  all  detached  from  behind,  so  as 
to  get  at  the  growth  more  easily.      If  antiseptic  precautions  be  taken,  no 


Zcitschria  ft\r  OhrenheilJcunde,  viii.  Bd.,  S.  148. 
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particular  danger  is  connected  with  this  procedure,     Bremer^  Schwartzc^ 
Knapp^  and  Lnc(r^^  have  all  operated  in  this  inanner. 

Pedunculated  growths  may  sometirnes  be  simply  broken  o^iSyme). 
Schwarize  communicates  a  case  treated  by  IVeiiz^  in  which  such  an 
exostosis  was  broken  off*  It  weighed  about  five  grains^  and  showed  signs 
of  being  worn  down  where  it  had  been  compressed  against  the  opposite 
side  of  the  canak 

Bonnafoni  ^  bored  through  exostoses  with  a  small  trephine,  after  destroying  1 
superjacent  cutis  with  nitrate  of  silver.  The  operation  took  ten  days  to  complete. 
Afaf/jt'zvsofi  ^  used  for  the  same  purpose  a  dentist^s  drill.  He  considers  this  less 
dangerous,  as  it  works  with  a  very  light  pressure.  Delstanche^  Aynes^  and  others 
have  operated  in  a  similar  manner, 

[For  the  operative  treatment  of  exostoses^  small  dental  drills  or  trephines  are 
now  usually  employed  in  preference  to  the  chisel  or  gouge,  as  being  less  likely  to 
cause  injury  to  the  deeper  structures.  Fkld  believes  the  drill  worked  by  the 
ordinary  dental  engine  to  be  the  best  instrument  for  their  removal^  and  uses  a  steel 
guard  to  prevent  slipping,  Dalby  prefers  the  electric  drill  on  the  ground  that  from 
its  rapidity  of  motion  less  pressure  is  necessary,  and  that  the  heat  produced  limits 
the  hccmorrhage  by  causing  coagulation.  For  large  outgrowths  Pritchard  uses 
small  trephines  worked  by  the  electro-motor  or  dental  engine.  He  considers  that 
they  are  more  expeditious,  less  liable  to  slip,  and  produce  less  bleeding  than 
burrs. 

The  editors  are  of  opinion  that  the  choice  of  operation  should  be  guided  by  the 
particular  conditions  of  each  case;  and  that  as  a  rule  the  chisel,  forceps,  or  sna 
will  be  found  more  suitable  with  the  less  dense  formations,  while  for  ivory  exostosesl 
the  drill  or  burr  is  probably  safest. 

It  is  generally  admitted  that  non-operative  measures — €,g.,  the  application  of 
iodine,  lead  lotion,  local  blood-letting— are  in  a  large  number  of  cases  effectual  in 
relieving  the  deafness,  which  is  often  due  to  increased  obstruction  of  the  meatus 
caused  by  a  merely  superficial  congestion  of  the  growths,  and  that  more  radical 
treatment  may  thereby  be  very  frequently  postponed  for  a  long  while  or  indefinitely. 
Good  hearing  power  is  compatible  with  a  very  small  free  space  in  the  external 
auditory  canal,  and  exostoses  may  remain  for  years  in  an  almost  stationary  condi^ 
tion.  Nevertheless  it  must  not  be  forgotten  that  their  presence  adds  greatly  to  the?! 
risks  attending  suppuration  of  the  deeper  structures,  and  that  if  this  condition 
should  come  about,  their  removal  may  become  at  once  imperative  as  an  alternativej 
to  opening  up  the  mastoid  antrum.] 

4*  Angiomata. — Both  simple  and  cavernous  angiomata  are  found  on 
the  external  ear,  either  arising  there  primarily  or  spreading  from  the 
neighbouring  structures.     They  are  seen  as  single  or  multiple,  more  oiv 

'  Anfial.  des  maL  de  roreille,  etc,  iv.,  6. 
'  Die  chir.  ICrankheiteri  des  Ohrtrs,  S.  lOK 

>  "Totalc  Entfcrnung  einer  IClfenbeinexostose,  die  den  GehOrg&ng  ganz  auslHllte. 
Hcilung.''    Zeitschrifl  fDr  Ohrcnheilkunde,  xv.  Bd. 

*  "  Casuistischc  Beitrftge  zar  Hedeutung  und  lur  operativcn  Enlfemung  dcr  Exostosen 
des  Auaseren  GehOr^angca."*     Archiv  fur  Ohrenhcilkundc,  xvii.  Bd. 

*  "Observation  d*iin  cas  de  surdity  complete  de  Toreille  gauche,  due  a  robstruction  du 
conduit  iiuditif  cxtcme  par  unc  tbmeur  osseuse  (cxostosc)  sidgeant  prts  de  membrane  du 
tympan,  gudrie  par  la  trcpanaticm/'     Gaz.  des  Hdp^^  64,  1S6S. 

*  Report  of  the  First  Otological  Congress. 

*  **  uoatosen  des  ftusscren  GchOrgangcs.'*    Zcitschrift  fiir  Ohrenheilkunde,  xL  Bd- 
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Fig.  no. 
Angioma  of  the  auricle. 


less  elevated  patches  of  various  size  (vascular  naevus) ;  or  in  the  form  of 
cavernous  tumours.  According  to  Schwarize^  one-fourth  of  the  angiomata 
OGCurring  on  the  head  are  found  on  the  auricle  or  in  its  vicinity,  and 
are  situated  chiefly  in  the  cutis,  though  they  encroach  also  upon  the 
subcutaneous  tissue,  and  even  upon  the  cartilage.  They  are  some- 
times congenital »  and  remain  stationary  without  undergoing  any  further 
enlargement.  On  the  ear  their  most  frequent  site  is  the  anterior  surface 
of  the  auricle,  or  the  helix ;  much  more  rarely  the  posterior  surface. 
Instances  occur,  however,  in  which  the  growth  originates  in  the  auditory 
canal,  and  either  remains  limited  to 
this,  or  extends  thence  to  the  adjoining 
parts. 

Particular  attention  is  to  be  drawn 
to  the  occasional  existence  of  these 
formations  in  the  auditory  canal, 
where  they  can  with  difficulty  be 
seen— f.^.,  in  a  depression  in  the  wall. 
If  haemorrhage  should  then  take  place 
from  the  canal,  its  cause  may  be 
readily  overlooked.  In  the  case  of 
a  boy  whom  the  author  saw  in  his 
hospital  practice,  the  telangiectasis 
was  on  the  left  auricle,  and  extended 
along  the  upper  wall  of  the  auditory 
canal  to  the  tympanic  membrane, 
where  it  was  spread   over  the  pos-  "^^^ 

terior  superior  segment.     The  boy's 

father,    who    accompanied    him,    had  ^ 

an  exactly  similar  condition  in  his  own  ear  on  the  same  side. 

In  certain  cases,  an  angioma  presents  at  first  sight  the  appearance  of 
an  othaematoma.  It  may,  however,  be  distinguished  from  the  latter  by 
the  history  of  its  development,  and  by  the  presence  of  smaller  new  forma- 
tions in  the  immediate  vicinity  of  the  larger  one.  The  adjoining  figure 
(Fig*  I  lo)  exhibits  such  a  form :  it  occurred  in  a  shepherd's  boy,  seven- 
teen years  of  age. 

Vascular  neoplasms  in  the  region  of  the  ear,  on  the  auricle,  and  in 
the  external  auditory  canal,  are  often  present  for  years  without  producing 
any  troublesome  symptoms,  though  they  sometimes  grow  to  such  a  size 
as  to  cause  considerable  disfigurement.  Schwartze^  however,  observed 
severe  reflex  cough  in  a  case  of  angioma  in  the  canal  If  their  presence 
narrows  the  canal  to  a  marked  degree,  they  may  occasion  considerable 
deafness  ;  and  sometimes  patients  complain  of  various  subjective  auditory 
sensations.     The  latter  phenomena  are  either  consequences  of  secondary 
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changes  in  the  deeper  structures,  or  depend  chiefly  upon  the  sounds 
produced  by  the  blood  circulation  in  the  vessels  of  the  new  growth,  in 
which  case  they  may  also  be  perceived  by  the  observer* 

Much  more  important  than  these  symptoms  are  the  hsemorrhages 
which  sometimes  take  place.  They  may  be  of  the  most  serious  character, 
and  may  necessitate  ligature  of  the  vessels^  even  perhaps  of  the  carotid. 

yungken  had  to  tie  the  common  carotid  on  account  of  haemorrhage  from  a 
ruptured  congenital  angioma  in  the  neighbourhood  of  the  ear.  Seven  years  after- 
wards the  haemorrhage  recurred  and  terminated  fatally. 

The  author  has  frequently  removed  small  angiomata  with  the  galvano- 
cautery.  The  last  case  he  successfully  treated  in  this  way  was  that  of  a 
woman  with  five  vascular  growths  on  the  auricle,  each  as  large  as  a  lentil, 
from  some  of  which  severe  haemorrhage  repeatedly  occurred.  With  larger 
growths  compression  suitably  applied  may  be  employed,  or  they  may  be 
submitted  to  electro-puncture.  If  these  means  be  unsuccessful,  then 
removal  is  indicated,  during  which  it  may  be  necessary  to  sacrifice  larger 
or  smaller  sections  of  the  auricle  and  auditory  canah  In  the  case  repre- 
sented in  Fig.  no,  after  other  modes  of  treatment  had  failed,  amputation 
of  the  auricle  was  performed  by  Prof.  Weinkchner.  Inoculation  of  the 
tumour  with  vaccine  lymph  has  also  been  recommended  for  small 
angiomata.  Zcissl  used  for  vascular  naevus  a  plaster  containing  tartar 
emetic.  Injection  with  perchloride  of  iron  should  be  avoided  on  account 
of  a  possible  embolism  {Schwarizc). 

Aneurysms  are  sometimes  found  both  on  the  auricle  and  behind  it,  on  the 
posterior  auricular  artery.  They  develop  ver>^  slowly,  and  produce  similar 
symptoms  to  the  angiomata.  The  author  obser\'ed  an  aneurysm  of  the  size  of  a  pea 
on  the  anterior  surface  of  tlie  auricle  of  an  opera  singer.  After  having  existed  for 
years  without  causing  any  trouble,  hirmorrhage  suddenly  took  place  from  it  while 
he  was  performing  in  an  opera  at  Bayreuth.  Various  modes  of  treatment  were  tried 
without  success,  and  finally  the  common  carotid  was  ligatured  by  Prof,  Wein' 
lechner.  In  this  way  a  radical  cure  resulted,  and  the  patient  still  pursues  his 
vocation. 

Another  vascular  condition  which  deserves  mention,  and  which  has  only  once 
come  under  the  author's  observation,  is  that  presenting  an  appearance  resembling  I 
a  telangiectasis,  and  is  dependent  upon  a  vaso-motor  paralysis  brought  about  by 
the  intemperate  use  of  morphia.  In  the  case  referred  to,  the  patient  had  for  years 
injected  morphia  in  large  quantities.  Torpid  ulcers  were  present  on  various  parts 
of  the  body,  and  extensive  cicatrices  due  to  the  needle  punctures.  Then  darkish, 
irregularly  defined,  livid  patches  somewhat  raised  above  the  surface,  made  their 
appearance  on  both  auricles.  Their  colour  momentarily  disappeared  on  pressure, 
and  at  once  reappeared  on  its  removal.  This  condition  came  on  about  six  months 
before  the  man  was  seen  by  the  author:  first  of  all  on  the  upper  half  of  the  left  auricle, 
especially  on  the  helix  ;  somewhat  later  on  the  right  auricle  ;  and  from  there  spread 
over  the  anterior  and  posterior  suri^aces  without  causing  any  particular  discomfort. 
The  deeper  aural  structures  were  healthy.  The  phenomenon  was  no  doubt  attri* 
butable  to  a  paralysis  of  the  vaso-motor  nerves.    No  similar  changes  were  to  be 
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seen  on  other  parts  of  the  body.  As  soon  as  the  patient  understood  that  the 
affection  was  recognised  to  be  due  to  his  abuse  of  morphia,  he  disappeared  and 
did  not  return. 

5.  Papillontata. — The  hard  or  horny  and  soft  or  fibrous  varieties  are 
both  met  with  in  this  region.  Among  the  first  kind  are  the  warts,  which 
are  found  either  single  or  multiple  both  on  the  auricle  and  in  the  carti- 
laginous portion  of  the  auditory  canal.  In  the  soft  papillomata,  which 
are  more  or  less  vascular,  considerably  hypertrophied  cyst-like  dilated 
follicles,  the  contents  of  which  are  occasionally  calcified,  are  sometimes 
found  (Fig.  iii).  These  growths  may  become  so  large  as  to  quite 
occlude  the  auditory  canal,   and    thus   impair   the   hearing.     They   may 

Fig.  III. 

Section  of  a  papilloma  from  the  posterior  wall  of  the  cartilaginous  part  of  the  auditory  canal. 

(Magnified  300  times.) 


f ,  e\  Inter-papillary  spaces  filled  with  epidermic  cells ;  a,  a\  cyst-like  cavities ;  at  h  the 
contents  are  partly  calcified. 

also  become  inflamed  and  very  painful  as  a  result  of  mechanical  or  other 
irritation,  or  by  infection.  In  this  way  haemorrhages  often  take  place. 
Transformation  of  papilloma  into  epithelioma  has  been  frequently  observed, 
although  in  itself  it  belongs  to  the  non-malignant  new  formations. 

Excision  of  the  papilloma,  with  cauterisation  of  the  wound  with 
nitrate  of  silver,  may  bring  about  a  radical  cure.  When  situated  on  the 
auricle,  the  growth  is  most  conveniently  removed  with  curved  scissors. 
The  sharp  spoon  is  best  for  this  purpose  when  they  grow  from  the  wall 
of  the  auditory  canal.  The  galvano-cautery  may  also  be  employed ;  and 
the  author  has  operated  on  a  considerable  number  of  cases  in  this  way 
with  good  results. 

In  the  case  of  a   papilloma   occurring  in  a  woman  aged  sixty-five. 
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changes   in   the   deeper  structures,  or  depend  chiefly 
produced  by  the  blood  circulation  in   the  vessels  of  tb 
which  case  they  may  also  be  perceived  by  the  observ 

Much  more  important  than  these  symptoms  ar< 
which  sometimes  take  place.  They  may  be  of  the  mc 
and  may  necessitate  ligature  of  the  vessels,  even  perhr 
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signs  of  its  presence  in  the  neighbourhood,  not  even  swelling  of  the 
glands.  In  other  cases,  a  high  degree  of  infiltration  of  the  glands  and 
soft  parts,  with  enlargement  of  the  bones,  especially  of  the  mastoid 
process,  as  well  as  fluctuating  swellings  and  destruction  of  tissue  in 
various  degrees,  may  be  observed*  In  its  further  course,  aural  symptoms 
following  upon  metastatic  formations  may  become  developed  ;  and  severe 
haemorrhage  sometimes  takes  place  in  consequence  of  ulceration  of  the 
new^  growth. 

The  diagnosis  is  only  to  be  made  with  certainty  from  a  microscopical 
examination,  though  in  many  cases  the  general  characters  and  appearances 
of  the  neoplasm  afford  pretty  distinct  evidence  of  its  nature.  The  inflam- 
matory symptoms  in  the  auditory  canal,  or  in  the  vicinity,  may,  however, 
so  mask  the  character  of  the  principal  disease  as  to  lead  to  its  being 
mistaken  for  a  case  of  inflammation  only,  until  later  its  rapid  and  fatal 
course  discloses  the  true  condition, 

Fibro-sarcomatous  tumours  generally  take  a  mild  course.  So  long 
as  they  do  not  occlude  the  auditory  canal  or  ulcerate,  no  notable  symptoms 
appear.  But  the  round-celled  sarcoma,  as  already  stated,  spreads  through 
the  structures  with  great  rapidity,  and  invades  the  cavity  of  the  cranium  ; 
or  metastatic  foci  become  developed  in  vital  organs.  Inflammation  also 
of  the  deeper  aural  structures  may  superv^ene,  and  terminate  fatally  by 
extension  to  the  cranium.  Not  uncommonly  paralysis  of  the  facial  nerve 
occurs  in  the  course  of  the  disease. 

The  prognosis  will  depend  upon  the  character  of  the  new  growth,  its 
generah'sation,  and  other  changes  in  the  ear  itself  and  neighbouring  organs. 
So  long  as  the  growth  remains  small,  it  may  be  completely  extirpated, 
and  this  should  never  be  delayed.  A  partial  removal  is  always  to  be 
avoided  as  far  as  possible  ;  experience  showing  that  the  remaining  portion 
grows  still  faster  after  the  operation.  Cases,  however,  occur  where  even  a 
partial  excision  must  be  undertaken,  on  account  of  the  obstacle  oflfered  to 
the  escape  of  discharges  from  the  external  auditory  caoal,  and  the  exten- 
sion of  inflammation  to  the  cranial  cavity  which  is  thereby  threatened. 
Firmer  fibrous  sarcomata  are  best  removed  from  the  auditory  canal  by 
a  galvancKcautery  snare.  Soft  sarcomata  may  be  removed  with  the 
ordinary  polypus-snare  or  a  sharp  spoon.  In  a  radical  operation  the 
wound  should  be  afterwards  seared  with  the  galvano-cautery,  with  the 
view  of  preventing  a  recurrence  of  the  growth. 

Particular  caution  must  be  exercised  in  opening  the  fluctuating 
swellings  in  the  neighbourhood,  which  sometimes  accompany  these 
tumours.  Such  apparent  abcesses  frequently  contain  cyst-like  masses 
of  the  softened  growth ;  incision  of  which  may  be  followed  by  severe 
haemorrhage,  very  difficult  to  arrest. 

8*  Epitheiiomata  (cancroid). — These   neoplasms  may  occur  primarily 
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on  the  auricle  and  in  the  external  auditory  canal  (Kessel,^  Brunner* 
Lucce^  Delstanche^  and  others) ;  or  they  may  spread  to  these  structures 
from  the  neighbouring  regions.  The  author's  experience  accords  with 
that  of  SchwartzCf  that  the  greater  number  of  epitheliomata  of  the  external 
ear  are  seen  in  patients  who  have  suffered  for  a  long  period  from  purulent 
otitis. 

In  the  case  of  a  man  from  whom  Arlt  removed  the  left  eyeball  for 
this  disease,  the  growth  reappeared  seven  years  afterwards  on  the  left 
auricle,  which  it  destroyed  rapidly  as  far  as  the  lobe,  and  extended 
thence  to  the  mastoid  region,  where  a  large  ulcer  of  characteristic 
appearance  formed.  After  extirpation  of  all  the  diseased  tissue,  healing 
took  place,  and  the  patient  has  continued  well  for  four  years. 

The  disease  begins  either  by  a  gradual  alteration  in  the  character 
of  warty  growths,  which  have  already  existed  perhaps  for  a  long  while 
as  such;  or  by  the  appearance  in  the  skin  or  subcutaneous  tissue  of 
one  or  several  hardish  nodules.  Fissures  soon  form  on  the  surface  of 
the  infiltrated  tissues,  and  develop  by  degrees  into  ulcers  with  hard, 
prominent  edges,  and  uneven,  more  or  less,  granular  base,  out  of  which 
altered  plugs  of  epithelium  can  be  easily  pressed.  While  at  one  part 
of  the  growth  degeneration  is  going  on,  at  another  it  is  extending  and 
implicating  more  and  more  of  the  healthy  structures.  In  this  way  not 
only  the  entire  auricle  and  the  deeper  parts  of  the  canal,  but  also  the 
neighbouring  structures,  may  be  destroyed  to  a  considerable  extent,  so 
as  to  involve  even  the  cranial  bones.  The  disease  is  in  many  instances 
not  attended  with  any  pain  for  a  long  period ;  but  sometimes,  on  the 
other  hand,  violent  lancinating  or  constant  pain  is  present.  If  the  growth 
extend  to  the  deeper  structures,  and  especially  if  the  orbit  or  pterygoid 
fossa  have  been  invaded,  the  pain  is  apt  to  become  most  intense.  Symp- 
toms referable  to  the  auditory  nerve  will  be  dependent  upon  the  same 
conditions  as  may  be  brought  about  by  other  new  formations  in  the  ear. 

Though  epithelioma  must  be  considered  a  malignant  neoplasm, 
numerous  cases  have  been  recorded  in  which  the  patient  survived 
extirpation  of  the  growth  for  many  years  without  a  recurrence.  If 
the  disease  prove  fatal,  this  results  either  from  its  encroachment  upon 
the  brain,  or  from  the  formation  of  metastatic  growths  in  organs  important 
to  life,  or  from  extension  inwards  to  the  brain  and  its  membranes  of 
inflammation  of  the  deeper  structures  of  the  ear,  or  from  septicaemia. 

Early  excision  of  the  diseased  parts  is  particularly  indicated  with 
the  auricle,  as  experience  shows  that  even  after  its  complete  amputation 
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the  wound  heals  tolerably  quickly,  and  that  the  operation  generally 
results  in  a  radical  cure.  After  amputation  of  the  auricle  at  its  root, 
the  healing  of  the  wound  must  be  carefully  watched,  so  as  to  prevent 
a  possible  adhesion  of  the  parts,  with  occlusion  of  the  auditory  canal. 
If  the  growth  be  situated  in  the  canal  itself,  and  be  strictly  circumscribed, 
the  diseased  part  may  be  taken  away  with  a  sharp  spoon,  or  destroyed 
with  the  galvano-cautery ;  a  certain  amount  of  the  surrounding  healthy 
structures  being  likewise  burnt  away  at  the  same  time.  When,  how- 
ever, a  complete  extirpation  of  the  diseased  tissues  cannot  be  carried 
out,  it  is  better  not  to  operate  at  all,  since  this  would  only  be  followed 
by  increased  rapidity  of  growth  in  the  parts  left  behind.  Even  the 
application  of  escharotics,  such  as 


Fig.  112. 
Wen  on  the  posterior  surface  of  the  auricle. 


fuming  nitric  acid  or  chromic  acid, 
has  only  an  injurious  effect,  accord- 
ing to  the  author's  experience.  In 
such  cases,  the  only  thing  to  be  done 
is  to  keep  the  ulcerated  parts  clean 
with  some  suitable,  if  necessary, 
deodorising  lotion,  and  to  treat 
such  symptoms  as  may  arise.  If 
severe  pain  be  present,  anodyne 
remedies  may  be  employed  ex- 
ternally, and  also  used  internally 
if  required.  Antipyrin  may  be 
serviceable  in  such  cases. 

9.  Cysts. — The  so-called  reten- 
tion-cysts, and  also  the  new  cyst- 
formations,  are  both  found  on  the 
auricle  and  in  the  external  auditory 
canal.  To  the  first  kind  belong  the 
comedones,    which   are   frequently 

seen  on  the  concha,  and  are  due  to  retention  of  sebaceous  matter  in  the 
hair  follicles ;  also  the  small  miliary  epidermic  retention-cysts  most  often 
seen  at  the  edge  of  the  eyelid ;  and,  likewise,  the  sebaceous  cysts. 
The  wart-like  formation  called  sebaceous  molluscum,  constituted  by  a 
prominent  dilated  follicle  filled  with  retained  sebum,  is  also  found  in 
this  region. 

The  wens,  due  to  retention  of  epidermic  accumulations  and  sebaceous 
material,  present  themselves  as  round  or  somewhat  flattened  tumours  of 
variable  size.  The  largest  one  seen  on  the  ear  by  the  author  was  situated 
on  the  posterior  surface  of  the  auricle,  and  is  represented  in  its  actual 
size  in  the  adjoining  figure.  They  grow  very  slowly,  often  for  many 
years,  and  may  become  very  large.     The  tumour  depicted  in  Fig.   112 
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began,  according  to  the  patient,  five  years  previously ;  reached  its  present . 
size  in  three  years*  time,  and  then  remained  stationary.^ 

Toynbee  states  that  he  met  with  sebaceous  cysts  in  the  auditory  canal  tCD 
times  in  1013  cases  in  which  he  made  sections  of  the  ear.  According  to  him. 
the  larger  ones  may  cause  a  dilatation  of  the  canal,  and  are  even  said  to  partially 
wear  down  the  bone  by  pressure.  In  one  case  described  by  him,  both  the  outer 
and  inner  walls  of  the  mastoid  process  were  penetrated  by  the  tumour,  which  had 
also  eroded  the  petrous  portion  of  the  bone  at  its  posterior  and  upper  part, 
and  finally  encroached  upon  the  cavity  of  the  tympanum.  The  author  thinks 
this  may  possibly  have  been  a  case  of  cholesteatoma. 

Cysts  of  independent  formation  are  rarely  found  on  the  auricle. 
Certain  tumours  sometimes  occur  there  which  develop  quickly  after  a 
slight  injury,  or  without  any  ascertainable  cause,  and  their  interior 
usually  contains  a  serous  fluid  resembling  that  in  othaematomata  of  long 
standing  {Bdke^.  Perhaps  these  may  be  looked  upon  as  cysts,  though 
the  author,  on  account  of  their  rapid  development,  is  inclined  to  consider 
them  rather  as  of  inflammatory  origin. 

Sometimes,  on  the  other  hand,  growths  are  observed  of  very  slow 
development,  and  with  serous  or  mixed  contents,  which  must  certainly 
be  regarded  as  cystic  new  formations.  They  usually  occur  on  the 
anterior  surface  of  the  auricle,  and  sometimes  enlarge  to  such  a  degree 
as  almost  to  cover  the  entire  ear,  without  causing,  however,  any  par- 
ticular symptoms. 

Cysts  in  the  external  auditory  canal  may  readily  be  confounded 
with  abscesses  or  exostoses.  The  history  of  the  case,  however,  and 
more  particularly  a  careful  examination  with  the  probe,  will  generally 
furnish  evidence  as  to  their  true  character. 

Here,  as  on  other  parts  of  the  body,  cysts  may  become  inflamed, 
and  sometimes  a  spontaneous  cure  is  brought  about  in  this  way.  Such 
a  process  in  the  auditory  canal  may  occasion  a  tedious  otorrhcea,  with 
ulceration,  and  their  various  results.  It  is  therefore  better  to  extirpate 
these  formations  as  soon  as  possible.  This  may  be  done  as  easily  on 
the  auricle  as  on  other  parts  of  the  body ;  but  in  the  external  auditory 
canal  the  procedure  is  very  difficult.  It  is  advisable  rather  to  evacuate 
them  first  by  a  crucial  incision ;  then  to  excise  as  much  of  the  cyst-wall 
as  possible,  and  to  thoroughly  cauterise  the  base.  With  larger  cysts  on 
the  auricle  an  endeavour  may  be  made,  after  evacuation  of  the  contents, 
to  bring  about  inflammatory  adhesion  by  injecting  some  dilute  tincture 
of  iodine. 

Schwartze '  observed  in  a  child  aged  ten  a  cyst  on  the  auricle,  which  was  in 

*  Compare  Pappenheim,  "Specielle  Gewebelehre  des  GchOrorgans,"  1840,  S.  146;  and 
Buck,  "Diagnosis  and  Treatment  of  Ear  Diseases."     New  York,  1880,  p.  123. 

*  "Cystis  auriculae/*    Wiener  medicinische  Pressc,  viii.  Jahrg.,  12,  1867. 

*  "  Die  chirurgischen  Krankheiten  des  Ohres,"  S.  78. 
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connection  with  another  one  as  large  as  a  small  apple,  in  front  of  and  below  the 
ear.  The  swelling  was  smooth  on  the  anterior  surface,  rough  and  elastic  on  the 
posterior  aspect,  and  had  produced  cedema  of  the  face.  On  exploratory  puncture, 
a  clear,  slimy  fluid  escaped  in  which  abundant  pus  cells  were  found.  Repeated 
aspiration  with  a  Pravaz  syringe,  and  injection  of  iodine  and  glycerine  solution, 
brought  about  obliteration  of  the  cyst  cavity  and  a  permanent  cure.  The  isolated 
auricular  appendages  which  are  occasionally  seen  in  this  region,  especially 
in  front  of  the  auricle,  represent,  according  to  Schwartze,  dermoid  cysts :  they 
contain  epidermis  and  hair. 

Schafringer  *  reports  on  two  patients  with  cysts  with  serous  contents,  situated 
on  the  auricle.  In  one  of  the  cases  the  cyst  had  become  developed  a  long  time 
after  some  trivial  injury  ;  in  the  other  case  no  cause  could  be  assigned.  They  grew 
slowly,  were  translucent,  and  situated  between  the  cartilage  and  the  perichondrium. 
Incisions  were  made  on  the  posterior  surface  of  the  auricle,  and  their  contents 
evacuated.     A  cure  followed  in  one  case  ;  in  the  other  the  result  was  unknown. 

10.  Cholesteatomata  {Pearl  tumours), — The  temporal  bone  is  a  favourite 
seat  of  these  tumours.  They  occur  as  primary  neoplasms  in  the  external 
ear  far  more  rarely  than  the  deeper  structures.  Some  authors  have  regarded 
many  atheromata  of  the  auditory  canal  as  cholesteatomata.  They  are,  how- 
ever, of  rare  occurrence,  although  cholesterine  flakes  are  very  often  found 
mixed  with  discharges  in  the  canal  in  chronic  inflammatory  processes. 
These  formations  are  found  both  in  the  auditory  canal  and  on  the 
tympanic  membrane — most  frequently  after  or  during  an  inflammation 
of  those  structures.  They  are  composed  of  thin  laminated  masses  of 
cells,  very  like  those  of  plants,  between  which  are  collected  cholesterine 
and  free  fat.  Their  appearance  is  pearl-like  and  shining,  of  a  whitish- 
grey  or  yellowish  colour,  and  sometimes  enveloped  by  a  delicate 
connective-tissue  covering.  They  project  free  into  the  auditory  canal, 
where  they  may  be  mixed  with  matters  of  all  kinds,  even  with  fungi. 

The  cholesteatomata  may  arise  primarily  in  the  tympanic  membrane. 
In  a  patient  who  had  succumbed  to  typhoid  fever,  Wcndt^  found ,  besides 
considerable  swelling  of  the  lining  membrane  of  the  tympanum,  an 
endothelial  cholesteatoma,  which  was  surrounded  by  a  very  delicate 
capsule  of  connective  tissue,  and  was  in  connection  with  the  membrana 
propria.  It  projected  into  the  cavity  of  the  tympanum  as  a  hemispherical 
tumour  I J  mm,  in  diameter.  Ktipper^  found  in  a  patient  who  died  of 
consumption  a  tumour  i^  mm,  in  diameter  on  the  drum  membrane  in 
the  region  of  the  umbo,  and  projecting  towards  the  external  auditory  canal. 
Microscopically  it  had  the  characters  of  a  cholesteatoma.  A  similar 
case  came  under  the  author's  observation   in   a   patient  with   increasing 

'  "SerOse  Cyste  der  linken  Ohrmuschcl.  Incision.  Heilung."  Monatsschrift  filr  Ohren- 
heilkunde,  xviii.  Jahrg. 

2  "Ueber  ein  endotheliales  Cholesteatom  des  Trommelfellc3  nebst  Bemerkungen  zur 
Histologie  der  Eigenschicht."     Archiv  fiir  Heilkunde,  xv.  Bd. 

■  **  Scctionsbefunde.  4.  Cholesteatom  des  Trommel felles."  Archiv  fiir  Ohrenheilkunde, 
xi.  S.  16,  u.  ff. 
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deafness  and  with  noises  in  the  ear,  who  had  suffered  from  a  chronic 
inflammation  with  otorrhoea  several  years  previously.  On  the  posterior 
segment  of  the  tympanic  membrane  was  a  silver-grey  shining  swelling 
about  the  size  of  a  pea.  On  examination  with  Siegle's  speculum  it 
remained  in  the  same  situation,  while  the  rest  of  the  membrane  was 
put  into  motion.  No  trace  of  inflammation  was  perceptible  in  either 
the  external  or  the  middle  ear.  Upon  inflation  with  the  air-ball  a  slight 
improvement  resulted  in  respect  of  the  subjective  auditory  sensations, 
while  the  hearing  distance  was  not  sensibly  increased.  The  probable 
diagnosis  of  cholesteatoma  was  made,  and  a  crucial  incision  carried 
superficially  through  the  tegumentary  layer  with  the  myringotome,  upon 
which  the  growth  sprang  somewhat  forwards.  It  was  carefully  enucleated 
by  means  of  a  sharp  spoon.  Microscopic  examination  confirmed  the 
diagnosis.  No  perforation-sound  on  inflating  the  middle  ear  could  be 
heard  either  before  or  after  the  removal  of  the  growth.  The  space  which 
it  had  occupied  between  the  layers  of  the  membrane  could,  however,  be 
distinctly  recognised.  The  noises  in  the  ear,  which  must  have  been  due 
to  pressure  of  the  tumour  upon  the  incus-stapes  articulation,  disappeared 
after  the  operation,  but  the  hearing  improved  only  very  slightly.  The 
deafness  was  undoubtedly  due  to  objective  changes  in  the  various  aural 
structures  remaining  after  the  chronic  inflammation. 

Prognosis  and  Treatment, — When  the  growth  is  situated  on  the 
outer  part§  of  the  ear  it  causes  no  serious  symptoms.  If,  however,  it 
be  associated  with  a  purulent  inflammation  of  the  deeper  structures,  and 
interferes  by  its  size  with  the  free  discharge  of  pus,  it  may  lead  to 
dangerous  results.     Its  removal  is,  however,  indicated  in  all  cases. 

II.  Granulomata, — The  granulation-tissue  neoplasms  found  in  the 
structures  of  the  external  ear  comprise  tubercle^  lupus,  and  syphilitic 
new  formations. 

(a)  Tubercle. — In  patients  affected  with  suppurative  median  otitis  and 
perforation  of  the  tympanic  membrane,  occurring  in  association  with 
pulmonary  tuberculosis,  the  author  has  been  able  to  demonstrate  tubercle 
in  the  membrana  tympani.  The  latter  structure  was  always  very  much 
infiltrated,  in  certain  places  ulcerated,  and  covered  with  firmly  adherent 
exudation  containing  tubercle-bacilli.  Occasionally  he  has  also  found  the 
bacilli  in  large  numbers  in  the  substance  of  the  tympanic  membrane 
of  such  patients  who  have  succumbed  to  the  malady.  Quite  recently 
an  opportunity  occurred  of  accurately  observing  the  development  of 
granulations  in  the  membrane,  and  their  caseous  degeneration.  The 
patient  was  suffering  from  middle*-ear  inflammation  on  both  sides,  and 
was  sent  to  the  author's  clinic  by  Prof.  SchrOtter.  The  right  membrane  was 
much  infiltrated,  and  exhibited  a  perforation  of  moderate  size  on  the 
anterior  segment.      On  the  left  membrane  was  a  distinctly  circumscribed 
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smooth  nodule  of  reddish  appearance,  about  as  large  as  a  hemp-seed. 
The  vessels  along  the  malleus  were  strongly  injected,  and  the  posterior 
superior  segment  was  also  red  and  swollen.  Two  days  afterwards,  a 
second  nodule  was  observed  on  the  anterior  segment  just  below  the  first, 
but  no  pain  was  present.  On  the  succeeding  days  the  upper  nodule 
assumed  a  yellowish  appearance,  and  the  epidermis  became  somewhat 
loosened :  it  had,  however,  not  increased  in  size.  The  same  change  took 
place  in  the  lower  granulation  in  the  next  few  days,  followed  three 
weeks  afterwards  by  disintegration  ;  and  gradually  the  membrane  became 
perforated  in  the  situation  of  the  nodule.  Examination  of  the  first  scanty 
purulent  discharge  showed  isolated  tubercle-bacilli,  which  increased  in 
quantity  later  with  a  more  abundant  otorrhoea.  The  perforation  had 
already  existed  more  than  a  week  without  any  pain  being  present,  the 
only  symptom  being  deafness.  It  was  only  with  the  development  of 
inflammation  in  the  auditory  canal,  in  the  further  course  of  the  affection, 
that  moderate  pain  was  experienced.  This,  however,  disappeared  with 
recession  of  the  inflammatory  process.  Symptoms  of  middle-ear  inflam- 
mation are  still  present.  In  this  case,  then,  the  development  of  tubercles 
in  the  tympanic  membrane  could  be  followed  in  a  phthisical  patient 
suffering  also  from  inflammation  of  the  middle  ear.  The  author  has, 
indeed,  seen  no  case  of  tubercle  of  the  drum-membrane  without  a 
simultaneous  middle-ear  affection. 

(b)  Lupus. — This  arises,  both  primarily,  and  by  extension  from  the 
neighbouring  parts,  on  the  auricle,  and  also  in  the  external  auditory  canal. 
The  tympanic  membrane  is  likewise  frequently  affected  secondarily  by 
the  growth ;  but  whether  it  ever  arises  primarily  in  this  has  not  been 
ascertained. 

All  forms  of  lupus  occur  on  the  external  ear.  When  it  develops 
primarily  on  the  auricle,  it  has  generally  the  characters  of  lupus 
exfoliaticus  ]  but  lupus  hypertrophicus  and  lupus  exulcerans  are  also  found 
there,  and  sometimes  occasion  very  extensive  destruction.  Individuals 
suffering  from  lupus  exedens  have  been  seen  by  the  author  who  have  lost 
the  entire  auricle,  together  with  the  cartilaginous  auditory  canal;  while 
ulceration  was  still  in  progress  in  the  skin  of  the  osseous  portion  of  the 
canal  and  on  the  tympanic  membrane.  In  other  cases  there  was  occlusion 
of  the  canal,  or  adhesion  of  the  auricle  to  the  scalp.  Generally  there  is 
little  pain  connected  with  the  ulcerating  process,  but  sometimes  it  may  be 
very  severe  when  the  auricle,  or  especially  when  the  auditory  canal  or 
drum-membrane  is  affected.  Even  on  the  membrane,  however,  lupus 
is  sometimes  painless.  On  the  other  hand,  deafness  is  always,  and 
subjective  auditory  sensations  are  sometimes  present  when  the  disease 
attacks  the  deeper  parts  of  the  external  ear  extensively. 

Lupus  may  be  cured  on  the  ear,  as  on   other   parts ;   but   relapses 
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are  likewise  of  frequent  occurrence.  The  aim  of  treatment  is  to  destroy 
the  granulations  and  pathogenic  germs  by  the  galvano-cautery  or  solid 
nitrate  of  silver.  Electrolysis  has  of  late  also  been  successfully  employed. 
Special  attention  should  be  given  to  preventing  occlusion  of  the  auditory 
canal.  With  the  view  of  preventing  recurrences,  the  diet  and  regimen 
of  the  patient  should  be  cvefuUy  regulated — nourishing  food  and  residence 
in  healthy  air  being  indispensable.  With  regard  to  internal  remedies, 
Fowler's  solution  and  cod-liver  oil  have  been  particularly  recommended. 

{c)  Syphiloma. — Amongst  the  earlier  manifestations  of  secondary 
syphilis,  both  roseola  and  papular  syphilides  occur  on  the  external  ear, 
and,  as  on  other  parts  of  the  body,  disappear  under  ordinary  anti- 
syphilitic  treatment.  Local  treatment  is  rarely  necessary  with  the  papular 
affection,  unless  ulceration  take  place.  The  parts  may  then  be  painted 
over  with  a  5  per  cent,  solution  of  corrosive  sublimate,  and  pledgets  of 
lint  soaked  in  it  may  be  applied.  If  much  pain  be  present,  anodyne 
remedies  may  be  used. 

Gummata  occur  both  on  the  auricle  and  in  the  external  auditory 
canal,  but  more  often  on  the  mastoid  process,  where  they  may  attain  a 
considerable  size.  They  are  sometimes  distinctly  circumscribed  ;  more 
frequently,  however,  their  margins  are  not  well  defined.  To  the  touch 
they  are  generally  very  elastic,  and  may  readily  be  mistaken  for  simple 
periostitis.  The  history  and  other  objective  characters,  however,  suffice 
to  differentiate  them.  If  ulceration  take  place,  the  edges  appear  callous 
and  infiltrated,  and  the  base  fatty-looking,  with  little  tendency  to  heal. 

The  treatment  must  be  on  ordinary  anti-syphilitic  lines. 

12.  Inorganic  new- formations. — Calcareous  deposits  are  sometimes 
found  on  the  auricle,  and  gouty  concretions  are  reputed  to  have  their 
favourite  seat  here.^  In  the  external  auditory  canal,  concretions  of 
carbonate  and  phosphate  of  lime  are  said  to  occur;  but  the  author 
has  not  met  with  them. 

'  Garrod,  "  The  Nature  and  Treatment  of  Gout " :  London,  1859. 


CHAPTER  X. 

FOREIGN  BODIES  IN  THE  EXTERNAL  A  UDITORY  CANAL. 

As  foreign  bodies  in  the  auditory  canal  are  to  be  regarded  not  only 
substances  introduced  from  without,  but  also  such  as,  although  originating 
in  the  ear,  interfere  with  the  normal  function  by  reason  of  their  excessive 
amount,  or  their  altered  character,  or  by  their  unusual  situation. 

Matters  introduced  into  the  ear  sometimes  undergo  changes  in  the 
canal ;  thus  in  many  cases  parasites  finding  their  way  here  undergo 
further  stages  of  development.  The  substances  most  frequently  found  are : 
— Plugs  of  cotton-wool,  small  stones,  pieces  of  paper,  beans,  peas,  lentils, 
and  other  similar  seeds ;  the  stones  and  seeds  of  various  fruits,  especially 
of  cherries,  locusts,  and  melons ;  glass  beads,  small  buttons,  grains  of 
shot ;  various  vegetable  substances,  as  pieces  of  hay  or  straw,  garlic,  etc. 
Particular  mention  may  be  made  of  insects  which  find  their  way  into  the 
auditory  canal — e.g,^  fleas,  bugs,  flies,  wasps,  butterflies.  Flies  sometimes 
deposit  their  larvae  here,  which  then  undergo  further  development. 

Living  larvae  have  been  often  observed  in  the  ear.  Stoehr  •  removed  m  one  day 
fifty-eight  larvae  (of  sarcophaga  camaria)  from  the  auditory  canal  of  a  man  of 
seventy-two,  into  whose  ear  something  had  flown  two  days  before,  while  he  was 
engaged  in  loading  hay.  On  the  following  days,  and  in  spite  of  the  introduction  of 
a  2  per  cent,  solution  of  carbolic  oil,  six  more  living  larvae,  which  had  reached  15  mm. 
in  size,  were  removed.  The  author  has  seen  several  similar  cases.  Scheibenzuber 
removed  about  forty  larvae  from  one  ear.  In  another  case  a  boy  six  years  of  age, 
who  had  an  otorrhoea,  and  into  whose  ear  a  fly  made  its  way  while  he  was  playing 
on  a  dunghill,  was  attacked  on  the  evening  of  the  following  day  with  violent  ear- 
ache. Twenty-five  large  maggots  were  taken  out  of  his  ear  with  a  hair-pin.  As 
the  pain  did  not  cease,  he  was  next  day  brought  to  the  author,  who  removed  seven 
living  maggots  with  the  ear-forceps,  whereupon  the  pain  left  him.  The  two  last- 
mentioned  cases  were  reported  at  the  time  by  the  author.* 

Von  Troltsch '  found  in  a  boy's  ear  a  large  number  of  bird-mites  (dermanyssus 
avium)  :  these  acari  were  from  i  to  5  mm,  in  length  and  i  mm,  broad,  of  a  yellowish - 
white,  brownish,  or  black  colour,  with  eight  legs  somewhat  darker  than  the  rest  of 


*  "Lcbende  Larven  im  Ohrc."     Bayr.  Intell.  Blatt,  1878. 

*  "Zwei  Falle  von  lebcnden  Larven  in  der  TrommelhOhle  und  im  Susseren  GehOrgange.'* 
Monatsschrift  fOr  Ohrenheilkundc,  iii.  Jahrg.,  3  und  4. 

*  '*Zur  Lehre  von  den  thierischen  Parasiten  am  Menschen."     Archiv  filr  Ohrenheilkunde, 
ix.  Bd.,  S.  193. 

22 


FOREIGN  BODIES  IN  THE  EXTERNAL  A  UDITORY  CANAL.  339 

sound-conduction.  If  only  a  small  space  be  still  left  between  the  foreign 
substance  and  the  walls  of  the  canal,  the  patient  may  still  hear  very  well. 
The  hearing  may  also  become,  now  better,  and  now  worse,  as  the  result 
of  movements  of  the  lower  jaw,  or  by  pulling  the  outer  ear,  in  consequence 
of  the  alterations  in  the  size  and  shape  of  the  canal  thus  brought  about. 
If  the  canal  be  quite  occluded  by  the  substance,  the  degree  of  deafness 
thereby  caused  will  depend  upon  the  conducting  capacity  of  the  obstructing 
material. 

Subjective  sensations  of  diverse  kinds  may  be  also  caused  by  the 
presence  of  a  foreign  substance  ;  generally  by  excessive  pressure  upon  the 
tympanic  membrane,  by  which  the  inira-auricular  pressure  is  increased  by 
transmission  through  the  chain  of  auditory  ossicles.  The  symptoms  in 
question  may  naturally  be  brought  about  by  other  results,  due  to  the 
presence  of  the  foreign  body,  and  may  be  of  periodic  recurrence. 

In  regard  to  other  phenomena  which  may  be  induced  by  a  foreign 
body  in  the  ear,  experience  shows  them  to  depend  upon  its  mode  of 
introduction,  and  upon  its  physical  and  chemical  constitution.  Individual 
peculiarities,  however,  have  also  an  important  influence  in  the  matter.  It 
may  thus  happen  that  a  perfectly  innocuous  substance  which  has  found  its 
way  into  the  auditory  canal  without  producing  any  injur}^  may  sometimes 
induce  and  maintain  the  most  serious  symptoms. 

Boytf  relates  that  in  a  g^irl  who  suffered  from  epilepsy,  atrophy  of  one  arm,  and 
anesthesia  of  the  corrt-spondinq:  half  of  the  body^  all  the  symptoms  disappeared  on 
removal  of  a  glass  bead  which  had  remained  fixed  in  the  auditor)'  canal  for  eight 
years.  Wilde  likewise  mentions  a  case  of  epilepsy  accompanied  by  deafness, 
which  was  cured  by  the  removal  of  a  foreigtj  body. 

In  the  Vienna  Medical  Weekly  Journal '  a  case  is  reported  in  which  an  insect 
(inyriapod)  which  had  got  into  the  auditory  canal  had  occasioned  epileptic  spasms 
and  hemipleiijia,  tojtrether  with  frequent  vomiting.  The  latter  symptom  ceased 
directly  the  insect  was  removed ;  the  convulsions  became  gradually  less  frequent, 
and  the  paralysis  also  diminished,  and  disappeared  in  six  weeks.  Wt'iniechner^ 
reports  two  cases  occurring  in  Schuh*s  hospital  practice  which  terminated  fatally. 
The  bodies  introduced,  a  pebble  and  a  coffee-bean*  had  got  into  the  tympanic 
cavit>%  from  which  they  could  not  be  removed.  Unilateral  facial  paralysis  appeared 
in  both  cases,  followed  by  punilent  meningitis^  which  ended  fatally  in  a  few  daj^s. 
In  two  other  cases,  the  foreign  body  (a  locust  seed)  remained  in  the  tympanic  cavity 
without  causing  subsequent  urgent  symptoms*  Numerous  cases,  again,  are  re- 
corded in  which  the  foreign  body  remained  in  the  ear  for  years  without  producing 
any  symptoms  at  all.  Michel^  relates  a  case  in  which  a  piece  of  lead*pencil,  4  J  mm, 
long  and  3  mm,  in  thickness,  was  fixed  for  eleven  years  in  the  ear  without  causing 
any  serious  symptoms.  The  patient  felt  occasionally  a  slight  itching,  and  a  feeling 
of  weight  in  the  auditory  canal-  Rehj  *  gives  an  account  of  a  case  in  which 
a  carious    molar   tooth    remained  for    forty  years    in    the    auditory  canal   without 


»  X.  Jahrg.  6,  i860. 

-  Wiener  Spitalszeitungr,  1S62. 

•  AUg.  Wiener  med.  Zcit.,  vii.  :ji,  j86a. 

*  Pr.  Vcr,  Zcit.,  N,  F.  V,,  25,  1862. 
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the  body.  This  creature  cannot  easily  bore  into  the  healthy  skin,  but  may 
considerable  irritation,  and  even  penetrate  the  skin  when  its  texture  is  loos 
by  inflammation.  Von  Troltsch  alludes  to  the  possible  presence  of  ot 
parasites  in  the  ear,  derived  from  domestic  animals.  Trautmann  *  als 
the  attention  of  aurists  to  the  parasites  met  with  in  rabbits,  dogs,  ai 
(dermatodectes),  which  cause  considerable  destruction,  especially  in  th« 
rabbits.  He  notes  that  these  mites  might  easily  find  their  way  into  th< 
children  by  their  playing  with  animals  infested  with  them. 

Foreign  bodies  are  generally  introduced  into  the  ear  in  th« 
children    at   play.      Sometimes,    however,  they  are  inserted  in 
of  remedies,  and  forgotten ;  or  the  patient  may  be  unable  to  ren 
They   may    occasionally    remain    in    the   ear    for   many    yeai 
producing   any   symptoms,    so    that  it   may   be   difficult   for 
remember  when  they  were  introduced. 

Among  the  substances  which,  though  originating  in  the 
to  be  regarded  practically  as  foreign   bodies,  may  be  ment= 
and  blood  clots,  epidermic  scales,  hairs,  large  accumulatio 
liquid  or  inspissated   exudations,  and    pieces   of  necroset 
presence  presupposes  the  existence  of  morbid  changes,  • 
is  made  elsewhere. 

Special  reference  must  be  made  to  cxcesswe  coHcc 
the  canalf  which    are    without  doubt  due    to   abnorm; 
ceruminous  glands.      Occupation   has  been  by  somi 
large  part  in  its  accumulation  ;  but  the  author  can 
conjecture    in    the   sense   that   the   auditory   canal 
plugged  in  persons  who  work  amongst  much  dust 
however,  is  not  dependent  on  the  occupation  is  si 
circumstance  that  in  the  same  patient  one  ear  is  ( 
cerumen,  while  the  other  one  is  quite  clear. 

Excessive  accumulation  of  cerumen  is  met  v 
— more  often,  however,  in  males.     The  longer 
canal,  the  harder  and  darker  it  becomes ;  whil« 
is  semi-liquid    and    of   a    light-yellow   colour 
ceruminous  plug  vary,  some  being  of  norm:- 
canal,  others  derived  from  without,  and  mixe- 

Foreign  substances  induce  various  sym: 
own  physical  and  chemical  characters,  and 
Injuries  of  various  kinds  may  be  brought 
may  also  from  their  constitution  lead  t« 
inflammation,  which   may    continue  Ion 
auditory  canal.     They  interfere  in  parti 


>  Bericht  Qber  die  otiatrische  Section  di  ■ 
und  Acrztc,  1876. 


FOI^EIGN  BODIES  IN  THE  EXTERNAL  A  UDITORY  CANAL.  341 


irritation  in  the  auditory  canal ;  amongst  them,  an  interesting  one  in  which  phthisis 
was  in  this  way  simulated  {Jakins^  Med.  Ann,,  1887), 

Ear-cough  is  generally  referred  to  irritation  of  the  auricular  branch  of  the 
vagus.  Some  controversy  has  however  taken  place  regarding  the  actual  afferent 
tract  involved.  Fox  thought  the  symptom  to  be  due  to  irritation  of  the  auriculo- 
temporal branch  of  the  trigeminus  (Brit  Med,  Jour.,  Dec,  1869),  and  Lockhart 
Clarke  supported  this  view  (Brit.  Med.  Jour.,  1870). 

It  is  to  be  observed  that  ear-cough,  like  other  reflex  symptoms,  is  by  no  means 
a  common  concomitant  of  irritation  in  the  external  auditory  meatus.  Comparatively 
few  patients  indeed  exhibit  these  symptoms,  and  there  is  no  doubt  that  the  main 
factor  in  their  causation  must  be  looked  for  in  an  exaggerated  susceptibility  or 
irritability  of  the  nervous  structures.] 

The  objective  appearances  which  may  be  caused  by  a  foreign  body 
vary  with  its  nature.  In  many  cases,  no  morbid  changes  at  all  may  be 
induced  ;  while  in  others,  the  signs  of  injury  or  of  severe  inflammation  are 
evident. 

The  injurious  results  of  excessive  accumulations  of  cerumen  have  been, 
in  the  author's  opinion,  much  exaggerated  ;  and  he  believes  with  Kramer 
that  diagnostic  errors  have  often  been  made  from  this  circumstance. 
Not  only  the  soft  structures,  but  the  bone  even  is  said  to  have  been 
destroyed  in  this  way.  A  mistake  may  more  especially  arise  with  the 
products  of  an  existing  or  a  previous  inflammation.  Such  products  may 
be  coloured  by  cerumen  so  as  to  resemble  it  closely  and  be  mistaken  for 
it.  A  cursory  microscopical  examination  even  may  not  suffice  to  decide 
the  nature  of  the  material,  since  the  substances  sometimes  found  in 
c  holes  tea  tomata  may  also  be  present  in  small  quantities  in  cerumen. 
A  preparation  of  the  author's,  which  is  represented  in  the  figures  on  page 
342»  ilhistrates  this  statement.  It  was  removed  from  a  man  who  died 
suddenly,  and  w*as  the  subject  of  a  judicial  autopsy,  A  cholesteatomatous 
tumour  was  found  in  the  left  temporal  bone,  having  developed  originally  in 
the  tympanic  cavity.  It  had  destroyed  the  upper  segment  of  the  drum- 
membrane,  and  pushed  the  rest  out  towards  the  auditory  canal  into  which  it 
had  grown.  On  opening  the  canal,  the  mass  there  presented  the  appear- 
ance  of  cerumen,  and  was  seen  to  be  continuous  with  the  portion,  also  of  a 
brown  colour,  which  was  on  the  other  side  of  the  membrane  in  the  tympanum 
(Fig.  113). 

The  author  had  the  opportunity  of  seeing  a  case  similar  to  the  above 
in  Prof,  Ducht'k's  hospital  practice.  The  cholesteatoma  had  grown  into  the 
auditory  canal  through  its  posterior  wall  from  the  mastoid  region.  In  this 
case  also  it  had  quite  the  appearance  of  cerumen. 

Masses  of  cerumen  may  readily  set  up  infiammation  from  the  irritation  which 
they  produce,  and  this  may  lead  to  destruction  of  various  structures,  if  suppuration 
take  place.  The  author  has  had  under  his  care  many  patients  who  sought  treat- 
ment on  account  of  pain  in  the  ear,  in  whom  thr  plugs  of  cerumen  had  brought 
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producing  the  least  disturbance.     Dr.  Bartscher  ' 
three  years  of  age,  with  chronic  otorrhcea,  who 
The  rough  attempts  to  remove  it  which  were  mn 
being  pushed' farther  on  into  the  cavity  of  the  ' 
of  three  surgeons  failed  to  extract  it.      The  ri» 
looked  upwards  and  inwards;  and  it  was  wedv. 
the  posterior  wall  of  the  tympanic  cavity.    All  k 
but  it  could  not  be  moved,  and  it  remained 
symptoms.      Further  attempts  to  remove  it  v 
months   afterwards    the   child   was    still   qi 
described  by  the  author  in  the  Wiener  Med. 

Israel'^  saw  a  man  of  thirty,  who  li-i^ 
ear,   and  this   found   its   way   into  the   . 
efforts  at  extraction,  the  patient  experi"/i' 
upper  part  of  the  body,  and  in  the  hip 
pain.     With  these  symptoms  were  as 
the  orbicularis  palpebrarum  on  the  1 
was  also  intense  hyperalgesia  of  the 
tion  of  the  left  hand.     After  a  hypOi^ 
contraction  permanently  disappearr 
which  toothache  had  been  associat 
liminary  detachment  of  the  auric! 
canal,  whereupon  all  the  nervous  pi. 
by  Israel  to  pressure  upon   the  r 
pus  imprisoned  behind  the  fcrcf 
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be  present  for  years  in  the  ear,  when  there  was  nothing  there :  in  others, 
on  the  contrary,  where  the  possibility  of  such  a  thing  has  been  denied,  the 
presence  of  a  foreign  substance  has  been  demonstrated.  On  the  other 
hand,  the  patient's  statement  cannot  be  altogether  ignored,  since  a  sub* 
stance  which  has  entered  the  ear  may  easily  remain  hidden  from  the 
eye  of  the  examiner. 

The  author  once  had  under  his  care  a  patient  who  stated  that  an  insect  had  crept 
into  his  ear  while  he  was  lying  in  a  meadow.  He  came  after  a  very  restless  night, 
but  the  author  could  discover  nothing  in  the  auditory  canal.  On  syringing  out  the 
car,  however,  a  hving  lar\'a  3  mm.  long  was  washed  away  ;  upon  which  all  the 
sj'mptoms  disappeared,  Larv^ie  may  easily  get  into  some  depression  in  the  auditory 
canal,  and  deceive  the  observer  b^'  their  resemblance  to  epidermic  scales.     In  all 

r'oubtfui  cases,  the  ear  should  be  syringed  out, 
J  t  is  of  course  clear  that  the  true  nature  of  a  case  can  only  be  properly 
made  out  after  the  removal  of  any  foreign  substance  which  may  be  in  the 
auditory  canal.  It  is,  for  example,  quite  possible  that  a  plug  of  cerumen 
may  obscure  a  total  loss  of  the  drum-membrane  and  other  morbid  changes, 
so  that  the  patient  may  hear  much  worse  after  removal  of  the  mass  than 
before.  It  is  equally  possible  that  he  may  credit  the  aurist  with  such  a 
result  ;  no  prognostic  opinion  should  therefore  be  given  until  the  foreign 
body  is  removed. 
^H  Treatment. — The  most  important  matter  is  to  remove  the  foreign  sub- 

^fstance  as  soon  as  possible,  and  with  the  least  possible  discomfort  to  the  patient. 
It  is  only  by  acquaintance  with  the  rough  methods  formerly  employed,  and 
with  the  unnecessary  pain  and  danger  to  which  patients  are  often  even  at 
the  present  day  subjected  by  injurious  eftbrts  to  remove  a  foreign  body 
with  instruments  of  all  kinds,  that  a  proper  appreciation  is  possible  of 
the  improvement  in  the  modern  treatment  of  these  cases.  If  not  wedged 
in  too  firmly,  foreign  matters  may  be  quite  easily  removed  by  syringing 
Bout  the  ear  in  a  proper  manner.'  It  is  very  seldom  the  case  that  the 
substance  is  so  situated  in  the  auditory  canal  as  entirely  to  fill  it  up. 
^^Thcre  is  usually  space  left  somewhere  between  the  foreign  body  and 
^nfae  walls  of  the  canal^  through  which  the  injected  fluid  can  pass  so  as 
to  reach  the  space  behind,  and  push  the  obstructing  mass  into  another 
position,  from  which  it  is  carried  out  with  the  return  current.  Or  such 
a  favourable  position  may  even  be  brought  about  by  the  force  of  the 
direct  current.  There  is  usually  much  greater  difficulty  in  effecting 
the  removal  by  the  aid  of  instruments.  The  author  has  frequently 
removed  foreign  bodies  with  ease  by  syringing  from  the  auditory  canal  of 
children,  in  whom  previous  attempts  made  by  various  surgeons  by  means 
>f  instruments  under  full  anaesthesia   had    failed.      Such  an  experience 

'   Ci'tsiiS  recommends   syringing  .out  the   canal   for  the  removal   of  foreign  bodies  (Dc 
hedicma  libri  octo.     Jena,  1713,  Lib.  6,  Cap.  vii.,  page  403). 
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must  undoubtedly  have  occurred  to  many  others.  The  author  has  also 
followed  with  advantage  Hedinger^s  advice  in  using  ihe  force  pump  as  a 
visakrgo  previous  to  syringing,  in  the  case  of  foreign  bodies  wedged  in 
the  deeper  parts  (tympanic  cavity).  Similarly,  a  preceding  strong  rare- 
faction of  the  air  in  the  cana!  may  help  the  effect  of  the  syringing. 
IVeber-Liel  recommends  a  small^  properly  adapted  air-pump  for  this 
purpose. 

It  cannot  be  denied,  however,  that  cases  do  occur  in  w^hich  the  foreign 
body  is  so  firmly  wedged  in  the  canal,  either  originally,  or  more  often 
in  consequence  of  unskilful  efforts  at  extraction,  that  simple  syringing  out 
is  useless.  It  must,  however,  always  be  well  tried  first,  and  only  if  it  be 
unsuccessful  should  instruments  be  resorted  to.  The  ordinary  ear- forceps  , 
may  be  employed,  or  instruments  with  forceps  blades  or  in  the  forni  of  a  ' 
curette,  a  great  variety  of  w^hich  are  made.  Sometimes  it  is  advisable  to 
lessen,  if  possible,  the  size  of  the  foreign  body  before  using  the  syringe 
or  an  instrument  for  its  extraction. 

The  removal  may  occasionally  be  facilitated,  according  to  Voliohm,^ 
by  placing  the  patient  on  his  back  with  his  head  hanging  somewhat 
downwards.  The  posterior-superior  wall  of  the  canal  forms  an  obtuse,  the 
anterior-inferior  wall  an  acute,  angle  with  the  membrana  tympani.  In  the 
above-described  position  of  the  head,  the  oblique  inclined  plane  formed 
by  the  posterior-superior  wall  and  the  membrane  is  so  placed  as  to 
facilitate  the  sliding  outwards  of  the  foreign  body.  In  certain  cases,  an 
attempt  may  be  made  before  using  the  syringe  to  loosen  the  substance 
somewhat  from  its  position  by  the  aid  of  a  suitable  instrument  But 
under  all  circumstances,  the  employment  of  instruments  for  the  purpose 
of  extraction  should  be  avoided  as  much  as  possible.  If  it  be  found  that 
they  cannot  be  dispensed  with,  then  they  should  only  be  used  under  very 
good  illumination. 

Nuqierous  cases  are  recorded  in  which  bad  symptoms  resulted  from 
unskilful  efforts  at  extraction.  The  necessity  for  much  caution  on  the  part 
of  the  surgeon  arises  also  from  the  extreme  sensitiveness  of  the  auditory 
canal,  and  from  the  ease  with  which  excoriations  and  htemorrhages  may 
be  produced  by  even  slight  contact  with  instruments. 

With  small  foreign  bodies,  if  they  are  easily  removable,  the  author  is 
accustomed  to  employ  the  ordinary  ear- forceps,  in  which  case  an  examina- 
tion of  the  deeper  structures  may  at  once  be  made.  After  syringing,  a 
more  marked  vascular  injection  and  other  changes  are  seen  in  the  tympanic 
membrane,  and  this  inttfrferes  for  a  time  with  the  formation  of  a  correct 
opinion  as  to  the  true  state  of  the  parts.     For  the  removal  of  substances 


*  "Ein  Bettrag  rur  Operation  frcmdcr  Kdrper  im  Ausseren  GehOrgmnge.^ 

Obrcnhcilktindc,  i.  Bd.,  S.  151. 
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which  cannot  be  extracted  with  the  ordinary  forceps,  the  instrument  shown 
in  Fig.  1 1 5  will  be  often  found  useful. 

The  rod  /runs  through  the  tube  h,  and  is  fixed  in  the  handle  by  the  screw  j. 
By  pressure  of  the  thumb  of  the  hand  grasping  the  handle  upon  the  screw  </,  the 
tube  h  may  be  pushed  forwards  so  that  the  extremities  of  the  two  parts  approximate, 
and  the  foreign  body  may  be  grasped  between  them.  When  the  pressure  of  the 
thumb  is  taken  off  d^  the  tube  h  is  drawn 
back  by  the  springy.  Fig.  115. 

Crutch-shaped  forceps  (two-thirds  the 
Inspissated  plugs  of  cerumen  or  ordinary  size). 

other  dried-up  matters  in  the  auditory 
canal  should  be  softened  before  they 
are  syringed  out.  This  is  most  con- 
veniently done  by  dropping  in  a  solution 
of  potash  or  soda,  or  by  tepid  water, 
almond  oil,  glycerine,  etc. 

After  removal  of  the  foreign  body, 
an  examination  of  the  canal  should 
always  be  made,  so  that  any  morbid 
condition  which  may  possibly  exist 
may  be  treated  at  once.  The  audi- 
tory canal  should  be  plugged  with 
cotton-wool  for  a  few  hours  after  the 
foreign  body  has  been  removed. 

It  has  been  pointed  out  that 
foreign  substances  should  be  removed 
from  the  auditory  canal  as  soon  as 
possible.  It  must,  however,  be  borne 
in  mind  that  cases  do  occur  in  which 
it  is  better,  if  extraction  be  not  easy, 
to  postpone  interference  until  more 
favourable  conditions  present  them- 
selves. This  is  most  often  the  case  when  an  otherwise  innocuous 
substance  is  fixed  in  the  canal,  the  soft  structures  of  which  have  become 
so  swollen  up  that  operative  measures  would  be  required  to  extract  it. 
With  this  state  of  things,  no  attempt  should  be  made  at  removal  until 
the  inflammatory  swelling  has  subsided  and  the  canal  thus  become  wider 
again.  Numerous  cases  have  been  treated  by  the  author  in  which,  after 
futile  efforts  had  been  made  to  extract  a  foreign  body,  it  some  time  after- 
wards came  away  of  its  own  accord.  The  patient  should  of  course 
always  remain  under  observation,  in  order  that  operative  measures  may 
be  at  once  undertaken  should  threatening  symptoms  supervene. 


In  many  cases,  the  foreign  body  becomes  pushed  out  of  the  auditory  canal 


by  granulations  which  develop  behind.  SchtH^  records  the  case  of  a  man  whose 
wife  poured  some  molten  lead  into  his  ear  while  he  was  asleep.  The  resulting 
inflammation,  which  was  accompanied  by  paralysis  of  the  fecial  nerve,  constant 
giddiness,  and  abolition  of  taste  over  the  right  half  of  the  tongue,  was  followed  by 
the  growth  of  granulation-tissue,  which  so  loosened  the  foreign  substance  that, 
though  previously  immovable,  it  could  then  be  withdrawn  with  the  greatest  ease 
It  weighed  285A  grains,  and  exhibited  a  complete  cast  of  the  inner  wall  of  the 
tympanum,  having  a  projection  an  inch  long,  which  corresponded  with  the  entrance 
of  the  Eustachian  tube. 

The  author,  like  Schwartze^  is  inclined  to  question  the  accuracy  oX  Albert  % 
report  of  a  case  contained  in  Z/«£:X'<fV.r  collection  of  selected  cases  (ILj  p.  182).  to 
the  effect  that  a  sewing  needle,  which  had  got  into  the  auditory  canal,  passed  into 
the  middle  ear,  and  so  into  the  pharynx,  from  which  it  was  expelled  in  vomiting. 
It  must,  however,  be  admitted  that  smaller  substances  of  a  shape  to  permit  it 
may  pass  from  the  middle  ear  through  the  Eustachian  tube  into  the  throat,  and 
that  this  passage  is  particularly  aided  by  syringing  out  the  auditory  canal* 

Living  maggots  cannot  always  be  removed  by  syringing,  but  must  be 
taken  out  with  the  ear-forceps.  This  is  due  to  the  fact  that  they  possess 
hard  mandibles^  by  which  they  hold  on  to  objects  during  suction,  and  are 
not  dislodged  by  the  stream  of  water.  The  spiny  structure  of  the  rest  of 
the  body  hkewise  serves  them  in  sticking  on  to  substances, 

AlS-A/fr' recommends  the  introduction  of  oil  of  turpentine  into  the  ear,  which 
he  allows  to  remain  there  for  five  minutes.  On  then  syringing,  the  dead  larva,*  are 
washed  away.  A  fly,  or  flea,  or  simitar  insects  are  at  once  killed  by  pouring  in  a 
little  alcohol.  The  author  has  been  unable  to  substantiate  the  statement  that 
larva'  creep  out  of  the  canal  when  oil  or  glycerine,  mixed  with  petroleum,  turpen- 
tine, and  other  substances,  are  introduced.  Liiktenberg^  recommends  the 
insufBation  of  chloroform  vapour  through  the  Eustachian  tube  for  the  treatment 
of  maggots  in  the  tympanic  cavity. 

The  autiior  agrees  with  Schwartze  in  looking  on  the  so-called  "  agglutination- 
method*'  as  sheer  waste  of  time.  It  consists  in  sticking  a  ribbon  on  to  the  foreign 
body  by  means  of  a  shell-lac  solution^  collodion,  or  glue,  and  then  making  traction. 
Even  when  successful,  syringing  will  remove  the  substance  more  quickly* 

Volfalini*  recommends  the  use  of  the  galvano-cauterj'  for  destruction  of  the 
foreign  substance  in  appropriate  cases.  The  method  has  been  frequently  employed 
with  success  by  tlie  author  and  others. 

If  the  foreign  body  be  wedged  in  the  deeper  parts  of  the  auditory 
canal,  and  threatening  symptoms  should  make  their  appearance,  then 
operative  means  must  be  used  for  its  removal,  if  this  cannot  be 
accomplished  in  any  other  way.  Von  Tr^ltsch  proposes  to  divide  the 
soft  structures  close  behind  the  auricle,  and  to  loosen  them  with  the 
cartilaginous;  portion   of  the  auditory  canal  from  the  bone.      The  foreign 


'  Aiticrican  Journal  or  Mcilicai  ^>i  icnce,  1S75. 

"^  **Oi  Terebinth.  gcKcn  Flic  gen  larvcn  im  Ohrc."     Monatsschrift  lt)r  Ohrenheilkimdc,  1U3L* 
Jihrg. 

*  P«tcr  niccl.-chir,  Pres»c,  1875, 

•  **  Da*  Kcrbrenneii  fncmdcn  Korpcr  im  ftosseren  GehOn^ange."     Monfttaschrift  VOlt  Ohfvti- 
hcilkundcr  \\\.  jahrg.,  7, 
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body  is  then  to  be  extracted  by  means  of  an  instrument  inserted  along 
the  upper  wall  of  the  canal  in  children,  the  anterior-inferior  wall  in  adults. 
Moldenhauer^  recommends  a  similar  method  of  procedure.  Several  cases 
are  recorded  in  which  this  mode  of  operation  has  been  attended  with 
successful  results. 

When  the  foreign  substance  is  fixed  in  the  cavity  of  the  tympanum, 
and  cannot  be  extracted  by  the  operation  just  described,  it  will  be 
necessary,  according  to  the  author's  experience,  to  enlarge  the  space  in 
the  osseous  portion  of  the  canal  by  removal  of  part  of  the  bony  wall 
on  the  posterior  aspect. 

An  accurate  report  of  "j"]  cases  of  foreign  bodies  in  the  ear,  collected  from 
various  sources,  has  been  furnished  by  Z.  Mayer  in  the  Monatsschrift  fiir 
Ohrenheilkunde,  iv.  Jahrg.  i — 5. 

[Other  contrivances  and  procedures  have  been  from  time  to  time  recommended 
for  the  removal  of  foreign  bodies  from  the  meatus  when  ordinary  measures  have 
failed. 

Perron  proposes  to  make  a  deep  incision  from  within  outwards  in  the  inferior 
wall  of  the  canal,  beginning  at  the  site  of  impaction.  A  small  hook  is  then  to  be 
passed  backwards  along  the  incision  and  under  the  foreign  substance,  so  as  to 
extract  it  if  possible  in  this  manner. 

Corradi  advises  oil  to  be  used  instead  of  water  for  syringing,  with  the  view  of 
obviating  swelling  of  the  foreign  body  by  imbibition.  (Ann.  of  Univ.  Med.  Sciences, 
1890.) 

Cozzolino  again  refers  to  the  occasional  success  of  aspiration  of  the  canal  when 
other  methods  are  ineflFectual.  An  ordinary  aural  syringe  may  be  adapted  for  the 
purpose.     (Annales  des  Mai.  de  I'Oreille,  etc.,  March  1890.) 

//i'/f/ suggests  the  employment  of  Siegle's  speculum,  but  it  appears  doubtful 
whether  a  sufficient  exhaustion  could  usually  be  produced  with  this  in  cases  which 
have  resisted  syringing.     (Year-book  of  Treatment,  1891.) 

Zaufal  points  out  the  indications  for  operative  interference  by  preliminary 
partial  detachment  of  the  auricle.     (Wiener  med.  Presse,  Dec.  1890.) 

Ward  Cousins  figures  and  describes  a  small  double  looped  snare  which  he  has 
found  useful  in  some  cases  for  extracting  foreign  bodies  from  the  meatus  or 
t>'mpanum.     (Brit.  Med.  Journ.,  Sept.  1890.)] 


•  "Fall    von    Entfernung  eines    FrcmdkOrpers   aus   dcm    GehOrgange    mil    theilwciser 
AblOsung  dcr  Ohrmuschcl."     Archiv  fOr  Ohrenheilkunde,  xviii.  Bd. 
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INFLAMMATION  OF  THE  MIDDLE  EAR  [OTITIS  MEDIA), 

Inflammation  of  the  middle  ear  is  of  more  frequent  occurrence  than  any 
other  aural  affection.  Out  of  33,627  ear  cases  treated  as  out-patients 
in  the  hospital  practice  of  the  author,  up  to  the  end  of  December  1886, 
there  were  21,283  who  had  symptoms  of  median  otitis. 

The  short  description  of  the  changes  occurring  in  the  mucous 
membrane  of  the  middle  ear  as  the  principal  seat  of  this  affection,  which 
will  now  be  given,  will  furnish  a  basis  explanatory  of  the  classification  of 
the  forms  of  the  disease  which  has  been  adopted  by  the  author. 

When,  in  consequence  of  some  morbid  influence,  the  mucous 
membrane  becomes  more  or  less  hyperaeniic  and  swollen,  a  more  copious 
and  watery  secretion,  poor  in  cells  and  fibrin,  takes  place  from  it,  which 
is  not  only  poured  into  the  spaces  of  the  middle  ear,  but  diffused  through 
the  tissue  itself  {serous  exudation).  The  epithelium  also  is  loosened,  and 
some  of  the  cells  are  thrown  off  and  become  mixed  with  the  secretion, 
the  character  of  which  is  largely  determined  by  their  quantity  and  by  the 
further  changes  which  they  undergo.  In  many  cases,  numerous  epithelial 
cells  are  cast  off,  and  mingle,  little  or  not  at  all  changed,  w^ith  the  secretion 
{desquamative  catarrh).  In  other  cases,  multitudes  of  cells  undergo  mucous 
degeneration,  from  which  the  secretion  derives  its  peculiar  ropy  and  viscid 
character.  Sometimes,  a  portion  only  of  the  cell-protoplasm  undergoes 
the  mucous  metamorphosis,  while  other  cells  are  thrown  off  unchanged, 
and  others  again  suffer  molecular  disintegration.  If  this  exudation- 
process  passes  away  quickly,  there  is  no  development  of  nt\w  connective- 
tissue  elements,  or  at  the  most  an  extremely  slight  one.  The  intumescence 
of  the  mucous  membrane  is  due  only  to  the  serous  infiltration  and  the 
swelUng  up  of  the  epithelium*  It  therefore  follows  that  no  permanent 
structural  changes  remain  behind  after  the  catarrhal  process  has  ceased. 
When,  however,  the  affection  takes  a  very  slow  (chronic)  course,  it  may 
even  in  these  cases  happen  that  a  quantity  of  new  tissue-elements  become 
gradually  developed  which  lead  to  some  permanent  thickening  of  the 
structures. 

There    is    another    form    of    exudation-process    whereby,    from    the 
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influence  of  certain  factors,  amongst  which  micro-organisms  very  probably 
play  a  chief  part,  an  emigration  of  white  blood-corpuscles  takes  place 
from  the  vessels,  and  confers  upon  the  exudation  a  pumknt  character. 
The  secretion  from  the  surface  of  the  mucous  membrane  does  not 
coagulate,  but  presents  a  yellowish  or  yellowish-green  appearance.  It 
is  soluble  in  water,  and  contains  as  its  main  histological  constituent  a 
large  quantity  of  pus  cells  (white  blood -corpuscles),  together  with  more 
or  less  red  blood-corpuscles,  cast-off  epithehal  cells,  and  various  other 
elements  (micrococci,  bacteria,  etc).  The  exudation  is  present,  not  only 
on  the  surface  of  the  mucous  membrane,  but  also  in  the  tissue  itself, 
either  generally  diffused  through  it  or  in  limited  patches  (abscesses),  and 
causes  in  this  way  considerable  swelling  and  sponginess  of  texture.  In 
association  with  this  change  there  is  increased  liability  to  laceration,  b}^ 
which  is  explained  the  reddish  colour  of  the  exudation  so  frequently 
observed  in  purulent  inflammation  of  the  middle  ear.  The  colour  is 
much  more  often  due  to  the  presence  of  blood  derived  from  lacerated 
vessels  than  to  migration  of  red  blood-corpuscles  (ho'morrhagic  exmiathny 

In  certain  cases — which,  however,  are  of  rare  occurrence — a  firmly 
adherent  croupous  membrane  is  found  either  on  the  whole  of  the  mucous 
lining  of  the  middle  ear,  or,  as  more  often  happens,  on  certain  parts  only 
—chiefly  in  the  tympanic  cavity.  This  is  due  to  a  fibrinous  exudation 
on  the  surface  of  the  mucous  membrane,  which  leads  to  rapid  death  of 
the  epithelium  and  of  the  superficial  layer  of  the  mucous  structure 
(coagulation-necrosis).  If  such  an  exudation  be  also  diffused  through 
the  deeper  tissue  of  the  mucous  membrane,  it  brings  about  the  death 
of  the  part  {dtphthetitic  mjlammation'). 

Sometimes  the  exudation,  owing  to  the  presence  of  putrefactive  bacteria, 
undergoes  decomposition  ;  becoming  discoloured,  dirty  greyish-yellow, 
greyish-green,  or  brownish,  and  giving  out  a  particularly  offensive  odour. 

It  remains  only  to  be  mentioned  that  the  various  forms  of  exudation 
already  described  may  be  present  in  one  and  the  same  inflammatory 
process  in  different  parts  of  the  middle  ear,  and  even  in  the  same  part 
at  different  periods  in   the  course  of  the  aft'ection. 

The  gravity  of  the  whole  process  varies  with  the  nature  of  the 
exudation,  and  in  the  order  in  which  its  varieties  have  been  described, — 
a  fact  manifested,  not  only  in  the  objective  appearances,  but  in  the  clinical 
characters  of  the  disease. 

If  the  influence  of  the  above-described  morbid  changes  upon  the 
physiological  function,  and  the  importance  of  the  integrity  of  the  mucous 
membrane  of  the  different  sections  of  the  ear  be  borne  in  mind,  it  will 
be  obvious  that  the  normal  condition  of  the  middle  ear,  and  therefore 
of  the  hearing  faculty,  may  be  in  a  high  degree  impaired  by  their 
occurrence. 


INFLAMMATION  OF  THE  MIDDLE  EAR.  353 

The  tympanic  membrane  may  become  thickened,  the  Eustachian 
tubes  narrowed  or  even  quite  occluded  from  swelhng  of  the  lining 
membrane ;  the  mobility  of  the  auditory  ossicles  hampered  or  destroyed 
by  reason  of  their  articulations  being  also  enveloped  by  the  mucous 
membrane  ;  the  membranes  closing  the  fenestra  ovalis  and  fenestra 
rotunda  may  become  greatly  thickened,  so  much  so  that  their  natural 
depressions  may  be  obliterated ;  and  the  openings  into  the  mastoid  cells 
and  the  cells  themselves  may  be  closed  up  by  the  swollen  tissue.  When 
exudation  takes  place,  the  different  spaces  may  be  partially  or  completely 
filled  by  the  secretion :  in  some  cases,  perhaps,  merely  a  plug  of  mucus 
being  contained  in  the  commencement  of  the  Eustachian  tube,  while  in 
others  the  exudation  may  occupy  the  whole  of  the  middle  ear. 

Structural  lesions  are  frequently  associated  with  these  exudation 
processes.  If  the  secretion  be  very  copious,  it  collects  in  the  tympanic 
cavity  more  rapidly  than  it  can  flow  away  through  the  Eustachian  tube. 
In  such  cases,  even  a  serous  or  mucous  exudation  may  gradually  erode 
the  tissues  from  the  pressure  it  produces,  or  with  a  very  rapid  and 
abundant  secretion,  a  sudden  laceration  may  be  brought  about.  In  other 
cases  (purulent  exudation),  an  abundant  migration  of  white  blood- 
corpuscles  may  occasion,  not  only  dislodgment,  but  also  laceration, 
accompanied  by  more  or  less  destruction  of  the  tissues,  which,  espe- 
cially in  the  croupous  and  diphtheritic  forms  of  inflammation,  may 
become  of  considerable  extent  in  a  very  short  time. 

Lesions  of  this  description  have  an  importance  depending  upon  the 
structures  affected.  They  may  involve  perforation  of  the  drum-membrane, 
as  well  as  loosening  or  even  complete  dislocation  of  the  articulations  and 
other  connections  of  the  auditory  ossicles,  to  such  a  degree  that  some 
or  all  of  the  ossicles  may  be  quite  exfoliated.  The  membranes  closing 
the  fenestra  ovalis  and  fenestra  rotunda  may  in  this  way  become 
destroyed,  with  subsequent  diffusion  of  pus  into  the  labyrinth,  etc. 
Finally,  since  the  mucous  membrane  plays  also  here  the  part  of  the 
periosteum,  the  auditory  ossicles  and  portions  of  the  temporal  bone  may, 
after  its  destruction,  become  subject  to  carious  and  necrotic  processes. 
Further  reference  to  these  and  other  consequences  will  be  made  when 
the  different  varieties  of  the  disease  are  discussed. 

The  inflammatory  processes  which  have  just  been  described  are 
enacted  chiefly  by  the  blood-vessels,  and  have  for  their  result  a  more 
or  less  copious  exudation.  The  mucous  membrane  of  the  middle  ear  is, 
however,  the  seat  of  other  inflammatory  changes,  in  which  either  no 
exudation  occurs  at  all,  or  it  is  so  slight  that  no  particular  infiltration 
of  the  tissue,  or  effusion  on  its  surface,  is  perceptible.  The  vascular 
phenomena  are  restricted  to  increased  redness  and  swelling  of  the  mucous 
membrane,  while  the  characteristic  event  is  an  inflammatory  new  formation 
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of  connective-tissue  elements  resulting  in  a  general  hyperplasia.  There  can 
be  no  doubt  that  the  endothelial  cells  of  the  blood-vessels,  as  well 
as  the  cells  of  the  mucous  membrane,  take  an  active  part  in  this  new 
fibro-plastic  formation.  Such  processes  always  go  on  very  slowly,  and 
the  newly  formed  cell-elements  undergo  further  development,  in  contra- 
distinction to  the  new  tissue-formation  associated  with  the  exclusive  forms 
of  inflammatory  disturbance,  in  which  the  granulations,  as  a  rule,  undergo 
constant  disintegration. 

The  newly  formed  tissue-elements  bring  about  mainly  a  permanent 
thickening  of  the  mucous  membrane  (hypertrophy,  sclerosis).  Their 
lines  of  development  are  for  the  most  part  those  of  the  normal  struc- 
tures, and  they  ultimately  become  intimately  interwoven  with  these.  In 
many  instances,  however,  this  is  not  altogether  the  case,  but  the  inflam- 
matory new  formation  extends  beyond  the  normal  planes  of  development, 
and  appears  in  the  shape  of  filaments,  membranes,  and  even  larger  or 
smaller  outgrowths.  In  this  way  the  so-called  false-bands,  pseudo- 
membranes,  and  certain  polypi,  which  may  be  of  much  pathological 
importance,  come  to  be  formed. 

As  results  of  the  new  tissue-formation,  there  may  occur  thickening 
of  the  membrana  tympani,  excessive  rigidity  of  the  articulations  of  the 
auditory  ossicles,  stenosis  and  occlusion  of  the  Eustachian  tube,  more 
or  less  thickening  of  the  membranes  filling  up  the  fenestra  ovalis  and 
fenestra  rotunda,  narrowing  and  obliteration  of  the  antrum  mastoideum 
and  mastoid  cells,  irregular  adhesion  of  the  drum-membrane  with  the 
inner  wall  of  the  tympanic  cavity  (synechia)  and  with  the  auditory 
ossicles,  as  well  as  irregular  union  of  the  latter  with  each  other,  etc. 

It  should  here  be  mentioned  that  in  this  form  of  middle-ear  in- 
flammation the  new  development  of  tissue  is  not  always  limited  to  the 
mucous  membrane  of  the  middle  ear,  but  that,  especially  in  very  chronic 
cases,  the  neighbouring  structures  likewise  become  involved.  We  thus 
frequently  see  hyperplasia  and  sclerosis  of  the  auditory  ossicles,  and 
even  of  certain  parts  of  the  adjacent  region  of  the  temporal  bone,  more 
particularly  where  the  mucous  membrane  acts  as  its  periosteum.  The 
author  desires  also  to  draw  attention  to  the  fact  that,  with  all  forms  of 
inflammation  of  the  middle  ear,  the  surrounding  structures,  especially 
those  of  the  labyrinth,  may  become  more  or  less  implicated. 

Further  details  of  these  changes,  and  of  the  sequelae  of  the  in- 
flammatory process,  will  be  given  with  the  special  description  of  these 
ulVn-tions. 

In  the  middle  ear,  as  in  other  regions,  the  course  and  termination 
nl'  HU  inflammation  is  influenced  in  the  largest  degree  by  the  character 
ol  thf  inflammatory  products.  It  is  therefore  convenient  to  classify 
inflammatory  affections  of  the  middle  ear  upon  this  basis. 
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We  thus  distinguish  : — 

1 .  Exudative  Inflammations  of  the  Middle  Ear. 

2.  Plastic  Inflammations  of  the  Middle  Ear, 

In  the  former,  the  exudation-element  is  predominant ;  in  the  latter, 
the  inflammatory  new  formation. 

The  exudative  inflammations  may  be  divided  in  accordance  with  the 
character  of  the  secretion  into  : — 

A.  Catarrhal  (exudation  serous,  or  sero-mucous). 

B.  Purulent  (exudation  purulent,  or  sanguineo-purulentj. 

C.  Croupous  (croupous  exudation  on  the  surface  of  the  mucous 
membrane). 

D.  Diphtheritic  (croupous  exudation  with  interstitial  infiltration  of 
the  structure). 

In  cases  where  the  exudation  is  of  a  mixed  nature,  the  character 
of  the  case  will  correspond  with  that  constituent  of  the  exudation  which 
involves  the  most  important  clinical  symptoms^ 

As  will  be  seen  later,  this  classification  is  completely  justified  from 
a  clinical  standpoint,  and  it  seems  to  the  author  best  fitted  to  meet 
practical  requirements. 

I.    Exudative  Inflammations  of  the  Middle  Ear. 

A.  Catarrhal  Inflammation  (Otitis  media  catarrhalis). 

Etiology. — Catarrh  of  the  middle  ear  arises  either  primarily,  or,  as  is 
more  frequently  the  case,  spreads  by  contiguity  from  a  similar  or  some  other 
affection  of  the  neighbouring  region.  It  occurs  almost  always  on  both 
sides,  either  simultaneously  or  at  a  short  interval.  In  the  latter  case,  the 
left  ear  is  usually  the  first  affected,  and  suffers  more  severely.  When  the 
malady  is  unilateral,  it  is  again  usually  on  the  left  side — a  fact  possibly 
connected  with  the  arrangement  of  the  blood-vessels. 

Primary  catarrh  here,  as  in  other  parts,  is  dependent  apparently  on 
meteorological  and  telluric  conditions  which  are  not  fully  understood.  It 
makes  its  appearance  at  all  seasons  of  the  year,  in  all  conditions  of  the 
weather,  and  in  persons  of  every  age  and  constitution  ;  but  occurs  with 
much  greater  frequency  in  children  than  in  adults.  According  to 
Von  TrOltschf  this  is  due  to  the  much  slighter  development  of  the  lips 
of  the  pharyngeal  orifice  of  the  Eustachian  tube  in  children,  and  also 
to  the  relatively  greater  structural  predominance  of  their  pharyngeal 
mucous  membrane.  Knapp  refers  the  cause  to  the  feeble  resisting 
power  of  the  organism,  and  to  the  frequency  of  the  acute  exanthemata 
in  children.  The  author  is  unable  to  corroborate  Von  Tr6ltscKs  belief 
as  to  the  inordinate  frequency  of  the  affection  likewise  in  old  people. 


Some  statistical  data  published  by  Kuischarianz^  on  results  of  post-raortein 
examination  in  three  hundred  cases  in  infants  are  interesting^.  The  morbid  changes 
in  the  middle  ear  were  of  two  kinds.  In  one  class  there  was  abnormality  in  respect 
of  the  contents  of  the  tympanic  cavity  (increased  quantity  of  secretion  containing 
epithelium  and  detritus),  while  the  lining'  membrane  was  healthy,  or  nearly  so. 
This  condition  was  found  in  thirty  cases,  of  ages  ranging  from  three  days  to  seven 
months. 

In  the  other  set  of  cases,  numbering  more  than  two  hundred,  the  mucous 
membrane  also  exhibited  changes  in  addition  to  those  noted  in  the  contents  of  the 
cavity.  About  twenty  cases",  of  ages  from  eleven  days  to  four  months,  showed 
signs  of  slight  catarrh  of  the  mucous  membrane.  In  one  hundred  and  fifty,  varying 
from  six  days  to  four  months,  there  was  purulent  inflammation  with  ulceration  of 
the  mucous  membrane,  and  even  of  the  osseous  structures.  The  morbid  changes 
were  found  most  often  associated  with  affections  of  the  respiratory  and  digestive 
organs;    next  in  order,  with  diseases  of  the  brain  and  its  membranes. 

Catarrh  of  the  middle  ear  is  most  frequently  developed  by  contiguity 
from  the  naso-pharyngeal  space  affected  either  in  the  same  way  or  with 
some  other  disorder. 

Certain  diatheses  which  predispose  to  affections  of  the  mucous 
membrane  generally— as  struma,  tubercle,  syphilis — are  also  favourable 
to  the  establishment  of  middle-ear  catarrh.  It  may  likewise  become  de- 
veloped in  the  course  of  certain  acute  maladies,  with  which  inflammatory 
affections  of  the  naso-pharyngeal  mucous  membrane  are  often  associated. 
Such  are  the  acute  exanthemata  (measles,  scarlet  fever,  smalt-pox) ; 
typhus  fever,  many  forms  of  pneumonia,  puerperal  fever,  and  acute 
inflammations  of  the  buccal  mucous  membrane.  When,  however,  the  ' 
middle  ear  is  attacked  in  the  course  of  these  diseases,  the  inflammation 
IS  more  often  of  a  purulent  than  of  a  catarrhal  character. 

[In  influenza,  disease  of  the  ear — generally  some  form  of  otitis  media— 1>,  a?*  tne 
experience  of  the  last  two  pandemics  has  taught  us,  a  not  infrequent  complication. 
The  auditor)'  apparatus  probably  becomes  involved  as  the  result  of  the  migration 
of  micro-organisms  from  the  naso-pharynx  into  the  tympanum,  Grubcr,^  however, 
is  of  opinion  that  the  intlammatory  process  in  the  ear  was  in  some  cases  inde- 
pendent of  any  microbic  invasion  from  the  post-nasal  space.  The  ear  disease  was 
seldom  a  primary  lesion  of  a  previously  normal  organ  ;  as  a  rule,  it  occurred  as  an 
exacerbation  of  a  pre-existing— though  possibly  long  quiescent — affection  of  the 
middle  ear.  In  some  instances,  the  inflammation  was  limited  to  the  Eustachian 
tube,  but  more  frequently  it  extended  to  the  tympanic  cavity,  the  process  being  of  a 
severe  catarrhal  or  suppurative  character*  Perforation  of  the  drum-merabrane 
usually  occurred  early,  and  an  abscess  sometimes  formed  in  the  mastoid  process. 
According  to  Poittzer,^  the  abscess  was,  in  nearly  every  instance,  situated  immc* 
diately  beneath  the  cortical  layer  of  the  mastoid,  and  was  of  more  common  occur- 
rence when  that  process  was  made  up  of  pneumatic  cellular  spaces,  rather  iluin  of 
diploc-like  substance. 


'  "Ucbcr  die  EntzUndung  dcs  Mittclohres  bei  Ncugeborcncn  und  Siittglingcn,^*    Ariiiiv 
far  Ohrcnhcilkundc.  x,  Bd„  S.  iiy. 

*  Allgcmcin.  Wicn,  mcd.  Zcitung,  1S90,  No.  10* 

*  "Die  Eroifnung:dts  Warzenfortsatzcs  bci acuten  Hlttdohrentidndun^eniuicliltidueaca.'' 
Separjit-Abdruck,  Wicn,  iSga. 
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The  affection  was^  in  the  majority  of  cases,  characterised  by  special  features, 
differentiating  it  from  ordinary'  middle'ear  inflammation.  The  onset  was  sudden* 
the  s^inptoms  being  excessivel)^  acute  from  the  beginning ;  the  patients  complained 
of  intense  radiating  pain  of  neuralgic  character ;  the  structures  involved  were  the 
seat  of  extreme  hj^jeriemia,  sero-sanguinolent  effusion  into  the  tympanum^  or 
extravasations  of  variable  size  into  the  drum -head  often  taking  place  ver>'  rapidly, 
accompanied  occasionally  by  hxmorrhagt^  into  the  external  auditor)'  canaL  There 
was  marked  tendency  to  implication  of  the  mastoid  process.  In  spite  of  the 
severity  of  the  symptoms,  and  the  threatening  nature  of  the  complications,  the 
majority  of  cases  terminated  favourably*  The  intensity  of  the  pain  was  a  marked 
feature  in  ear  disease  of  influenzal  origin  ;  the  patients  were  often  unable  to 
sleep  for  several  nights  in  succession,  owing  to  agonising  pain  shooting  through 
the  head,  and  sometimes  towards  the  shoulder.  Severe  haemorrhage  from  the 
ear  as  the  result  of  the  intense  hyper:^»mia  of  the  drum-membrane  and  the  lining* 
membrane  of  the  tympanic  membrane  was  reported  by  some  observers,  and  some 
consider  this  hx*morrhage  a  characteristic  symptom  of  the  tympanitis  of  influenza. 
Urbantschitsch^  in  a  large  series  of  ear  affections  secondar>'  to  influenza,  found 
thai  tenderness  over  the  mastoid  process  was  almost  invariably  present.  This 
symptom,  however,  was  transient,  and  in  only  one  case  was  direct  treatment  of 
the  affected  region  necessar\\  In  two  cases^  deafness  persisted  for  some  time 
after  the  inflammation  had  subsided.  Otitis  externa  was,  in  his  experience,  a 
much  more  disagreeable  complication,  owing^  to  the  intensity  of  the  pain  which  it 
caused. 

Jonquicrc  of  Berne,  in  a  series  of  forty-one  cases  of  ear  disease  of  influenzal 
origin,  found  that  in  most  of  them  acute  catarrhal  otitis  media  was  present ;  about 
a  third  of  the  patients  suffered  from  acute  suppurative  inflammation  of  the  middle 
ear,  while  the  remainder  had  acute  catarrh  of  the  Eustachian  tube  alone.  In  all 
the  cases » the  onset  was  absolutely  sudden.  With  extraordinary  rapidity  the  tym- 
panic membrane  was  covered  with  large  exudative  swellings  and  vesicles  containing 
clear  sero -mucoid  fluid,  which  later  on  often  became  purulent.  In  seven  cases,  this 
acute  catarrh  spread  to  the  mastoid  cells,  and  the  same  tendency  was  manifest 
where  acute  suppuration  of  the  middle  ear  was  present.  All  the  patients  recovered, 
though  even  in  the  mildest  cases  the  hearing  was  recovered  much  more  slowly  than 
is  the  rule  in  ordinar}^  affections  of  the  ear.  Gradenigo  of  Turin  has  recently 
recorded  a  case  of  what  he  believes  to  have  been  bilateral  neuritis  of  the  auditory 
nerve  occurring  in  the  course  of  an  attack  of  influenza.'  Affection  of  the  hearing 
commenced  about  a  month  after  an  attack  of  influenza,  in  January  1892,  with 
noises  in  both  ears  ;  these  gradually  got  worse,  and  the  hearing  power  on  both  sides 
was  considerably  impaired.  The  patient  was  at  the  date  of  the  report  improving 
under  large  doses  of  the  iodides  of  potassium,  sodium,  and  ammonium  (2  grammes 
of  each  daily),] 

Certain  growths  again  in  the  naso-pharyngeal  cavity^  particularly 
the  so-called  adenoid  vegeiaiions^  and  even  hypertrophied  tonsils,  may 
lead  to  middle-ear  catarrh  from  continued  irritation^  and  perhaps  also 
on  account  of  obstruction  to  the  circulation  of  the  blood  by  pressure 
upon  the  Eustachian  tubes,  or  by  impeding  in  the  same  way  the  outflow^ 
of  the  normal  secrcrion  through  them.  The  injurious  influence  of  these 
growths  may  possibly  also  in  some  measure  be  due  to  their  interference 
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with  the  proper  ventilation  of  the  tympanic  cavity,  by  obstructing  the 
action  of  the  tubal  muscles  of  the  soft  palate.  In  a  similar  manner  no 
doubt  are  to  be  explained  such  catarrhs  as  are  associated  with  long- 
standing atresia  or  extreme  stenosis  of  the  nasal  channels,  or  with  great 
hypertrophy  of  the  posterior  extremities  of  the  turbinated  bodies,  or  again 
with  osseous  occlusion  of  the  choanae,  as  in  a  case  of  Von  SchrOtter's  once 
seen  by  the  author. 

In  the  majority  of  cases,  nevertheless,  a  catarrh  of  the  middle  ear 
may  be  recognised  to  originate  by  extension  from  a  similar  affection  of 
the  naso-pharynx.  Disorders  of  the  muscles  of  the  Eustachian  tubes 
(paralysis,  disorganisation,  defective  development  as  in  cleft  palate)  may 
undoubtedly  tend  to  induce  middle-ear  catarrh  on  this  ground.  The 
affection  is  also  sometimes  a  consequence  of  vaso-motor  derangements 
as  they  occur  in  association  with  diseases  of  the  central  nervous  system. 
This  statement  is  in  accordance  with  the  experimental  results  obtained 
by  Bertholdj  Baratotdx^  and  Kirchnery  who,  after  intra-cranial  division  of 
the  fifth  nerve,  observed  an  inflammatory  condition,  and  under  certain 
circumstances,  suppuration,  in  the  cavity  of  the  tympanum.  Eczema 
affecting  the  lining-membrane  of  the  nostrils  may  likewise  lead  sometimes 
to  catarrh  of  the  naso-pharynx,  and  so  of  the  middle  ear. 

With  regard  to  what  are  now  known  as  adenoid  vegetations  or  post^ 
nasal  growths^  there  is  no  doubt  that  Czermak,  Tiirek,  and  Semcleder  saw 
and  described  these  formations  in  the  upper  region  of  the  pharynx  shortly 
after  the  introduction  of  rhinoscopy.  LOwenberg^  also,  and  Voltotini^  like- 
wise, recognised  their  importance  in  reference  to  ear  affections.  For  a 
more  accurate  knowledge  of  their  nature  we  are,  however,  first  indebted 
to  the  very  concise  accounts  of  Wilhelm  Meyer? 

They  are  found  as  isolated  or  multiple  villous,  cone-shaped,  or  leaf- 
shaped  excrescences  in  the  upper  part  of  the  pharynx,  having  a  broad 
or  pedunculated  attachment,  and  covered  usually  with  ciliated  epithelium. 
They  are  of  a  soft  consistence,  and  sometimes  so  large  and  abundant  as 
completely  to  fill  the  upper  part  of  the  pharynx,  partially  or  entirely  block 
up  the  choanae,  close  the  Eustachian  tubes,  and  push  forwards  the  soft 
palate.  In  their  structure  they  resemble  the  "adenoid  tissue "  described 
by  His,  for  which  reason  Meyer  named  them  adenoid  vegetations.  Accord- 
ing to  Lowenbergy^  they  consist  of  a  network  of  fine  fibrillae,  in  the  meshes 
of  which  are  found  numerous  lymph-corpuscles.     They  are  rich  in  blood- 


'  "  Vcrwcrthung  dcr  Rhinoscopie  iind  der  Nasendouche  fur  Erkennung  und  Behandlung 
dcr  Krankheiten  des  Ohres  und  des  Nasenrachenraumes."'  Archiv  fQr  OhrenheUkunde, 
ii.  Bd. 

^  "Die  Anwendung  der  Galvanocaustik  im  Inncrn  des  Kchlkopfes  und  Schlundkopfes 
nebst  eincr  Anleitung  zur  Lar>'ngoscopie  und  Rhinoscopie.'     Wien,  1867. 

^  Archiv  fflr  Ohrenheilkunde,  vii.  und  viii.  Bd. 

*  "Lcs  tumeurs  adenoides  du  pharynx  nasal."     Gaz.  des  H6p.,  1878. 
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vessels  ;  those  situated  on  the  lateral  walls  of  the  pharynx  containing  less 
adenoid  tissue. 

Neither  climate  nor  occupation  appears  to  influence  their  development. 
They  are,  however,  more  frequent  in  children  than  in  adults.  Killian^ 
reports  that  amongst  712  patients  in  Hartmann's  hospital  practice,  adenoid 
vegetations  were  present  in  135  ;  and  of  this  number  lOi — />.,  more  than 
74  per  cent.— suffered  from  ear  disorders.  The  growths  came  under 
observation  chiefly  between  the  ages  of  six  and  ten  years  (sixty  cases). 
They  are  said  to  occur  frequently  in  connection  with  cleft  palate,  and  by 
many  authors  their  production  is  said  to  be  favoured  by  scrofula  and 
hereditary  predisposition. 

If  they  be  large  and  numerous,  they  often  produce  a  peculiar  effect 
on  the  look  of  the  patient.  By  the  more  or  less  complete  closure  of  the 
posterior  nares,  respiration  through  the  nose  is  interfered  with  ;  in  con- 
sequence of  which  the  patient  cannot  long  keep  his  mouth  shut,  and  so  is 
nearly  always  seen  with  it  open.  The  breathing  also  is  somewhat  forced 
and  noisy,  and  the  nose  usually  becomes  compressed  in  the  cartilaginous 
part,  from  the  approximation  of  the  alae  nasi  in  forced  inspiration.  The 
speech  also  becomes  altered  on  account  of  the  obstruction  of  the  posterior 
nares,  when  this  is  present.  In  the  same  way,  too,  as  hypertrophied 
tonsils  and  other  neoplasms  may  by  their  excessive  size  so  stretch  the  soft 
palate  as  to  impede  the  function  of  its  muscles,  and  thus  lead  to  their  more 
or  less  marked  paresis  and  fatty  degeneration,  so  likewise  the  presence  of 
abundant  adenoid  growths  may  bring  about  similar  consequences  {Stork  *). 
Nevertheless  the  contrary  has  been  often  observed  by  the  author  :  the 
palate  had  become  remarkably  increased  in  thickness  from  hypertrophy 
of  the  muscles,  brought  on  by  their  immoderate  action,  which  was 
necessitated  by  the  presence  of  the  post-nasal  growths. 

The  mucous  membrane  of  the  soft  palate  is  often  observed  to  be 
(Edematous,  and  the  aural  disturbances  probably  depend  in  many  cases 
upon  a  like  condition  of  the  mucous  membrane  of  the  middle  ear. 

The  diagnosis  of  adenoid  growths  is  usually  very  easy.  On  simply 
looking  into  the  throat,  they  can  sometimes  be  seen  behind  the  soft  palate, 
which  may  be  pushed  forward  by  them.  They  may  be  recognised  with 
most  certainty  by  rhinoscopy,  and  occasionally  even  by  anterior  inspection. 
If  rhinoscopy  be  impracticable,  then  simple  digital  examination  will  furnish 
evidence  of  their  presence.  Killian  employs  a  5  per  cent,  solution  of  cocain, 
or  a  20  per  cent,  solution  of  menthol  in  olive  oil  for  reducing  the  intum- 
escence of  the  turbinated  bodies  which  so  frequently  prevents  inspection  by 
anterior  rhinoscopy  [v.  p.  378]. 


'  '*  Einiges  Qber  adenoide  Vegetationen  und  die  Operationen  mit  der  Hartmann*schen 
Curette.'*     Separatabdruck  aus  der  Deutschen  medicinischen  Wochenschrift,  1887. 

*  SitzuDgsbericht  der  Versammlung  deutscher  Naturforscher  und  Aerzte  in  Graz,  1875. 
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DISEASES   OF  THE  EAR. 


WiescNcr^  directs  attention  to  the  occurrence  of  inflamraation  of  adenoid 
gro\\ths,  and  expresses  the  opinion  that  in  such  cases  strumous  enlarjjement  of  the 
neighbouring  Jyrophatic  glands  may  result.  As  inflammatory  conditions  adequate 
to  produce  this,  he  names  acute  and  chronic  catarrh,  and  parenchymatous  in- 
flammation, the  latter  accompanied  sometimes  by  copious  mucous  secretion,  high 
fever,  swelling  of  the  cervical  glands,  increase  in  size  of  the  vegetations,  and 
occasionally  with  abscess  formation  (retro- pharyngeal  abscess)* 

The  author  had  under  his  observation  for  more  than  two  years  a  patient  aged 
twenty,  affected  with  chronic  middle- ear  catarrh  on  both  sides,  and  numerous 
post-nasal  .growths.  He  also  suflFered  from  pulmonarj'  tuberculosis,  which  later 
terminated  fatally.  Some  weeks  before  death,  tuberculosis  of  the  pharj^nx  developed 
itself.  Innumerable  tubercles  appeared  in  the  pharyngeal  mucous  membrane,  a»  I 
well  as  on  the  tonsils  and  on  the  recurring  growths.  The  tubercles  degenerated 
rapidly,  resulting  in  very  painful  ulcerations^  which  could"  only  be  relieved  tempo* 
rarily  by  brushing  them  over  with  tincture  of  opium.  Later,  the  larjnx  also  became 
ulcerated,  and  the  patient  finally  sank  with  symptoms  of  pyo-pneumothorax^ 

With  regard  to  hypertrophy  of  the  tonsils,  it  ought  lo  be  remembered,  as 
Billroth  has  remarked,  that  the  condition  may  be  caused  by  acute  or  chronic 
inflammation  of  neighbouring  structures.  In  severe  infiammatory  affections  of  the 
middle  ear,  the  tonsils  not  uncommonly  become  temporarily  sw*ollan,  and  smaller 
again  with  abatement  of  the  otitis^a  fact  which  should  be  borne  in  mind  in  reference 
to  the  question  of  tonsillotomy. 


Taking  cold  is  reputed  the  most  common  exciting  cause  of  middle-ear 
catarrh,  particularly  getting  the  feet  cold  and  wet.  It  may  also  probably 
be  brought  on  by  other  external  irritating  influences.  Drinkers,  snuflT- 
takers,  and  persons  who  live  much  in  smoky,  dusty  places,  or  in  an  j 
atmosphere'  impregnated  with  pungent  or  highly  aromatic  vapours^ 
frequently  become  affected.  The  presence  of  a  foreign  body  in  the  i 
naso-pharynx  may  occasion  catarrhal  inflammation  in  that  space^  and 
so  by  extension  in  the  middle  ear.  The  author  once  treated  a  patient 
aged  twenty-nine,  in  w^hom  the  middle-ear  catarrh  was  produced  and 
kept  up  by  a  cherry  stone  in  the  nose»  which  had  been  there  since 
childhood,  and  of  the  presence  of  which  she  had  no  knowledge. 

The  afifection  may  be  caused  by  direct  conveyance  of  a  catarrhal 
secretion  to  the  part,  and  it  is  improbable  that  infection  can  occur  in  any 
other  way.  A  special  predisposition  to  the  disorder  exists  in  many 
families.  In  such  cases,  the  individuals  generally  possess  delicate,  easily 
perspiring  skins,  and  they  are  often  accustomed  to  regard  the  deafness 
which  overtakes  them  one  by  one  as  an  hereditary  disease,  when  it  is  really 
due  to  nothing  more  than  persistently  neglected  colds. 

Subjective  symptoms, — Catarrh  of  the  middle  ear  is  generally  un- 
accompanied by  fever,  whether  it  arises  independently  or  in  association 
with  some  other  aflrection,  unless  this  be  itself  febrile.     Usually  also  it  ib 


*  "  Dc  adcnoide  V'cgctationcr  i  cavum  nasopharytigcalc  og  BeUndclses  proccsscr  »f 
dem.*'  Nordiskt  raed.  Arkiv,  xiii.  Bd.— Refcrat  in  dcr  Monatsschnft  ftir  Ohrcuheilkundc, 
xvUi.  Bd. 


INFLAMMATION  OF  THE  MIDDLE  EAR, 


painless*  For  these  reasons  it  comes  about  that  patients  often  suffer  for 
months,  or  even  years,  without  seeking  advice  for  it.  If  the  attack  be 
a  very  severe  one,  some  slight  febrile  disturbance  may  appear  in  easily 
excitable  individuals  ;  but  even  this  is  as  a  rule  present  only  for  some 
hours,  or  at  most  for  one  or  two  days.  If  there  should  be  pain  in  the 
ear — a  rare  occurrence — it  is  darting^  piercing,  and  not  always  limited  to 
the  ear  alone,  but  often  radiates  over  the  same  side  of  the  head.  The  pain, 
which  is  either  constant  or  evanescent,  is  due  to  tension  of  the  structures, 
chielly  of  the  tympanic  membrane,  produced  by  the  great  swelling  or  by 
the  large  quantity  of  secretion  in  the  tympanic  cavity.  That  this  t*^  so,  is 
shown  by  cases  in  which  it  completely  disappears  when  the  contents  of  the 
tympanum  are  evacuated,  to  reappear  only  with  a  fresh  accumulation. 
Children  are  often  in  these  cases  periodically  attacked  with  violent  ear- 
ache, particularly  at  night-time  :  after  a  longer  or  shorter  interval  the  pain 
disappears.  It  depends  upon  the  pressure  of  an  abundant  exudation  upon 
the  drum-membrane,  and  ceases  with  its  evacuation  or  with  change  of 
position. 

It  must  not  be  forgotten  that  in  catarrh  of  the  middle  ear  severe 
neuralgia  is  sometimes  present,  constantly  or  at  intervals,  during  the  entire 
course  of  the  affection.  Frequently  with  a  quite  unimportant  middle-ear 
disorder  violent  pains  are  complained  of  over  the  area  of  distribution  of  the 
fifth  nerve.  In  most  cases,  the  cause  is  found  in  carious  teeth,  or  some 
other  ailment.  The  teeth  should  alw*ays  be  examined  in  such  cases  : 
scarcely  a  case  occurs  in  which  the  cause  of  the  neuralgia  is  not  due  to 
this  or  some  other  coincident  aftection, 

Roosa  *  observed  a  case  of  acute  non-purulent  inflammation  of  the  Eustachian 
tube  and  tympanic  cavity  in  an  aniumic,  h3'sterical  subject,  in  whom  violent  tri- 
geminal Deuralgia  and  facial  paralysis  came  on.  Neither  paracentesis  nor  Wilde's 
incision  gave  relief     Recover)'  took  place^  however,  under  ordinar)'  tonic  treatment* 

Patients  complain  of  a  feeling  of  fulness  and  pressure  in  the  ear  more 
frequently  than  of  pain ;  it  is  a  very  troublesome  symptom,  and  sometimes 
lasts  throughout  the  course  of  the  catarrh.  The  sensation  is  caused  by 
an  unusual  degree  of  swelling  of  the  mucous  membrane,  or  by  impaired 
ventilation  of  the  tympanic  cavity,  or  by  increased  intra-labynnthine 
pressure  due  to  changes  in  the  structures  closing  the  fenestra  ovalis  and 
fenestra  rotunda. 

The  defective  ventilation  of  the  tympanum  is  brought  about  by  narrow- 
ing or  obstruction  of  the  Eustachian  tube.  If  the  obstruction  be  complete, 
or  if  from   some  other  cause  the   air  in   the  tympanic  cavity  cannot  be 


'  "Ein  Fall  von  acutcn  EntzilndiinK  des  mitUercn  Ohres  combitiirt  mil  EntzOridung  der 
NackenmuscuUtur  und  Lahmung  der  Gesichlsn erven  der  Icidcnden  Seite,  Wicdcrgcne- 
sung,"'     Zcitschrift  fQr  Olircnhcilkundc,  ix.  Bd. 


renewed,  ihen  the  air  present  in  it  becomes  absorbed  by  the  blood-vessels, 
and  the  tympanic  membrane  and  the  chain  of  auditory  ossicles  are  then 
forced  inwards  by  the  preponderating  external  atmospheric  pressure.  The 
greater  this  preponderance  of  the  outer  over  the  inner  pressure,  the  more  is 
the  plate  of  the  stapes  pushed  inwards  towards  the  cavity  of  the  vestibule  ; 
and  although  the  labyrinthine  fluid  can  under  the  conditions  prevailing  in 
the  labyrinth  give  w^ay  to  a  certain  extent  without  inducing  any  nervous 
manifestations,  yet  if  the  pressure  be  considerable  certain  morbid  symptoms 
may  be  evoked.  To  the  same  cause  is  likewise  due  the  giddiness  of  which 
not  a  few  patients  complain  at  the  commencement  of  a  middle-ear  catarrh, 
and  still  more  frequently  at  a  later  stage.  A  temporary  or  permanent 
hyperasmia  of  the  brain  and  the  meninges  exercises,  however,  a  large 
inlluence  in  the  development  of  this  symptom ^  which  is  easily  referable  to 
the  numerous  anastomoses  between  the  blood-vessels  of  the  ear  and  of  those 
structures.  The  significance  of  giddiness  in  inflammatory  affections  of  the 
ear  is  in  such  cases  similar  to  that  of  the  same  symptom  in  inflammatory 
conditions  affecting  other  cranial  cavities  :  for  example,  the  frontal  sinuses, 
in  which  it  is  of  common  occurrence* 

The  hearing  capacity  may  be  impaired  to  a  variable  extent.  Many 
cases  go  on  for  months  and  even  years  without  either  the  patient  or  his 
friends  noticing  any  deafness.  In  other  and  certainly  not  rare  instances, 
extreme  deafness  sets  in  very  soon.  Striking  variations  in  the  hearing 
power  moreover  occur,  which  are  explicable  only  by  slight  changes  in  the 
cause  of  the  ear  affection. 

The  diminished  hearing  capacity  in  middle-ear  catarrh  is  due  more 
especially  either  to  derangements  of  the  sound-conducting  apparatus,  or  to 
consecutive  conditions  such  as  those  just  mentioned,  which  are  thereby 
brought  about  in  the  labyrinth.  In  the  former  category,  swelling  of  the 
mucous  membrane  first  demands  notice,  since  to  this  are  attributable  the 
thickening  of  the  drum-membrane,  the  impaired  mobility  of  the  auditory 
ossicles,  the  narrowing  or  occlusion  of  the  Eustachian  tube,  and  the  results 
of  these  changes,  to  which  the  imperfection  in  the  sound-conduction  is  to 
be  ascribed.  The  consequences  of  such  conditions  may  of  course  be  stilt 
further  accentuated  by  the  accumulation  of  inflammatory  products  in 
situations  of  importance  in  regard  to  the  sound-conducting  function. 

The  deafness  is  most  often  caused  by  collection  of  the  secretion  in  the 
Eustachian  tube  or  in  the  tympanic  cavity  itself.  In  the  tube,  it  is  perhaps 
not  so  much  the  presence  of  the  inllammatory  product,  as  the  above- 
mentioned  secondary  changes,  to  which  the  impairment  of  hearing  is  to  be 
attributed  ;  while  as  regards  the  tympanum,  the  deafness  is  to  be  ascribed 
partly  to  the  pressure  of  the  exudation  upon  the  fenestra  ovalis  and  fenestra 
rotunda,  and  partly  to  the  impediment  which  it  offers  to  the  movements  of 
the  auditory  ossicles  and  to  the  oscillations  of  the  tympanic  membrane. 
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It  must  likewise  be  remembered  that  it  is  not  only  the  quantity,  but 
also  the  position  of  the  accumulation  which  influences  the  disturbance  it 
produces.  A  small  amount  of  exudation  on  the  fenestra  ovalis  or  rotunda, 
for  example,  may  cause  much  greater  deafness  than  a  large  quantity  in 
places  physiologically  less  important.  Atmospheric  conditions  also  may 
temporarily  increase  the  deafness  to  a  considerable  degree— ^.^.,  rainy, 
stormy  weather. 

Occasionally  the  sound  of  the  patient's  own  voice  seems  much 
louder  to  him  in  the  affected  ear  (increased  auto-phonia).  If  only  one  ear  be 
implicated,  the  symptom  is  all  the  more  striking  from  the  sound  appearing 
at  the  same  time  weaker  in  the  healthy  ear.  The  increased  resonance  is 
often  described  by  patients  "  as  if  I  were  talking  into  a  pot."  The 
symptom  is  associated  not  only  with  the  voice,  but  also  with  other 
sounds,  even  those  of  respiration ;  and  is  sometimes  so  annoying  that  the 
patient  becomes  very  taciturn  and  out  of  humour.  It  is  usually  connected 
with  considerable  swelling  of  the  mucous  membrane  of  the  Eustachian 
tube  and  of  that  of  the  adjacent  structures.  It  appears  that  waves  of 
sound  are  in  such  cases  the  better  conducted  towards  the  tympanic  cavity 
and  labyrinth,  and  that  the  structures  of  the  tympanum  also  vibrate  more 
strongly  (increased  tympano-phonia). 

In  many  cases  also  the  hearing  is  not  only  impaired,  but  the  sounds 
are  positively  changed,  both  in  speech  and  with  other  auditory  perceptions. 
The  patient  will  often  say  that  his  friends'  voices  seem  to  have  become 
''so  thin,"  "so  high,"  or  "so  shrill";  also  that  certain  sounds  which  he  had 
previously  recognised  correctly  now  appear  different  to  him ;  or  perhaps 
that  he  has  a  false  appreciation  of  the  pitch  of  musical  tones.  Sometimes 
again  the  sound  is  doubled  (diplacusis).  With  catarrhal  patients,  tones 
are  certainly  often  heard  too  high  or  too  low ;  and  as  only  a  small  number 
of  persons  have  sufficient  musical  cultivation  to  recognise  the  fact,  although 
amongst  such  the  symptom  is  very  frequently  noted,  it  is  probably  a 
common  one  in  this  condition  of  the  ear. 

Sometimes  extremely  disagreeable  sensations  are  produced  by  the 
sounds  or  tones  (hyperaesthesia  acustica).  Persons  who  were  previously 
very  fond  of  music  may  become  greatly  irritated  or  excitable  on  hearing 
higher  or  lower  tones,  or  by  music  generally,  even  when  a  favourite 
instrument  is  played.^ 

Subjective  auditory  sensations  in  middle-ear  catarrh  are  caused  by  the 
same  morbid  changes  as   bring  about  the   impairment  of  hearing.     It  is 


'  Josef  Bohtttf  ihe  teacher  of  Joachim,  who  was  under  the  author's  care  for  chronic 
middle-ear  catarrh,  repeatedly  complained,  not  about  the  deafness,  but  that  the  tone  of  the 
violin  was  intolerable  to  him.  Another  patient,  with  considerable  deafness  and  tinnitus, 
sought  advice  chiefly  on  account  of  the  disagreeable  sensation  in  the  aftected  ear  experienced 
when  he  pronounced  the  consonants  nt  and  rt.  In  talking  he  obviously  avoided  the  use  of 
words  in  which  they  occur. 


therefore  easy  to  understand  how  much  they  may  vary  during  the  course 
of  the  same  affection.  Their  rare  occurrence  in  the  case  of  children  is 
very  notable.  Even  with  severe  exudative  inflammations  of  the  middle 
ear,  noises  in  the  ear  are  almost  invariably  absent  with  them  from  first  to 
last.  This  may  possibly  be  due  to  the  greater  resisting  power  in  children 
of  the  structure  closing  the  fenestra  ovalis,  whereby  the  base  of  the  stapes 
is  not  pushed  so  far  inwards,  and  the  intra-labyrinthine  pressure  con- 
sequently is  less  easily  increased. 

SoughP  in  a  case  of  dvy  catarrh  of  the  middle  ear  in  v:hich  the  dnim*membranc 
was  only  movable  in  its  central  portion  on  Valsalvan  inflation  or  the  use  of  Siegle's 
speculum,  obser\'ed  the  curious  symptom  that  the  tuning-fork  which  was  heard  at 
a  distance  of  25  cm.  was  not  audible  at  15  cm,,  though  it  was  again  perceptible 
at  10  cm.  Repeated  examination  was  always  attended  with  the  same  resuh- 
Baratoux^  noted  a  similar  case.  There  was  bilateral  subacute  middle-ear 
catarrh,  with  cicatricial  retraction  of  the  right  membrana  lympani  in  fnont  of  the 
bright  spot.  On  the  left,  the  greatest  hearing  distance  for  the  watch  was  ig  cm  ; 
on  the  right,  20  cm,\  between  16  and  13  cm.  it  could  not  be  heard,  while  from 
13  cm,  up  to  contact  it  was  again  audible.  Keller  likewise  saw  a  similar  case  in 
a  left* sided  catarrh  without  exudation  into  the  tympanum,  in  which  a  portion  of 
the  tympanic  membrane  in  front  of  the  bright  spot  was  atrophic^  and  ver>'  mobile 
during  respiration  and  phonation.  The  greatest  hearing  distance  was  9  cm  ^r 
5  cm.  the  watch  ceased  to  be  heard,  and  continued  so  up  to  i  cm,  from  the  eat 

All  the  above-described  subjective  symptoms  may  vary  in  intensity 
during  the  course  of  the  aflfection :  they  may  completely  disappear  and 
again  return.  Occasionally  symptoms  referable  to  the  chorda  t%^mpani 
may  be  observed.  Such  are  increased  secretion  of  saliva  and  perversions 
of  taste  \  the  latter  sometimes  of  such  a  kind  as  not  to  be  explicable  by 
changes  affecting  the  chorda  tympani  alone,  but  implying  the  co-operation 
of  other  ner\^es.  Blau^  also  observed  altered  sensory  perception  in  the 
tongue.  According  to  Urbanischitsch  and  others,  modifications  of  sensi- 
bility also  occur  in  the  region  supplied  by  the  trigeminus, 

Guerder*  saw  a  case  of  middle-ear  catarrii.  in  the  course  of  which  occurred 
pains  radiating  towards  the  submaxillar)^  glands,  followed  soon  by  a  herpetic 
eruption  over  them,  and  accompanied  by  copious  salivation.  Both  the  eruption 
and  the  deafness  quickly  disappeared  upon  inflation  with  the  air-ball.  Gucrder 
explains  the  symptom  from  irritation  of  the  chorda  tympant. 

The  objective  changes  in  catarrh  of  the  middle  ear  are  to  be  ascertained 
by  inspection,  by  auscultation,  and  by  tactile  examination. 


•  "  Oiitc  moyennc  cmtarrhale  s^hc  bilatimle :  scotome  auditif  a  cauchc."     Ann,  dc%  mal. 
de  rorciUc,  1SS6. 

*  Kcvue  mccii.  dc  larjng,,  etc.,  1S&4. 

•  ♦•Millhcilungcii  aus  dcm  Gebiete  der  Erkrankungen  det  iusiec^ii  und  mitilcnrti  Ohm. 
Arcbiv  fiVr  Ohrcnhcilkunde,  xix.  Bd. 

*  AnmUcs  dcs  mal.  dc  ronciUc,  clc. 


(a)  Sy^ftptoms  recognisable  by  the  Eyi\ 

It  has  been  previously  stated  that  catarrh  of  the  middle  ear  is 
associated  very  often  indeed  with  a  catarrh  or  other  affection  of  the  naso- 
pharyngeal mucous  membrane.  In  accordance  with  this,  corresponding 
changes  are  found  in  a  great  many  patients.  In  all  cases  therefore  it  is 
necessary  to  make  an  accurate  examination  of  the  region  of  the  naso- 
pharynx, employing  rhinoscopy  when  necessary,  inasmuch  as  the  origin 
of  the  middle-ear  inflammation  is  frequently  found  in  the  upper  part  of 
the  pharynx  (post-nasal  space),  and  would  not  be  discoverable  on  simple 
inspection  of  the  throat. 

Changes  are  often  observed  likewise  in  the  neighbourhood  of  the  ear, 
such  as  infiltrated  glands,  particularly  if  the  affection  be  not  localised  in 
the  aural  mucous  membrane. 

The  appearances  which  present  themselves  in  the  external  auditory 
canal  and  drum-membrane  are  very  various.  Even  with  a  high  degree  of 
catarrhal  inflammation  the  canal  may  be  quite  normal ;  the  skin  of  the 
osseous  portion,  however,  is  often  hyperaemic,  especially  in  plethoric 
individuals,  and  the  cerumen  is  also  apt  to  be  excessive  in  amount. 

The  appearances  presented  by  the  t}^! panic  membrane  vary  in 
accordance  with  the  extent  to  which  it  is  implicated  in  the  middle-ear 
aftection,  and  also  in  accordance  with  the  manner  in  which  the}'  may  be 
altered  by  objective  changes  in  the  other  structures  of  the  tympanum.  It 
exhibits  usually  alterations  in  its  colour  and  position.  If  the  swelling  and 
hyperaemia  of  the  mucous  membrane  lining  the  tympanum  and  Eustachian 
tube  be  considerable,  the  appearance  resembles  that  represented  in  Figs,  r 
and  2,  Plate  11.  It  has  a  reddish,  violet,  or  copper-coloured  tint  borrowed 
from  the  inner  wall  of  the  tympanum,  towards  which  it  is  depressed  ;  and 
the  folds  which  pass  from  the  short  process  forwards  and  backwards  are 
the  more  distinct  the  nearer  the  central  portion  of  the  membrane  is  to  the 
tympanic  wall.  On  the  folds,  an  irregular  light-reflex  is  often  seen,  and 
frequently  also  in  the  neighbourhood  of  the  short  process,  where  it  looks 
not  uncommonly  like  the  retlection  from  a  small  vesicle,  and  is  believed  by 
the  author  really  to  depend  upon  a  collection  of  the  intercellular  fluid 
between  the  cartilaginous  tissue  and  the  upper  end  of  the  handle  of  the 
malleus  (Fig.  12,  Plate  II.).  Sometimes  the  posterior  fold  becomes  so 
prominent  as  to  curve  dow^n  from  the  short  process  to  below  the  lower 
end  of  the  handle  of  the  malleus ;  while  in  many  cases,  instead  of  the  two 
normal  folds,  three  or  even  four  are  observed  radiating  upwards  from  the 
short  process.  Sometimes,  as  described  by  Biftg^  they  pass  backwards 
from  a  point  on  the  handle  of  the  malleus  in  a  direction  more  or  less 
parallel  with  the  normal  posterior  fold.  Similar  folds  have  likewise  been 
seen  by  the  author  on  the  anterior  portion  of  the  drum-membrane,  and 


others  on  the  anterior  and  posterior  segments,  which  joined  so  as  to  form 
a  curv^ed  band  in  the  central  part  of  the  membrane  under  the  handle  of 
the  malleus. 

The  colour  of  the  membrane  is  different  in  different  places  :  these 
do  not  all  lie  in  the  same  plane,  and  cannot  all  be  uniformly  illuminated  ; 
their  tint  therefore  varies  for  this  reason,  as  well  as  on  account  of  the 
colour  of  the  neighbouring  structures. 

The  handle  of  the  malleus  of  course  accompanies  the  membrane  in  its 
movements  up  to  a  certain  extent.  It  is  not^  however,  pushed  directly 
inwards,  its  lower  end  moving  farther  forwards,  or,  as  much  more  often 
happens,  farther  backwards.  In  the  former  case,  it  points  either  directly 
downwards,  or  even  forwards  and  inwards  (Fig.  S,  Plate  IL)  ;  while  in  the 
latter  case,  its  direction  may  be  almost  horizontally  backwards  (Fig.  i6, 
Plate  II.).  If  the  malleus  be  pushed  inwards,  it  appears  foreshortened; 
and  this  may  be  so  considerable  that  it  may  be  difficult  to  see  anything  of 
it  except  the  short  process. 

The  direction  taken  by  the  handle  of  the  malleus  in  its  movement  with  the 
dTum-membrane  appears  to  be  the  resultant  of  different  forces  acting  upan  it. 
Among  these  may  be  enumerated  individual  anatomical  peculiarities  of  the  external 
auditory  canal  and  of  the  tympanic  cavity,  the  condition  of  the  t^inpanic  membraoc. 
its  greater  or  less  degree  of  tiaccidity,  the  connections  of  the  hammer*  and  the  state 
of  the  tensor  tympani  muscle.  Thus,  with  the  drum -membrane  represented  in 
Fig.  5,  Plate  IL,  large  bony  elevations  were  present  on  the  posterior  and  superior 
wall  of  the  auditory  canal.  In  the  case  represented  in  Fig.  3,  Plate  IL,  the  pro- 
montory was  so  much  developed  that  the  lower  extremity  of  the  handle  of  the 
malleus  was  very  soon  brought  into  contact  with  it. 

If  the  colour  of  the  mtmbrane  contrasts  conspicuously  with  that  of 
the  malleus,  the  latter  appears  more  distinct,  and  its  handle  broader  and 
apparently  thickened^  especially  so  if  in  its  movement  inwards  it  has  turned 
round  somewhat  on  its  long  axis  (Fig.  \,  Plate  IL), 

When  the  membrane  is  depressed,  its  posterior  superior  segment  soon 
comes  into  proximity,  or  even  into  contact,  with  the  descending  process  of 
the  incus,  which  then  becomes  visible ;  sometimes  even  with  a  part  of  the 
stapes  also,  as  a  yeihtdsh-ivhilc  streak  running  almost  paralkt  with  the 
handle  of  the  malleus^  but  not  reaching  so  far  down  (Fig,  2^  Plate  II.). 

With  the  alteration  in  the  state  and  position  of  the  membrane,  the 
light-spot  likewise  changes  its  place  and  shape.  It  may  not  reach  so  far 
as  the  end  of  the  handle  of  the  malleus  (Fig.  I,  Plate  11.);  it  may  be 
broader  than  usual  (Fig.  6,  Plate  IL),  or  punctiform  (Fig;  15,  Plate  IL|,  or 
linear  and  broken  (Figs.  12,  20,  34,  Plate  ILj,  or  streaked  ( Fig.  6,  Plate  IL). 
Sometimes  the  light-spot  is  quite  absent  (Figs.  2,  3,  4,  Plate  11.),  while  in 
others  again  numerous  rellexes  of  various  shapes  may  be  observed. 

The  extent  of  movement  of  the    membrane  inwards  may  be  very 


considerable,  and  it  may  thus  come  into  contact  with  various  structures  on 
the  inner  wall  of  the  tympanum*  It  usually  first  meets  the  most  posterior 
part  of  the  promontory  and  the  descending  process  of  the  incus ;  while, 
if  stil!  further  depressed,  it  reaches  round  the  process  of  the  incus,  as  well 
as  the  region  of  the  fenestra  rotunda,  and  also  above,  in  front  of,  and  below 
the  promontory. 

From  what  has  been  stated,  it  will  at  once  be  seen  that  very  different 
appearances  may  be  presented  under  similar  conditions :  that  the  planes 
of  the  different  sections  of  the  membrane,  and  therewith  the  light-reflex 
may  change  considerably  ;  and  that  a  complete  description  of  all  the 
possible  appearances  would  be  almost  endless. 

The  movements  of  the  malleus  will  naturally  also  have  an  inlTuence 
upon  the  form  and  the  relations  of  the  different  sections  of  the  drum- 
membrane  to  each  other.  Certain  areas  may  thus  appear  to  be  increased 
or  diminished  in  size.  If,  for  example,  the  malleus  should  move  con* 
siderably  backw^ards  and  inwards^  then  the  posterior  region  of  the 
membrane  usually  becomes  folded  and  apparently  smaller  ;  while  the 
anterior  segment  is  strongly  stretched,  and  so  apparently  larger. 

The  appearance  of  the  membrane  also  varies  greatly  according  as  the 
exudation  takes  place  merely  into  the  Eustachian  tube,  or  into  the  spaces 
of  the  middle  ear  ;  and  in  the  latter  case  according  to  its  quantity,  nature, 
and  situation.  If  found  only  in  the  tube,  and  if  this  be  blocked  up  by  it, 
the  membrane  may  present  the  appearance  depicted  in  Figs.  I  and  2, 
Plate  II. :  in  such  cases  the  mucous  membrane  of  the  tympanum  is 
usually  very  hyperaemic,  and  any  serous  exudation  present  is  collected 
nearly  wholly  on  the  floor  of  the  cavity,  and  is  invisible  from  the  auditory 
canal.  In  other  such  cases  the  mucous  membrane  of  the  middle  ear  is 
not  materiaily  affected,  and  the  membrana  tympani,  even  if  considerably 
depressed,  still  retains  its  grey  colour,  and  at  the  most  becomes  lustreless, 
with  a  bright  spot  altered  in  shape  and  position.  Fig.  6,  Folate  I L,  re- 
presents such  a  condition  in  a  case  of  severe  catarrh  of  the  tubes,  with 
accumulation  of  the  inllammatory  products  in  them. 

With  copious  exudation  into  the  cavity  of  the  tympanum,  the  mem- 
brane is  bulged  out,  either  in  part  or  as  a  whole,  towards  the  auditor}^ 
canal.  The  more  yielding  portions  are  naturally  pushed  farther  out  than 
the  others  :  thus  the  membrane  appears  sometimes  more  convex  around 
the  malleus,  while  this  itself  lies  in  a  furrow  corresponding  to  its  direction. 
Sometimes  the  anterior  and  posterior  segments  project  over  the  malleus 
to  such  an  extent  that  it  is  more  or  less  concealed,  being  indicated  merely 
by  a  furrow.  The  colour  of  the  drum-membrane  varies  according  to  its 
own  particular  condition,  and  according  to  the  colour  of  the  exudation. 
Thus  it  looks  occasionally  dirty  grey,  or  yellowish,  with  radiating  and 
ramifying  red  lines  due  to  injection  of  the  small   blood-vessels  (Fig.  7, 
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Plate  II.).  In  some  cases  it  is  of  a  citron-yellow,  or  a  greenish-yellow 
tint ;  in  others  its  surface  appears  rough,  with  dirty  grey  or  yellow  spots 
corresponding  to  viscid  masses  of  exudation  as  seen  through  it.  In  one 
patient  of  the  author's  with  middle-ear  catarrh,  in  whom  the  inflammatory 
product  occupied  the  lower  half  of  the  tympanum,  the  level  of  the  exuda- 
tion was  distinctly  visible  on  the  tympanic  membrane.  The  appearance 
resembled  very  much  the  so-called  "  lunula,"  seen  with  purulent  collection 
in  the  anterior  chamber  of  the  eye.  When  the  patient  inflated  the  middle 
ear  by  the  Valsalvan  process,  the  thin  exudation  was  whirled  up  over  the 
tympanic  membrane,  which  then  looked  clouded ;  as  the  liquid  again  sub- 
sided, the  upper  part  of  the  membrane  could  be  seen  gradually  to  clear, 
until  the  original  appearance  was  again  presented. 

If  the  exudation  into  the  tympanum  be  of  a  more  viscid  character. 

Fig.  ii6. 

Section  o!  a  drum-membrane,  exhibiting  fatty  degeneration,  in  a  case  of  chronic  catarrh  of  the 

tympanum. 


e,  Epidermis;  d,  dermic  layer;  r,  radial  layer;  c,  circular  layer;  5,  mucous  membrane. 
In  the  membrana  propria,  and  in  the  dermic  and  mucous-membrane  layers  are  seen  fat 
accumulations,  partly  crystalline,  partly  flaky. 

air-bubbles  sometimes  occur  in  it,  and  may  be  visible  through  the  mem- 
brane. They  are  usually  formed  after  blowing  the  nose,  or  after  inflation 
by  the  Valsalvan  process  or  the  air-ball.  The  author  has  often  watched 
them  both  arise  and  disappear.  If  the  bubbles  burst,  the  patient  hears  a 
short  sound. 

When  the  accumulation  in  the  tympanic  cavity  can  change  its  position, 
it  may  do  this  with  movements  of  the  head  in  accordance  with  the  force 
of  gravity,  or  through  the  influence  of  some  other  force.  The  change  in 
the  position  of  the  exudation  may  be  recognised  by  the  changed  situation  of 
its  level,  and  this  is  indicated  as  seen  through  the  membrane  by  a  more  or 
less  dark  line  resembling  a  hair;  and  also  by  a  corresponding  change  in 
colour  of  the  membrane.  Such  movements  of  the  exudation  occur  very 
frequently,  and  through  them  is  explained  the  fact  that  many  patients  hear 
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momentarily  better  or  worse  when  the  head  is  in  a  certain  position,  or 
when  they  take  a  deep  breath,  or  draw  on  the  ear,  and  so  forth. 

In  the  majority  of  cases  catarrh  of  the  middle  ear  terminates  without 
causing  perforation  of  the  drum-membrane.  If,  however,  this  should 
occur,  it  depends  upon  one  of  the  following  circumstances : — 

1.  The  membrane  may  be  ruptured  by  the  rapid  accumulation  of 
a  very  abundant  exudation. 

2.  An  acute  myringitis  may  be  accidentally  associated  with  the 
catarrhal  affection,  and  may  lead  to  perforation. 

3.  The  membrana  propria  may  undergo  fatty  degeneration  (Fig.  116), 
especially  in  catarrhal  conditions  of  long  standing.  As  a  result  of  this 
change,  the  tympanic  membrane  may  easily  become  lacerated  on  very 
slight  provocation,  such  as  sneezing,  or  blowing  the  nose,  straining,  etc. 

Such  perforations  are  almost  always  single ;  instances  in  which  more 
than  one  occur  in  the  same  membrane  in  a  middle-ear  catarrh  are  very 
rare.  Cases  have,  however,  been  observed  by  the  author  in  which  two, 
and  even  three  perforations,  separated  by  narrow  bridges  of  tissue,  were 
present  for  a  long  time. 

Schwartze  has  described  a  serous  exudation  as  appearing  upon  the  external 
surface  of  the  tympanic  membrane  in  cases  of  middle-ear  catarrh  without  a  perfora- 
tion, and  this  the  author  has  also  frequently  observed.  The  exudation  may  collect  in 
the  depths  of  the  auditory  canal,  and  produce  maceration  of  the  epidermis.  The 
occurrence  is  only  observed  in  very  acute  catarrhs,  and  is  usually  of  very  short 
duration. 

Perforation  resulting  from  a  catarrh  is  generally  found  on  the 
inferior  part  of  the  tympanic  membrane,  much  more  frequently  on  the 
anterior  than  the  posterior  segment,  and  mostly  at.  the  inner  third  of 
the  distance  from  the  malleus  to  the  periphery.  Those  perforations 
which  are  situated  on  the  extreme  periphery,  close  to  the  inner  margin 
of  the  annulus  cartilagineus,  deserve  special  mention.  In  this  part  the 
circular  fibres  are  more  sparsely  arranged,  and  the  pressure  of  an 
exudation  may  more  easily  break  through  the  tissue,  producing  generally 
a  somewhat  curvilinear  rupture. 

As  soon  as  a  breach  of  continuity  occurs,  the  membrane  becomes 
drawn  more  inwards,  if  no  obstacle  to  this  be  present ;  and  the  exudation 
oozing  through  the  opening  may  occasion  a  myringitis,  generally  running 
a  chronic  course,  from  the  continued  irritation  of  the  dermic  layer.  The 
epidermis  desquamates,  the  tissue  exhibits  considerable  hyperaemia,  and 
its  texture  becomes  looser  (Figs.  8  and  9,  Plate  II.).  The  condition 
does  not,  however,  last  long,  and  the  appearance  comes  to  be  presented 
which  has  been  previously  described  in  the  chapter  on  acute  and  chronic 
myringitis.     A  secondary  myringitis  of  this  kind  usually  takes  from  the 
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commencement  a  very  slow  and  almost  painless  course.  In  isolated 
cases  where  no  pain  has  been  experienced  during  the  eariier  stages  of 
a  catarrh,  more  or  less  severe  pain  may  be  complained  of  after  a 
perforation  of  the  membrane  has  occurred.  On  careful  examination, 
however,  this  is  often  shown  to  be  due  to  a  circumscribed  or  diffuse 
inflammation  of  the  structures  of  the  auditory  canal,  caused  by  the 
irritating  action  of  the  escaping  exudation. 

An  accurate  diagnosis  will  of  course  depend  upon  an  exhaustive 
examination,  and  with  a  perforation  at  the  extreme  edge  of  the  membrane 
an  error  may  most  readily  arise.  In  such  a  case,  especially  if  it  be  of 
quite  recent  development,  the  membrane  appears  reddened  and  swollen ; 
the  malleus  is  either  invisible,  or  perhaps  a  trace  of  it  only  is  seen, 
with  all  the  usual  signs  of  a  true  myringitis.  In  its  further  course 
polypoid  proliferations  may  appear  on  the  outer  surface  of  the  drum- 
membrane,  and  the  condition  might  readily  simulate  one  of  total  absence 
of  this  structure,  with  polypi  springing  from  the  mucous  lining  of  the 
tympanum.  Other  than  ocular  examination  would  probably  be  needed, 
and  even  then  the  most  experienced  examiner  might  only  be  able  to 
come  to  a  conclusion  as  to  the  nature  of  the  case  after  prolonged 
obser\*ation. 


(b)  Symptoms  recognisabie  by  Auscullation, 

If  it  be  considered  how  imperfect  the  diagnosis  of  catarrh  of  the 
middle  ear  may  remain  when  dependent  upon  ocular  examination  alone, 
the  advantage  of  supplementing  and  corroborating  this  by  other  methods 
will  be  the  better  appreciated.  One  such  method,  which  is  indeed 
indispensable  in  diagnosis,  is  auscultation  of  the  ear. 

Amongst  the  chief  auscultatory  phenomena  may  be  enumerated  the 
following : — 

(a)  The  current  of  air  passing  through  the  tympanum  on  emptying 
the  air-ball  produces  a  tolerably  loud  and  resonant  vesicular  sound^ 
occasionally  associated  with  a  feeble  crepitation.  This  symptom  indicates 
complete  permeability  of  the  Eustachian  tube  and  tympanic  cavity.  Even 
if  other  symptoms  should  indicate  the  presence  of  an  innammatory  process 
in  the  middle  ear,  it  may  nevertheless  be  assumed  that  the  swelling  of 
the  mucous  membrane  is  not  very  great,  and  that  any  exudation  which 
may  be  present  is  very  scanty.  When  the  catheter  is  used,  the  ausculta- 
tion sound  may  still  be  clear  and  resonant,  even  with  a  small  instrument, 
in  the  majority  of  cases ;  it  is,  however,  best  to  use  catheters  of  various 
sizes. 

O)  Sometimes  the  air,  in  passing  into  the  middle  ear  when  the 
air-ball   is  compressed,   produces  at  first  a  short,   interrupted  sound,  as 
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though  a  moist  membrane  were  suddenly  loosened  from  its  attachments ; 
but  with  each  further  evacuation  of  the  air-ball  the  air  enters  the  tympanum 
more  and  more  easily,  producing  a  clear,  normal,  or  almost  normal, 
murmur.  If  the  short  interrupted  sound  which  was  first  heard  seems 
at  a  distance  from  the  ear  of  the  auscultator,  then  the  walls  of  the 
Eustachian  tube  are  probably  stuck  together.  If,  however,  the  first 
sound  appear  to  originate  close  to  the  examining  ear,  the  condition  present 
probably  is  that  the  tympanic  membrane  has  been  detached  from  loose 
contact  with  the  inner  wall  of  the  tympanic  cavity. 

(7)  If  with  the  first,  or  the  first  few  evacuations  of  the  air-ball,  a 
loudly  resonant,  short  interrupted  sound  be  perceived  at  some  distance 
from  the  examining  ear,  but  with  succeeding  inflations  a  clearer  or  less 
resonant  sound  be  heard,  this  points  to  the  tube  being  blocked  up  at  the 
entrance  by  masses  of  mucus  or  exudation,  which  have  been  expelled 
either  into  the  pharynx  or  into  the  middle  ear.  In  the  latter  case,  the 
cavum  tympani  has  not  been  completely  filled  up  by  the  exudative  product. 
On  withdrawing  the  catheter,  some  thick,  yellowish  exudation,  sometimes 
mixed  with  blood,  is  generally  found  on  the  beak  of  the  instrument. 
Sometimes  so  much  secretion  is  blown  out  of  the  tube  into  the  tympanum 
as  completely  to  fill  the  latter  cavity.  If  it  be  so  viscid  that  the  air  cannot 
penetrate  it,  a  sound  is  produced  with  the  succeeding  inflations  which 
originates,  not  in  the  middle  ear,  but  nearer  to  the  pharynx,  or  else  the 
air-ball  cannot  be  completely  emptied  a  second  time.  In  such  a  case, 
the  cavity  of  the  tympanum  is  filled  up  by  the  viscid  secretion  which 
has  been  blown  into  it — a  condition  to  be  further  recognised  by  other 
symptoms. 

(S)  A  strongly  resonant,  protracted,  almost  rattling  sound,  originating 
apparently  quite  close  to  the  auscultating  ear,  and  audible  during  several 
successive  inflations,  indicates  a  very  viscid  accumulation  in  the  tympanic 
cavity.  The  entering  air  causes  air-bubbles  to  form,  which  then  gradually 
burst  again. 

(e)  A  very  thin,  almost  whistling  sound  is  heard  when  there  is 
much  narrowing  of  the  Eustachian  tube.  An  experienced  ear  may 
recognise  from  the  apparent  nearness  or  distance  of  the  sound,  whether 
the  air  really  penetrates  into  the  tympanic  cavity  or  not.  Sometimes  the 
sound  has  a  larger  character,  if  the  air-ball  should  be  emptied  at  the 
same  moment  as  the  patient  swallows — a  circumstance  due  to  the 
fact  that  the  mouth  of  the  Eustachian  tube  is  dilated  in  the  act  of 
deglutition. 

(f)  Assuming  that  no  doubt  exists  as  to  the  beak  of  the  catheter 
being  in  correct  position  in  the  mouth  of  the  Eustachian  tube,  then  if 
on  emptying  the  air-ball  a  very  distant  sound  (pharyngeal  sound)  be  heard 
by  the  examining  ear,  and  the  patient  feel  the  air-current  in  his  throat ; 
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or  if  the  air-ball  cannot  be  emptied,  even  though  considerable  pressure 
be  employed,  the  condition  is  probably  impermeability  of  the  Eustachian 
tube.  When  such  occlusion  is  due  merely  to  extreme  swelling  of  the 
mucous  membrane,  it  may  happen  that  the  air  may  be  forced  into  the 
tympanum  when  the  air-ball  is  emptied  simultaneously  with  an  act  of 
swallowing. 

If  it  be  considered  that  swelling  of  the  mucous  lining  of  the  tube 
may  in  such  various  ways  distort  its  calibre,  even  at  its  orifice^  it  will  be 
seen  how  in  many  cases  the  entrance  of  air  may  be  more  readily  effected 
by  changing  the  catheter^  or  modifying  its  curve. 

If  by  none  of  the  above-described  manceu\Tes  can  air  be  made 
to  enter  the  tympanum,  it  may  reasonably  be  concluded  that  the 
Eustachian  tube  is  really  closed  up ;  and  a  practised  examiner  may 
even  be  able  to  determine  with  much  probability  the  situation  of  the 
occlusion. 


From  what  has  been  said»  it  will  appear  that  various  auscultatory  sounds  may 
be  audible  one  after  another  during  the  same  examination.  This  in  no  way  detracts 
from  the  value  of  the  tnethod  in  ear  affections,  any  more  than  in  those  of  other 
organs^*? .^.*  the  lungs.  The  evidence  yielded  is  merely  as  to  the  physical  state  of 
the  structures  in  question  at  a  given  moment,  and  offers  of  course  no  fixed  basis  for 
diagnosis  of  a  definite  morbid  condition  which  underlies  the  symptoms  w^ith  which 
it  is  consistent.  Moreover,  the  preceding  account  of  the  auscultatory  phenomena 
in  middle-ear  catarrh  is  by  no  means  an  exhaustive  one;  many  others  may  be  noted* 
some  easy  of  interpretation,  others  of  which  an  explanation  may  be  difficult  or 
impossible. 

Reference  to  the  secondary  ausmliaiion  souptds  must  not  be  omitted. 
They  may  be  turned  to  useful  account  in  diagnosis,  when  taken  together 
with  the  results  of  ocular  examination.  Thus,  interrupted,  more  or  less 
prolonged  crepitation  r^les,  in  particular  suggest  the  presence  of  viscid 
accumulations  in  the  tympanic  cavity.  The  in-rushing  current  of  air 
causes  bubbles  to  form,  and  these  successively  bursting  produce  the 
continued  secondary  sound  referred  to.  If  irregular  adhesions  be 
brought  about  by  false  membranes,  it  may  readily  come  to  pass  that^ 
on  inflation  of  the  middle  ear,  particular  sections  of  the  drum-membrane 
yield  more  in  the  direction  of  the  external  auditory  canal  than  others. 
This  can  generally  be  recognised  by  the  difierences  produced  in  the 
appearance  of  the  tympanic  membrane  reflexes  (light-spots)  when 
observed  before  and  after  inflation  by  the  air-ball.  If  the  more  bulged- 
out  parts  of  the  membrane  return  to  their  previous  position,  the  move* 
ment  is  accompanied  by  a  prolonged  secondary  sound,  perceptible  both 
to  the  patient  and  to  the  examiner;  and  if  a  simultaneous  inspection 
of  the  drum-membrane  be  made,  its  backward  movement  may  be  distinctly 
seen. 


With  regard  to  the  exaggerated  intensity  with  which  the  patient 
in  some  cases  hears  the  sounds  of  his  own  voice  (tympano-phonia),  it  is 
to  be  observed  that  the  increased  resonance  is  perceptible  also  to  the 
auscultator,  and  appears  in  most  cases  to  depend  upon  considerable  sweiUng 
at  the  commencement  of  the  Eustachian  tube,  in  association  with  a 
tympanic  cavity  still  containing  ain 

According  to  ffagen^  patients  with  exudation  into  the  tympanum  are  said  to 
perceive  a  peculiar  rattling  sound  when  the  skull  is  percussed  lightly ;  and  the 
author  has  often  heard  such  patients  say  that  every  sound  produced  on  the  head 
caused  a  peculiar  clinking  or  clattering.  The  phenomenon  is,  however,  by  no 
means  constant :  indeed,  in  the  majority  of  cases  such  sounds  appear  to  the  patient 
deadened.  The  symptom  cannot  be  referred  to  the  presence  of  the  exudation  j 
tJie  cause  appears  rather  to  be  connected  with  some  simultaneous  change  in  the 
labyrinth, 

{c)  Symptoms  recognisahle  hy   Tactile  Examination, 

The  recognition  of  certain  changes  by  the  touch  may  also  furnish 
a  useful  aid  to  diagnosis  in  inflammation  of  the  middle  ear.  The 
method  is  really  practised  in  the  ordinary  introduction  of  the  catheter ; 
information  being  thereby  obtained  in  regard  to  various  changes  in  the 
cavities  of  the  nose  and  pliarynx  and  the  beginning  of  the  Eustachian 
tube.  Thus,  swelling  of  the  mucous  membrane ;  ulceration ;  tumours 
in  the  naso-pharynx  ;  necrosis  of  bone  ;  and  other  changes,  may  be 
recognised  in  this  way  by  the  touch. 

The  degree  of  narrowing  of  the  tubes  may  be  estimated  by  the 
amount  of  force  needed  to  empty  the  air- ball  through  the  catheter.  Lastly, 
the  actual  condition  of  the  Eustachian  tube  may  be  learnt  by  the  use  of 
the  Eustachian   bougie. 

It  may  be  here  repeated  that  the  diagnosis  of  an  inflammatory 
process  in  the  middle  ear  must  rest  upon  the  coHective  n'sults  of  the  various 
methods  of  examination.  In  many  cases  a  method  must  be  practised  at 
different  times.  This  is  particularly  necessary  with  inspection,  which  must 
be  made  both  before  and  after  inflation  of  the  middle  ear,  so  as  to  yield  the 
most  useful  information. 


G?«r5^. —Catarrh  of  the  middle  ear  may  be  either  acute  or  chronic. 
The  chronic  form  of  the  afi'ection  is  dependent  for  the  most  part  either 
upon  constitutional  troubles,  or  upon  various  extraneous  circumstances, 
amongst  which  such  as  are  connected  with  the  occupation  of  the  patient 
are  chiefly  influentiaL  A  chronic  course  is  by  no  means  infrequently 
attributable  simply  to  negligence  on  his  part.  The  affection  is  usually 
painless,  and  the  second  ear  is  often  not   implicated  for  a   long   time  ; 
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besides  which  the  disorder  is  often  so  slight  that  the  accompanying 
impairment  of  hearing  is  not  important  enough  to  interfere  with  ordinary 
social  intercourse.  For  these  reasons,  the  patient  commonly  neglects  to 
seek  advice,  and  ultimately  often  has  to  suffer  the  troubles  of  a 
chronic  disorder,  with  its  results.  Such  consequences  are,  in  the  main, 
those  which  may  modify  to  a  certain  extent  the  clinical  appearances 
usual  in  chronic  catarrh  ;  and  will  therefore  be  here  spoken  of  in  greater 
detail. 

In  the  first  place,  it  should  be  mentioned  that  perforation  of  the 
membrane  may  not  necessarily  be  present  even  with  a  chronic  middle-ear 
catarrh  which  has  lasted  for  many  years.  On  the  contrary,  the  tympanic 
membrane  usually  becomes  thickened,  in  consequence  of  the  prolonged, 
if  slight,  new-tissue  formation  in  the  mucous  layer.  A  more  common 
change,  however,  consists  in  inspissation  and  calcification  of  mucous 
exudation,  which  is  accumulated  either  in  the  depressions  of  the  mucous- 
membrane  layer,  or  over  its  whole  surface.  So  long  as  the  exudation 
still  remains  fluid,  the  tympanic  membrane  in  the  corresponding  part 
looks  of  a  decided  yellow  tint  (Fig.  24,  Plate  II.)  ;  but  when  the  secretion 
has  undergone  calcification,  the  colour  is  like  that  of  macerated  bone 
(Figs.  21  and  22,  Plate  II.).  Such  appearances  may  obviously  vary  in 
correspondence  with  changes  in  the  nature  of  the  exudation,  and  with 
other  circumstances.  For  example,  after  inflation,  such  an  exudation 
might  perhaps  be  carried  away  from  its  previous  situation. 

If  a  perforation  have  resulted  from  the  catarrh,  the  appearances  may 
vary  extremely.  To  say  nothing  of  the  shape  and  size  of  the  aperture  as 
influencing  the  result,  a  variety  of  changes  may  be  brought  about  by 
secondary  processes  arising  both  in  the  membrane  itself  and  in  the 
external  auditory  canal,  as  well  as  in  the  middle  ear  in  consequence  of 
the  breach  in  the  drum-membrane.  It  is  only  necessary  to  suppose  a 
case  of  secondary  inflammation  with  granulation  formation,  and  perhaps 
also  calcareous  deposit,  in  a  membrane  which  has  become  perforated  as 
a  result  of  catarrh,  together  with  polypoid  formation  from  the  mucous 
membrane  of  the  middle  ear,  to  realise  how  complicated  and  confusing 
may  be  the  picture  presented  in  certain  cases. 

There  is  nothing  characteristic  in  the  subjective  symptoms  associated 
with  chronic  middle-ear  catarrh.  Its  diagnosis  rests  entirely  on  the 
duration  of  the  disorder.  Experience  leads  the  author  to  fix  six  weeks  as  the 
limit  of  duration  of  an  acute  idiopathic  catarrh  of  the  middle  ear  arising  in  an 
otherwise  healthy  individual.  With  a  duration  of  six  months  he  denominates 
it  as  subacute;  and  if  longer  stilly  as  chronic. 

Acute  catarrh,  uncomplicated  with  perforation,  often  ends  in  recovery 
in  a  few  days  ;  the  swelling  and  exudation  disappear,  and  the  structures 
regain  their  normal  appearance.     If  perforation  has  occurred,  the  healing 
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process  takes  longer ;  and  cicatrisation  occurs,  as  in  cases  of  myringitis  with 
perforation,  unless  the  process  be  hindered  by  the  presence  of  otorrhoea. 

Complete  recovery  may  also  result  in  cases  of  chronic  catarrh, 
provided  the  structures  have  not  suffered  so  much  change  as  to  interfere 
seriously  with  their  function,  as  is  particularly  likely  to  occur  if  the 
membrane  has  been  perforated  and  become  secondarily  inflamed.  Any 
of  the  consequences  may  then  ensue  which  have  been  described  with 
acute  and  chronic  myringitis. 

Prognosis, —  The  most  important  point  in  reference  to  the  prognosis 
is  whether  the  affection  has  arisen  in  an  individual  otherwise  healthy,  or 
whether  it  is  associated  with  some  constitutional  disorder.  In  a  tubercular 
subject,  for  example,  a  catarrhal  inflammation  will  run  a  much  more 
unfavourable  course  than  in  a  healthy  one.  If  a  considerable  loss  of 
substance  has  occurred  in  the  tympanic  membrane,  recovery  takes  place 
with  greater  difficulty,  and  the  result  in  regard  to  the  hearing  power 
will  probably  be  much  more  unfavourable  than  in  other  cases. 

The  prognosis  in  respect  of  audition  and  subjective  auditory 
sensations  may  generally  be  conjectured  from  the  result  of  the  first  inflation 
with  the  air-ball.  The  presence  of  subjective  phenomena  must  usually 
be  regarded  as  an  unfavourable  prognostic  sign.  Those  cases  augur  best 
in  which  the  hearing  capacity  is  quite  restored  and  the  subjective  pheno- 
mena disappear  after  the  first  inflation.  If,  however,  this  be  not  the  case 
— if  the  hearing  should  be  little  if  at  all  improved,  and  any  subjective 
sensations  present  should  still  remain  after  employment  of  the  air-douche 
— one  would  not  be  justified  in  predicting  complete  recovery.  The 
greatest  caution  is  necessary  in  hazarding  an  opinion  if  the  symptoms 
should  point  to  implication  of  the  labyrinthine  structures,  especially  if  they 
have  existed  for  a  long  time. 

Weber's  procedure  may  be  of  some  use  as  an  aid  to  prognosis. 
Experience  shows  that  if  with  unequal  hearing-power  on  the  two  sides, 
a  tuning-fork  placed  on  the  vertex  be  heard  better  by  that  ear  which  is 
the  deafer  to  Ordinary  sound-conduction  through  the  air :  that  is  to  say, 
when  it  gives  a  positive  result,  then  it  may  generally  be  concluded  that  a 
defect  exists  in  the  sound-conducting  apparatus  on  that  side.  And  since 
such  defects  are  as  a  rule  more  amenable  to  treatment  than  those  affecting 
the  sound-perceiving  apparatus,  the  result  will  to  that  extent  have  a 
favourable  signification.  It  must,  however,  be  remembered  that  not  all 
imperfections  of  the  sound-conducting  apparatus  are  capable  of  being 
relieved ;  besides  which,  the  above-mentioned  inference  from  a  positive 
result  with  Weber's  process  cannot  always  be  unreservedly  made.  In 
certain  cases  the  cranial  bones  on  one  side  may  be  so  constituted  as  to 
conduct  the  sound-waves  better  than  on  the  other,  with  the  result  that 
the  tuning-fork  may  be  better  heard  ;  while  at  the  same  time,  incurable 


disease  may  exist  in  the  ear.  The  result  of  the  process,  therefore,  tl\ough 
it  may,  if  positive,  be  regarded  as  a  favourable  sign,  is  by  no  means  a 
perfectly  trustworthy  guide  in  regard  to  prognosis* 

Tnatmeat, — This  has  a  twofold  aim^viz.,  to  improve  the  local 
condition,  and  to  obviate  recurrences  of  the  disorder.  In  connection  with 
the  latter  object,  especial  attention  is  to  be  directed  to  the  general  bodily 
condition  of  the  patient,  and  suitable  treatment  should  be  diligently 
employed  for  the  cure  or  amendment  of  any  existing  disease.  This  is 
particularly  indicated  in  regard  to  those  constitutional  affections  which 
have  previously  been  mentioned  as  exercising  so  prejudicial  an  influence 
upon  the  course  of  a  catarrh  of  the  middle  ean  In  such  cases,  the  local 
treatment  should  from  the  commencement  be  associated  writh  general 
measures,  the  continuance  of  which  is  in  many  cases  still  indicated  when 
the  local  condition  may  no  longer  need  special  attention. 

Affections  of  the  neighbouring  regions  which  may  be  associated  w^ith 
a  middle-ear  catarrh  will  likewise  call  for  proper  treatment  The  naso- 
pharynx especially  will  demand  careful  examination,  and  the  application 
of  needful  measures  for  the  relief  of  any  disorder  there  present  New 
formations,  particularly  adenoid  growths^  which  are  of  such  common 
occurrence  in  children  in  connection  with  catarrh  of  the  middle  ear,  and 
serve  to  maintain  this  disorder,  are  to  be  removed  as  soon  as  possible^ 

Various  means  may  be  adopted  for  this  purpose,  the  choice  of  w^hich 
must  usually  be  regulated  by  the  nature  of  the  particular  case*  The  use 
of  the  rhinoscope  as  an  aid  to  operation  is  generally  unnecessary. 
Occasionally  the  vegetations  may  be  detached  by  means  of  the  nail  of 
the  examining  finger,  which  should  always  be  previously  made  surgically 
clean  by  means  of  an  antiseptic  solution.  Doycr^  prefers  this  method  to 
the  employment  of  instruments.  Justi'^  substitutes  for  the  finger-nail  a 
sharp  spoon  about  7  mm,  broad  by  1 5  mm,  long,  which  is  fixed  on  a  metal 
ring,  or  on  a  strong  but  flexible  stem  connected  with  a  handle.  The 
instrument  is  fastened  to  the  index  finger  between  the  first  and  second 
phalanx,  so  that  the  tip  of  the  finger  projects  beyond  the  spoon  as  a 
guide  to  it.  Trauttmmn  also  recommends  the  sharp  spoons  on  account 
of  the  rapidity  and  completeness  with  which  they  can  be  used  for 
operation.' 

The  instruments  of  Hartmann  and  Godsiein  (Fig.  117),  adapted  from 
the  ring-shaped  knife  originally  designed  by  ll\  Mtyer,  are  much  more 
convenient,  and  have  latterly  been  often  used  by  the  author.     Instruments 


*  Report  of  the  Section  of  Otolog>,  Internal.  Med,  Congress,  Amsterdmn,  1879. 

*  "Ucbcr    adenoide   Neubildungcn    im    Nascnrachenraumc."      Volknianii*s    Samtnliing 
ItUntscher  VortrAge,  Nr.  125, 

*  Compare  Poht^  "  Die  Rachcntonsille,  thrc  Hypcrplasicn  und  deren  Behandlufig.**    InAUf . 
Diss.t  Berlin,  1S79. 
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of  various  sizes  should  be  kept  at  hand.  The  author  has  had  some  made 
with  the  short  shank  of  the  triangular  portion  somewhat  curved,  and  with 
these  one  can  more  easily  operate  on  the  lateral  wall  of  the  pharynx. 
The  instrument  of  Gottstein  is  introduced  into  the  post-nasal  space 
through  the  mouth,  while  the  ring-shaped  knife  of  Meyer  [Fig.  iija]  has 
to  be  used  through   the  nose.     Lange^    who  also  employs  a  ring-shaped 


Fig.  117.  [Fig.  ii7<i.] 

Gott5tcm*R  instrument  for  removing  Meyer  s 

adenoid  growths  (half  the  usual  size).        ring-knife. 


Fig.  118. 

Vulcanite  forceps  for  cauterisation 
(half  ordinary  size). 


knife,  which  is,  however;  introduced  through  the  mouth,  disapproves  of 
Meyer's  instrument.  Zaufai  and  Ganghofuer'  recommend  the  employment 
of  ZaufaFs  nasal  speculum  during  operation. 

CaitP  and  Ldwenberg  recommend  the  use  of  forceps -shaped  instru- 
ments resemhling  that  represented  in  Fig,  I'i8>  which  was  introduced  in 


'  "  Einigc  kritische  Bemcrkungcn  ttbcr  den  Krankheitstjegriff:  Die  adcnoiden  Vegetstlonen 
im  Nasenrachenraume  nebst  ciner  ncucn  Opera tionsmethode."  Monatsschrift  fClr  Ohrcnbetl- 
kunde,  etc.,  xvii.  Jahrg. 

'  '*  Uebcr  adcnoidc  GeschwQlstc  im  Nasenrachenraume  und  deren  Behondlung/'  Pragcr 
mcdicini^chc  Wochcnschnttf  1S77, 

■  *"Ueber  Bchandlung  der  adcnoiden  Vegctationcn  im  Nasenrachenraume.*'  Monata- 
schrift  far  Ohrenhcilkundc,  1 879. 
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the  first  edition  of  this  work  for  the  purpose  of  making  applications  to  the 
pharyngeal  mucous  membrane.  In  the  operating  instrument,  however, 
there  is  a  second  downward  curve  at  the  outer  extremity,  in  order  that 
the  hand  of  the  operator  may  not  get  in  his  own  light.  DelstancMs'^ 
instrument  is  too  complicated  (''Ad6notome  k  coulisse").  CattVs  forceps 
are  hollowed  out  in  front,  and  ribbed  on  the  opposing  surfaces ;  while 
LOwenberg's  instrument  has  cutting  edges  at  the  anterior  extremity. 

Voltoliniy  Schaeffer^  Michel^  and  many  others  recommend  the  employ- 
ment of  the  galvano-cautery.  The  author  agrees  with  Hedinger^*^  that  this 
method  is  particularly  suitable  for  growths  attached  by  a  broad  base ;  and 
in  such  cases  he  uses  a  flat  cautery,  or  the  galvano-caustic  chisel  recom- 
mended by  Voltolini. 

If  haemorrhage  should  occur,  it  may  usually  be  arrested  by  syringing 
through  the  nose ;  or  if  this  should  fail,  by  a  plug  soaked  in  perchloride  of 
iron.  To  prevent  recurrence  of  the  growths,  it  is  well  to  touch  the  parts 
with  nitrate  of  silver,  solid  or  in  solution,  or  with  the  galvano-cautery. 
Treatment  of  the  vegetations  without  operation,  as  by  simple  cauterisations 
with  nitrate  of  silver,  may  perhaps  accomplish  something,  but  is  rarely 
effective. 

Knapp  considers  it  unadvisable  to  operate  too  freely,  lest  a  dry 
catarrh  should  be  produced.  It  is  certainly  unwise  to  induce  too 
extensive  cicatrices.  Hopman^  considers  anaesthesia  applicable  in  the 
operation.  There  is  no  doubt  this  is  so ;  but  it  is  unnecessary,  perhaps 
without  exception. 

[The  presence  of  adenoid  vegetations  in  the  naso-pharynx  entails  not  only 
discomfort,  but  definite  evils  and  possible  dangers.  Sooner  or  later  the  growths 
are  almost  certain  to  cause  deafness,  embarrassment  of  respiration,  indistinctness 
of  speech,  and  greater  or  less  disorder  of  the  general  health.  In  bad  cases, 
deformity  of  the  face,  and  occasionally  of  the  chest,  may  be  caused,  and  the 
development  of  the  mental  faculties  may  be  to  some  extent  interfered  with.  The 
evils  likely  to  be  caused  by  adenoid  vegetations  will,  for  the  sake  of  clearness,  be 
considered  in  detail  in  respect  of  their  effect  on  (i)  the  respiration  \  (2)  speech; 
(3)  hearing',  (4)  the  shafe  {a)  of  the  face,  [b)  of  the  chest  \  (5)  the  general  health  ; 
(6)  the  mental  faculties . 

Respiration, — The  blockage  of  the  nasal  channels  by  the  growths  hinders  the 
passage  of  air  through  the  nose ;  the  patient  is  therefore  compelled  to  breathe 
through  his  mouth.  This  method  of  respiration  is  unphysiological,  and  gives 
rise  to  a  train  of  evils  which  were  graphically  described,  though  with  a  certain 
amount  of  exaggeration,  by  Catlin,  in  his  little  book   entitled   **  The  Breath  of 

'  Archiv  fttr  Ohrenheilkunde,  xv.  Bd. 

'^  "  Zur  Operation  der  adenoiden  Vegetationen. "  Monatsschrift  fUr  Ohrenheilkunde,  xvi. 
Jahrg. 

"  Archiv  fur  Ohrenheilkunde,  xii.  Bd. 

"*  "  Die  adenoiden  Vegetationen."     Wurtt.  med.  Correspondenzblatt,  1885. 

*  "Zur  Operation  und  Statistik  der  adenoiden  Tumoren  des  Nasenrachenraumcs." 
Deutsche  medicin.  Wochenschrift,  1885. 
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Life"  (London,  1861).  Among  the  results  of  mouth-breathing  are  dryness  of  the 
throat,  which,  in  consequence,  often  becomes  coated  with  scales  and  crusts  of 
inspissated  mucus  ;  furred  tongue  ;  noisy  breathing ;  snoring ;  insufficient  warming 
of  the  inspired  air,  which  normally  should  have  the  chill  taken  off  by  passing 
over  the  natural  heating  apparatus — the  turbinated  bodies ;  imperfect  oxygena- 
tion of  the  blood  and  consequent  delicacy  of  the  lungs  ;  shortness  of  breath ; 
bronchitis  ;  and  asthma.  The  larynx  is  made  irritable  by  the  trickling  into 
it  of  discharge  from  the  naso-pharynx,  and  is  apt  to  become  inflamed  on  slight 
provocation ;  in  young  children  spasm  of  the  glottis  with  slight  convulsions  may 
occur.  Naso-pharyngeal  catarrh  is  a  frequent  accompaniment  of  adenoid  vege- 
tations ;  there  is  often  a  good  deal  of  discharge  from  the  anterior  as  well  as 
from  the  posterior  nares,  and  the  child's  pillow  is  sometime?  stained  with  mucus 
and  blood.  In  other  cases,  one  of  the  things  complained  of  is  that  the  child  cannot 
blow  his  nose.  Paresis  of  the  palate  has  been  observed  in  association  with  adenoid 
vegetations.  In  bad  cases,  there  may  be  partial  or  complete  loss  of  the  sense  of 
smell.  It  not  infrequently  happens  that  the  obstruction  of  the  nasal  channels  is 
made  still  more  complete  by  hypertrophy  of  the  turbinated  bodies,  while  the  passage 
through  the  mouth  may  be  greatly  narrowed  by  enlargement  of  the  tonsils.  There 
is,  as  might  on  theoretical  grounds  be  anticipated,  a  close  connection  between 
post-nasal  growths  and  tonsillar  hypertrophy ;  and  though  the  latter  often  exists 
without  the  former,  it  is  the  exception  for  the  tonsils  to  be  perfectly  normal  when 
adenoid  vegetations  are  present. 

Voice  and  speech, — The  voice  has  a  peculiar  dead,  **  muffled,"  or  "muted"  charac- 
ter, and  singing  is  impossible.  Articulation  is  greatly  interfered  with,  and  the  voice 
has  the  character  popularly  known  as  **  nasal" ;  the  letters  -A^ and  A^ are  pronounced 
respectively  as  B  and  D^  the  child  saying  "Boses"  for  '*  Moses,"  "dose"  for 
"  nose, '  etc.  Barney,  the  "  attendant  sprite  "  of  the  Three  Cripples  in  * '  Oliver  Twist, ' ' 
is,  as  Dalby  has  pointed  out,  a  good  example  of  the  pronunciation  characteristic  of 
adenoid  vegetations  ("  Tb  dot  certaid  you  cad  but  Til  idquire  "  ;  "  Stradgers  id  the 
next  roob,"  etc.).  Stuttering  is  also  a  not  infrequent  result  of  post-nasal  growths, 
and  in  the  case  of  infants,  the  condition  interferes  with  their  learning  to  speak. 

Hearing, — Among  the  evil  effects  on  the  organ  of  hearing  produced  by 
adenoid  vegetations  are  hyperaemia  and  catarrhal  inflammation  of  the  Eustachian 
tube  and  middle  ear,  purulent  otitis  and  prolonged  otorrhoea,  with  all  the  possibilities 
of  serious  and  extensive  mischief  which  these  conditions  involve.  Chief  among 
these  are  deafness,  necrosis  of  the  temporal  bone,  and  intra-cranial  abscess 
or  other  complication.  Deafness  may  also  be  caused  by  mechanical  obstruction 
of  the  mouths  of  the  Eustachian  tubes  by  the  growths.  Impairment  of  audition 
is,  in  nearly  all  cases  of  adenoid  vegetations,  the  leading  symptom  for  which  the 
patient  is  in  the  first  instance  brought  to  the  medical  practitioner. 

Face  and  Chest — A  peculiar  physiognomy  is  often  associated  with  the  presence 
of  adenoid  vegetations  in  the  naso-pharynx,  which,  to  the  experienced  eye,  at  once 
indicates  the  condition.  The  mouth  is  constantly  open,  the  lower  jaw  hanging 
do^^Ti,  and  the  whole  countenance  has  a  stupid,  expressionless  character.  Owing 
to  little  or  no  air  finding  its  way  through  the  nasal  passages,  the  alae  fall  in,  and 
the  point  of  the  nose  has  a  pinched  aspect ;  whilst  the  bridge,  on  the  other  hand, 
looks  expanded  by  contrast.  Greville  Macdonald  describes  a  small  depression  or 
dimple  on  the  alae  in  the  angle  between  the  superior  and  inferior  lateral  cartilages 
as  pathognomic  of  adenoid  vegetations.*  The  bony  cavities  in  the  face  which 
communicate  with  the  nose  are  imperfectly  developed  by  reason  of  the  small  amount 
of  air  contained  in  them,  and  thus  the  cheek  has  a  flattened  appearance.     In  some 


'  "  Diseases  of  Nose,"  1892,  p.  257. 
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cases,  where  the  obstruction  to  respiration  is  serious  and  of  old  standing,  a  deformity 
of  the  chest,  akin  to  that  known  as  "pigeon  breast,*'  results. 

General  Health. — The  subjects  of  post-nasal  growths  show  an  extraordinary 
proclivity  to  catarrh;  they  are  always  "catching  cold."  Bosworth^  says  that 
60  per  cent,  of  all  nasal  catarrh  in  children  is  due  to  these  growths.  The  presence 
of  the  vegetations  often  excites  a  troublesome  reflex  cough,  and  according  to 
McBride^  attacks  of  pseudo-croup  are  not  uncommon,  owing  to  secretion  from  the 
naso-pharynx  falling  into  the  larynx.  Both  the  larynx  and  the  lungs  are  more 
vulnerable  than  under  normal  conditions ;  the  patients  are  anaemic  and  languid, 
and  suffer  from  want  of  appetite  and  general  malaise.  Headache  is  common. 
The  child  has  restless  nights,  its  sleep  being  broken  by  periodical  struggles  for 
breath ;  during  the  day  it  is  heavy  and  depressed,  irresponsive,  and  apparently 
indifferent  to  all  around  it.  The  teeth  often  become  carious  ;  nutrition  is  impaired, 
and  the  door  may  thus  be  opened  to  grave  constitutional  disease,  especially  tuber- 
culosis.    Septic  conditions  may  also  be  set  up. 

Mental  Faculties, — Connected  with,  and  largely  dependent  on,  the  ear  troubles 
associated  with  adenoid  vegetations  is  a  train  of  symptoms  pointing  to  an  injurious 
effect  on  the  brain  produced  by  the  growths.     These  effects  are  no  doubt  largely 
attributable  to  deafness ;  but  they  are  also  in  some  measure  due  to  the  inadequate 
supply  of  purified  blood  to  the  higher  cerebral  centres,  owing  to  the   imperfect 
manner  in  which  the  respiratory  function  is  performed.     Guye  of  Amsterdam  has 
called  attention  to  a  special  form  of  mental  deficiency  which  is  often  associated 
with  adenoid  vegetations.     This  consists  in  an  inability  to  concentrate  the  attention 
on  any  subject.     This  condition  Guye  designates  by  the  name  "  aprosexia,"  a  term 
which  has  been  the  subject  of  a  good  deal   of  cheap  ridicule,  but  whichi  being 
interpreted,  simply  means  want  of  the  power  of  mental  application  (a,  privative ; 
7rp6(r€$is,  attention).    This  defect  renders  the  education  of  such  children  a  tedious 
and   discouraging   task  for  the   teacher.     The   mental   deficiency  is,    it  is  true, 
sometimes  more  apparent  than  real,  the  child  looking  stupid  on  account  of  his 
open  mouth  and  expressionless  face,  and  appearing  to  be  inattentive  because  he 
cannot  hear.     Children  are  often  punished  by  their  teachers  for  inattention,  when 
it  is  their  hearing  that  is  really  in  fault.     There  can  be  no  doubt,  however,  that  in 
some  cases  there  is  the  reality  besides  the  appearance  of  mental  deficiency.     This 
deficiency  sometimes  appears  to  be  intermittent.     Thus  one  meets  with  children 
who   are  beyond  their  proper   standard   in   a  board   school,  showing  that  their 
intelligence,  so  far  from  being  defective,  is  rather  above  the  average ;  yet  these  same 
children,  every  now  and  then,  seem  to  suffer  from  partial  inhibition,  as  it  were,  of 
their  intellectual  powers,  and  get  into  trouble  for  faults  of  inattention,  etc.,  of  which 
they  are  not  guilty  at  other  times.     It  is  not  only  the  mind  but  the  body  that  is 
affected  in  these  cases  by  some  injurious  influence ;  the  child  loses  control  to  some 
extent  over  his  sphincters,  and  though  habitually  clean  becomes  for  the  time  dirty. 
It   is   easy  to   understand   how  sufferers  from   adenoid  vegetations  may  become 
deteriorated  in  temper  and  disposition  as  well  as  in  intelligence  by  their  condition. 
A  child  with  the  countenance  characteristic  of  these  growths  is  pretty  certain  to 
be  an  object  of  ridicule  and  dislike  to  his  companions,  and  his  disinclination  or 
inability  to  join   in   the   sports   of  the  playground   is   not  likely  to  increase  his 
popularity.     This  isolation  from  his  fellows,  coupled  with  his  sense  of  the  injustice 
with  which  he  is  often  treated  by  his  teachers,  must  tend  to  sour  even  a  naturally 
sweet  nature. 

To  sum  up,  the  most  prominent  symptoms  of  adenoid  vegetations  are  obstruction 


•  New  York  Med.  Journ.,  Nov.  26,  1892. 

-  "Diseases  of  the  Tliroat,  Nose,  and  Ear,"  Kdinburgh,  1892,  p.  309. 
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of  the  nasal  passages  and  deafness.  Meyer  lays  down  the  following  axiom  which 
embodies  the  essence  of  the  matter :  A  deafcfiild  who  breathes  through  his  rnouth 
and  has  a  thin,  compressed  nose  is  affected  with  vegetations  in  the  naso-pharyngeal 
cavity.  Though  there  is  seldom  nasal  obstruction  in  such  cases  without  deafness, 
the  latter  is  often  present  without  the  former.  Deafness  may,  in  fact,  be  the  only 
symptom.  Parents  are  sometimes  unwilling  to  admit  that  the  child's  hearing  is 
defective,  and  their  statements  should  therefore  never  be  implicitly  relied  on. 

As  for  the  pathological  nature  of  the  vegetations,  they  are  simply  overgrowths 
of  the  lymphoid  tissue  normally  present  in  the  situations  where  they  occur.  There 
appears  to  be  no  reason  for  believing  them  to  be  in  any  way  connected  with  tubercle  ; 
the  patients,  indeed,  are  often  anaemic,  but  this  is  a  consequence  of  the  condition. 
Morell  Mackenzie  agrees  with  Meyer  that  scrofulous  children  show  no  special 
proclivity  to  such  growths ;  and  Watson  Cheyne  states  that  when  he  was  working 
with  tuberculin  he  injected  several  children  who  were  the  subjects  of  them,  and  in 
no  case  did  the  characteristic  reaction  take  place.' 

With  regard  to  the  etiology  of  adenoid  vegetations  there  is  little  to  be  said. 
They  are  more  common  in  cold,  damp  climates  than  elsewhere.  Heredity  appears 
to  have  some  slight  predisposing  influence,  but  the  exciting  cause  is  often  an  acute 
fever  (scarlatina,  measles,  small-pox,  etc.).  They  are  frequently  associated  with 
cleft  palate  and  other  deformities  of  the  mouth.  Greville  Macdonald  says  these 
growths  (with  all  other  forms  of  nasal  obstruction)  are  very  common  among  Jews."- 

Diagnosis. — When  the  symptoms  that  have  been  described  are  very  pronounced, 
the  existence  of  adenoid  vegetations  may  be  assumed  without  examination.  In 
some  cases,  however,  there  may  be  no  deformity  or  other  objective  symptom,  and 
only  deafness  may  be  complained  of.  In  such  cases,  a  careful  examination  of  the 
naso-pharynx  must  be  made,  either  by  palpation  with  the  finger  passed  behind  the 
velum,  or  by  posterior  rhinoscopy.  Mere  inspection  of  the  fauces  can  never  be 
conclusive,  although  in  children  the  presence  of  a  few  growths  on  the  posterior 
phar>'ngeal  wall  behind  the  soft  palate  is  almost  always  associated  with,  if  not 
pathognomonic  of,  adenoid  vegetations  in  the  post-nasal  space.  A  test,  said  to  be 
simple  and  eifective,  and  first  suggested,  the  editors  believe,  by  Semon,  is  the 
passage  of  a  stream  of  fluid  through  one  nostril  with  the  nasal  douche ;  if  the  fluid 
runs  out  of  the  other  nostril,  there  cannot  be  any  obstruction.  Bosworth "  uses  a 
spray  of  vaseline  for  this  purpose.  Anterior  rhinoscopy  is,  as  a  rule,  useless,  as 
the  swelling  of  the  inferior  turbinated  body  interferes  with  the  view.  Posterior 
rhinoscopy,  however,  can  often  be  carried  out  in  children,  except  in  the  very  earliest 
years  of  life ;  and  in  the  vast  majority  of  adults  the  rhinoscopic  mirror  can,  with  a 
little  practice,  be  used  without  much  difficulty.  This  method  of  examination,  if 
carried  out  with  gentleness  and  skill,  is  at  once  more  accurate  and  less  disagreeable 
both  to  the  practitioner  and  to  the  patient,  than  exploration  with  the  finger,  which  is 
often  painful,  and  always  unpleasant.  Posterior  rhinoscopy  has  the  further  advan- 
tage that  it  accustoms  the  patient  to  the  presence  of  instruments  in  his  throat,  and 
trains  him  to  be  tolerant  of  operative  manipulations.  Examination  with  the  finger, 
on  the  other  hand,  always  frightens  a  child,  and  makes  him  unwilling  to  submit  to 
any  further  procedure— a  matter  of  no  slight  importance  if  an  operation  of  any  kind 
have  afterwards  to  be  performed  without  an  anaesthetic.  Nevertheless,  as  there  are 
cases  in  which  the  mirror  either  cannot  be  used  at  all,  or  fails  to  give  the  information 
required,  it  is  well  to  know  what  to  feel  for  when  a  digital  exploration  of  the  naso- 
pharynx has  to  be  made.     If  growths  be  present,  instead  of  a  smooth  resistant 


*  E.  Ou'e»,  Practitioner,  March  1893,  p.  193. 

*  Op.  cit,  p.  248. 
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surface,  soft  masses  will  be  felt,  giving  the  finger  the  impression  of  a  mass  of 
earth-worms,  or  of  the  placenta  in  the  uterus.'  These  soft  masses  bleed  very 
easily  on  being  touched.  On  examination  with  the  mirror,  if  growths  are  present, 
they  will  be  seen  hanging  from  the  roof  of  the  phar3mx,  sometimes  like  stalactites, 
sometimes  like  bunches  of  grapes ;  sometimes  they  are  sessile  and  form  irregular 
cushions. 

Adenoid  vegetations,  like  enlargement  of  the  tonsils,  belong  to  the  period  of 
childhood ;  the  growths  generally  shrink  and  disappear  during  adolescence  or  in  early 
adult  life.  Some  excess  of  lymphoid  tissue  in  Rosenmuller's  fossa,  however,  or  more 
frequently  hypertrophy  of  Luschka's  tonsil,  is  by  no  means  rare  at  puberty.  At 
that  time  of  life,  the  naso-pharyngeal  cavity  is  much  more  roomy  than  in  childhood, 
and  owing  to  this  the  persistence  of  the  lymphoid  overgrowth  is  less  conspicuous, 
and  therefore  more  likely  to  be  overlooked.  In  fact,  the  condition  hardly  interferes 
at  all  with  the  passage  of  air  through  the  nasal  channels,  unless  there  be  passive 
congestion  and  hypertrophy  of  the  cavernous  tissue  at  the  posterior  extremities 
of  the  middle  and  inferior  turbinate  bodies — a  condition  which  is  frequently 
associated  with  the  post-nasal  catarrh  to  which  the  overgrowth  of  tissue  in  the 
naso-pharynx  gives  rise.  It  must  always  be  borne  in  mind  that  adenoid  vege- 
tations, whether  they  take  the  form  of  pendulous  masses,  soft  excrescences,  or 
sessile  cushion-like  projections,  will  be  found  to  present  considerable  variations 
in  size  if  examined  at  different  times.  They  are  usually  larger  in  damp  weather 
than  at  other  times. 

Treatment.— T\i^  only  treatment  that  is  likely  to  give  satisfactory  results  is 
extirpation  or  destruction  of  the  exuberant  tissue.  For  these  purposes,  many 
different  operations  have  been  devised,  and  innumerable  more  or  less  ingenious 
instruments  have  been  invented  for  cutting,  crushing,  scraping,  snaring,  tearing 
away,  or  burning  the  vegetations.  In  addition  to  those  that  have  already  been 
mentioned,  the  editors  think  it  well  to  call  attention  to  the  following  instruments, 
of  which  figures  are  appended,  and  which  therefore  require  no  description: 
Dalby's  Nail  Curette  (Fig.  ii8tf);  Browne's  Finger  Guard,  with  movable  Curette 
(Fig.  \\%b)\  Major's  Adenotome  (Fig.  iiS^;  Lowenberg's  Forceps  (Fig.  \\%d\ 
with  the  numerous  modifications  of  it,  of  which  Woakes's  is,  perhaps,  the  most 
important  (Fig.  iiSd').  Lowenberg's  forceps  is  the  handiest  and  most  useful 
instrument  in  the  majority  of  cases ;  the  instrument  as  usually  sold,  however,  is  far 
too  large  for  use  in  the  case  of  children,  and  several  different  sizes  should  be 
procured.  The  cutting  edge  should  only  be  on  the  upper  and  posterior  aspect. 
Bosworth'^  speaks  highly  of  a  modification  of  Jarvis's  snare-6craseur. 

Resides  the  choice  of  an  instrument,  other  points  must  be  taken  into  con- 
sideration in  deciding  on  the  procedure  to  be  adopted  in  any  given  case.  The 
time  of  year  is  of  some  importance,  as  the  operation  is  likely  to  be  attended  with 
greater  subsequent  risk  in  cold,  damp  weather  than  under  more  favourable 
meteorological  conditions.  With  regard  to  the  use  of  ancpsthetics  there  is  a 
wide  divergence  of  opinion  a?nong  competent  authorities.  The  decision  of  this 
question  must  depend  on  the  special  features  of  the  case,  particularly  the  age  of  the 
patient,  and  also,  to  a  considerable  extent,  on  the  personal  predilection  and 
manipulative  skill  of  the  operator.  Many  authorities,  both  in  England  and  in 
America,  strongly  recommend  the  employment  of  an  anaesthetic.  Chloroform  or 
ether  is  generally  preferred  to  nitrous  oxide  for  this  purpose,  as  the  effect  of  the 
latter  is  too  transient.  The  editors  think  narcosis  advisable  if  the  surgeon  has  not 
had  much  practice  in  posterior  rhinoscopic  work,  and  therefore  is  not  likely  to  be 

'  R.  Williams,  Liverpool  Med.  Chir.  Journ.,  Jan.  1893. 

-  •'  Diseases  of  the  Nose  and  Throat,"'  New  York,  1889,  p.  566. 
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able  to  throw  the  light  quickly  and  accurately  into  the  pharynx  during  the  repeated 
introductions  of  the  forceps  or  curette.  They  consider  that  anaesthetic  also  is 
required  in  the  case  of  infants  or  very  young  children,  and  in  older  patients  if  they 
be  of  a  nervous  and  excitable  temperament,  and  therefore  unable  to  control  them- 
selves. Narcosis  is  also  likely  to  be  of  advantage  when  the  naso-pharynx  is  more 
or  less  completely  filled  with  growths,  and  a  prolonged  operktion  is  necessary. 
The  editors  agree  with  Moldenhaiier  and  many  others  that  narcosis  adds  an 
element   of  danger  to  what,  in  most  cases,  is  a  comparatively  trivial  and  short 


[Fig.  ii8a.J 
Dalby's  nail  curette. 


[Fig.  \\%d.\ 
LO  wen  berg's  forceps. 


[Fig.  1 186.] 
Browne's  finger  guard, 
with  movable  curette. 


[Fig.  Ii8c] 
Major's  adenotome. 

'/3  Scale 


[Fig.  1 18/1 
Mackenzie's  tonsillotome. 
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operation.  The  patient's  movements  can,  as  a  rule,  be  easily  controlled,  and 
the  action  of  the  faucial  and  palatal  muscles  seldom  causes  any  difficulty.  It  must, 
however,  be  admitted  that  when  no  anaesthetic  is  used  recurrence  is  possibly  more 
frequent  than  when  the  operation  is  performed  during  narcosis,  and  in  exceptional 
cases  several  sittings  may  be  necessary  before  the  growths  are  completely  removed. 
These  possible  disadvantages,  however,  are,  in  the  opinion  of  the  editors,  more 
than  counterbalanced  by  the  drawbacks  attendant  on  the  use  of  anaesthetics.  The 
administration  of  chloroform  is,  according  to  the  admission  of  anaesthetists  them- 
selves, quite  exceptionally  dangerous  in  these  cases,  owing  to  the  risk  of  the  blood 
-finding  its  way  into  the  lungs  and  causing  suffocation  if  the  lar3mgeal  reflex  be 
abolished,  and  owing,  farther,  to  the  danger  of  collapse  occurring  if  the  anaesthetic 
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have  to  be  given  to  the  patient  in  the  sitting  position,  as  some  operators  insist  upon. 
Moreover,  the  after-effects  of  chloroform  are  too  likely  to  be  not  only  disagreeable, 
but  possibly  dangerous,  owing  to  the  bleeding  which  may  be  caused  by  vomiting.* 
Soreness  of  the  throat  often  persists  for  some  days  after  the  more  severe  operations 
which  are  performed  under  narcosis,  owing  to  the  bruising  of  the  adjacent  parts 
by  rough  handling,  the  surgeon's  forefinger  and  a  large  instrument  having  to  be 
used  together  in  a  very  small  space. 

In  adults,  the  application  of  a  10  to  20  per  cent,  solution  of  cocaine  will  dull 
the  sensibility  of  the  parts  sufficiently  to  enable  the  patient  to  bear  the  operation 
without  much  inconvenience ;  he  should,  however,  in  all  cases  be  warned  that  the 
sense  of  pain  will  not  be  altogether  abolished.  The  use  of  cocaine  has  the  further 
advantage  that  it  reduces  the  swelling  and  contracts  the  neighbouring  parts — 
a  matter  of  no  slight  importance  when  the  galvano-cautery  is  used.  Cocaine  also 
lessens  the  bleeding.  In  the  case  of  children  it  is  almost  useless ;  the  application 
of  the  solution  frequently  frightens  them  as  much  as  the  introduction  of  the  forceps, 
and  in  any  case,  it  can  only  be  employed  so  much  diluted  as  to  have  little  or  no 
anaesthetic  effect. 

In  slight  cases  in  children  whose  nasal  passages  are  not  obstructed,  and 
who  do  not  suffer  from  recurrent  attacks  of  earache,  otorrhoea,  or  deafness, 
nothing  more  is  necessary  sometimes  than  to  prescribe  an  alkaline  lotion  com- 
bined with  the  local  use  of  astringents,  and  the  internal  administration  of  syrup 
of  the  iodide  of  iron.  If  any  manipulative  procedure  be  required,  the  growths 
can  easily  be  scraped  away  with  the  finger-nail  or  with  Dalby's  nail  curette. 
In  adults,  simple  enlargement  of  Luschka*s  tonsil  may  be  effectually  dealt 
with  either  with  the  forceps  or  curette,  or  by  means  of  one  or  more  applica- 
tions of  the  galvano-cautery.  It  is  to  be  understood  that  this  latter  procedure 
should  always  be  carried  out  with  the  aid  of  the  post-rhinal  mirror.  The  mirror, 
when  by  means  of  it  the  correct  position  of  the  electrode  upon  the  hypertrophied 
tissue  has  been  seen,  may  be  further  employed  to  protect  the  neighbouring  parts 
during  the  cauterisation  by  introducing  it  behind  the  velum,  as  an  improvised 
palate  hook  and  guard. 

The  following  is  the  method  of  procedure  adopted  by  the  editors  in  ordinary 
cases  where  no  anaesthetic  is  required.  The  exact  position,  size,  and  consistence 
of  the  growth  having  first  been  ascertained  as  accurately  as  possible,  either  by 
palpation  with  the  index  finger,  or  with  the  help  of  the  post-rhinal  mirror,  the 
patient  is  placed  in  position  as  for  a  laryngoscopic  or  rhinoscopic  examination. 
Children  must  be  placed  at  a  convenient  height  for  the  operator,  and  the  head  and 
hands  should  be  controlled  by  assistants.  The  patient  should  be  instructed  to  open 
his  mouth  widely,  and  to  try  and  breathe  entirely  through  his  nose.  The  tongue 
must  next  be  depressed  with  the  left  index  finger,  and  the  light  thrown  upon  the 
back  of  the  pharynx.  The  blades  of  Lowenberg's  forceps  are  then  quickly  passed 
(closed)  behind  the  velum  in  the  middle  line,  and  as  much  of  the  growth  as  possible 
pulled  away.  This  procedure  may  be  repeated  five  or  six  times,  in  many  cases, 
before  the  amount  of  bleeding  or  the  restlessness  of  the  patient  makes  further 


'  On  the  question  of  the  use  of  anaesthetics  in  operations  for  the  removal  of  adenoid 
vegetations,  the  position  of  the  patient,  etc.,  see  Davis,  "On  the  Question  of  Anaesthetics  in 
Operations  for  Adenoid  Growths,"  Brit.  Med.  Joum.,  1890,  p.  855;  F.  Hewitt^  "Remarks  on 
the  Administration  of  Anaesthetics  in  Oral  and  Nasal  Surgery-,"  Lancet,  Jan.  10,  1891 ;  Fletcher 
Ingals,  "Hypertrophy  of  the  Pharyngeal  Tonsil,"  Med.  News,  Philadelphia,  March  21,  1891  ; 
Stlk,  "Notes  on  the  Choice  of  Anaesthetics,  etc.,"  Year  Book  of  Treatment,  1891,  p.  449;  and 
"Anaesthetics  for  Adenoid  Growths,"  Brit.  Med.  Joum.,  March  18,  1893,  p.  620.  The  use  of 
anaesthetics  in  these  operations  and  the  whole  question  of  the  treatment  of  adenoid  vegetations 
formed  the  subject  of  a  recent  discussion  at  the  Harveian  Society  (Brit.  Med.  Journ.,  Feb.  18, 
1893.  p.  355. '^5^^). 
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use  of  the  forceps  undesirable  or  impossible.  When  the  mass  of  the  growth  has 
been  removed,  the  cutting  edge  of  the  forceps  may  be  used,  if  necessary,  to  pick 
off  any  small  pieces  remaining  on  the  posterior  wall  of  the  pharynx ;  a  curette, 
however,  generally  answers  better  for  this  purpose.  The  finger-nail  or  the  curette 
is  then  employed  to  scrape  away  any  growths  left  in  Rosenmiiller's  fossai,  or  on 
the  vault  of  the  naso-phar)mx,  or  about  the  edges  of  the  choanae. 

The  illumination  of  the  parts  and  the  position  of  the  patient  make  the  use  of 
the  left  forefinger  as  a  guide  unnecessary.  With  a  little  care,  there  is  no  danger 
of  "getting  hold  of  and  detaching  the  projecting  end  of  a  Eustachian  tube,"  as 
feared  by  Edmund  Owe?i,^  or  of  tearing  the  mucous  membrane ;  there  is,  in  fact, 
much  less  risk  of  such  an  accident  than  when  the  forceps  is  used  in  laryngeal 
and  other  operations.  The  operator,  however,  should  be  careful  not  to  depress  the 
handles  of  the  forceps  too  much,  otherwise  the  blades  are  thrown  too  far  forwards, 
and  may  catch  the  posterior  edge  of  the  septum,  and  even  fracture  the  vomer,  or 
they  may  tear  the  mucous  membrane  of  the  palate ;  this  accident  is  more  likely  to 
happen  if  the  anterior  blade  of  the  forceps  has  a  cutting  edge.  Almost  all  recent 
modifications  of  that  instrument  are  free  from  this  drawback.  If  a  curette  be  used, 
care  must  be  taken  not  to  wound  the  faucial  orifices  of  the  Eustachian  tubes. 

If  an  anaesthetic  be  absolutely  necessary,  chloroform  is  preferable  to  ether,  as 
the  latter  is  likely  to  increase  both  the  nasal  obstruction  and  the  subsequent 
haemorrhage.  As  already  said,  the  anaesthetic  should  not  be  pushed  to  the  abolition 
of  the  laryngeal  reflex.  The  patient  should  lie  on  his  back  with  his  head  bent 
backwards,  and  hanging  over  the  end  of  the  table  with  a  hard  pillow  under  the 
neck.  Mason's  gag  is  next  introduced,  and  the  operator,  standing  on  the  right 
side  of  the  patient,  introduces  Lowenberg's  forceps  (or  a  Gottstein's  knife)  into  the 
naso-pharynx,  using  his  left  forefinger  as  a  guide,  and  removes  the  growth  piece- 
meal. The  pharynx  should  be  constantly  and  carefully  swabbed  out  with  sponges 
securely  fastened  to  suitable  holders.  Some  operators  think  it  safer  to  place  the 
child  on  his  side  or  abdomen  with  his  face  over  the  table  ;  in  this  position  the  blood 
runs  out  through  the  mouth  and  nose.  The  bleeding  is  sometimes  free,  but  is  seldom 
so  profuse  as  to  necessitate  any  active  measures  such  as  the  use  of  styptics,  the 
injection  of  hot  water,  or  plugging  of  the  posterior  nares ;  it  usually  ceases  with  the 
completion  of  the  operation  and  the  removal  of  the  gag. 

The  operation,  simple  as  it  appears  to  be,  is  not  absolutely  free  from  risk. 
Owen  says  he  has  heard  of  several  fatal  cases  of  removal  of  adenoids,  and 
he  gives  particulars  of  one  from  the  practice  of  '*an  accomplished  surgeon  and 
a  good  operator.*'*  Butlin  has  had  one  fatal  case  in  750  operations.^  In  the 
case  related  by  Owen,  the  haemorrhage  was  profuse,  and  at  the  post-mortem 
examination  the  bronchi  down  to  the  fine  ramifications  were  found  filled  with  blood. 
In  Butlin' s  case  only  a  few  adenoids  and  two  small  tonsils  were  removed,  and  very 
little  blood  was  lost.  The  patient,  a  delicate  girl  aged  fourteen,  had  partially  re- 
covered from  the  chloroform  before  the  operation  was  completed,  but  a  few  minutes 
afterwards  she  was  observed  to  be  very  pale  ;  she  was  pulseless,  although  the 
respiration  continued.  No  explanation  is  given  of  the  cause  of  death,  which  seems 
to  have  been  due  to  the  chloroform. 

Little  or  no  after-treatment \s  required.  When  an  anaesthetic  has  been  used,  it 
will  be  well  to  warn  the  friends  that  if  the  child  be  sick  it  is  likely  to  bring  up  the 
blood  which  has  trickled  into  the  stomach  during  the  operation.  Very  little  food 
should  be  allowed  for  the  first  twelve  hours.     The  patient  should  be  advised  to  stay 

'  Practitioner,  March  1893,  P*  '9^- 

'  Loc.  a't.t  p.  199. 

'  Brit.  Med.  Joum.,  Feb.  18,  1893,  p.  355. 
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indoors  from  three  to  ten  days,  according  to  the  severity  of  the  operation  and  the 
state  of  the  weather.  It  is  particularly  important  that  exposure  to  anything  likely 
to  cause  septic  infection  should  be  avoided.  The  nasal  passages  may  with  advantage 
be  carefully  washed  out  from  time  to  time  with  a  little  alkaline  or  Listerine  lotion, 
applied  either  with  a  small  syringe  or  by  means  of  the  nasal  spray.  The  syringing 
must,  however,  be  done  with  the  utmost  gentleness,  and  a  douche  of  only  moderate 
force  should  be  used,  othen\'ise  either  the  medicated  fluid  or  blood  or  discharge 
may  be  forced  into  the  tympanum  with  disastrous  results.  Constitutional  treatment 
may  also  be  needed  to  improve  the  patient's  general  condition.  If  evidence  of  mal- 
nutrition and  imperfect  assimilation  be  present,  the  diet  must  be  of  a  nourishing 
and  easily  digestible  character  :  milk,  malt,  the  hypophosphites,  iron,  cod-liver  oil, 
etc.,  must  be  given  according  to  the  indications.  It  is  most  important  that  the 
patient  should  live  under  the  best  possible  hygienic  conditions,  a  prime  factor  in 
the  building  up  of  a  more  powerful  vitality  being  fresh  air,  from  the  imperfect  supply 
of  which  he  has  been  suifering.  Attention  must  also  be  devoted  to  the  rooting  out 
of  the  faulty  habits  of  breathing  and  pronunciation  which  have  been  forced  on  the 
patient  by  his  condition.  In  long-standing  cases,  these  habits  may  often  have 
become  second  nature,  but  much  may  be  done  by  perseverance.  One  thing  to  be 
particularly  guarded  against  is  the  continuance  of  mouth-breathing.  This  must  be 
unlearnt,  and  the  habit  of  nose-breathing  must  be  acquired  by  constant  practice  ; 
the  patient,  in  fact,  must  be  taught  to  breathe  through  his  nose,  and  it  will  be  a  help 
to  him  in  the  attainment  of  this  end  if  he  be  reminded — of  course,  with  all  sympathy 
and  consideration — by  his  friends  when  he  is  breathing  in  the  old  unnatural  way. 
For  some  time,  the  patient  will  probably  continue  to  breathe  through  the  mouth 
during  sleep,  and  as  long  as  this  is  continued  the  throat  can  never  be  quite  healthy. 
The  habit,  if  it  can  be  overcome  in  no  other  way,  may  be  controlled  by  the  use  of 
an  apparatus  for  keeping  the  mouth  closed.  Defects  of  articulation  and  errors  of 
pronunciation  as  a  rule  quickly  disappear  in  children ;  in  older  patients,  where 
these  defects  have  become  inveterate  from  long  habit,  a  systematic  course  of 
elocution  under  a  competent  teacher  will  be  required. 

All  authorities  are  agreed  that  recurrence  of  adenoid  growths  after  thorough 
removal  is  extremely  rare.  Hovell^  has,  however,  found  it  necessary  to  repeat 
the  operation  three  times  in  the  case  of  a  patient  who  had  been  twice  operated  on 
before  she  came  under  his  care.  When  the  surgeon  trusts  entirely  to  his  finger- 
nail, "  recurrence  "  may  be  said  to  be  the  rule  rather  than  the  exception. 

From  the  necessarily  imperfect  sketch  that  has  been  given  of  adenoid  vegetations 
and  the  consequences  to  which  they  are  likely  to  give  rise,  it  will  be  seen  that  the 
disease  is  not,  as  has  sometimes  been  hinted,  a  phantom  of  the  specialist's 
scientific  imagination,  but  a  solid  reality  responsible  for  a  large  amount  of  pre- 
ventive suffering  and  disability.  Although  Meyer's  paper,  in  which  the  affection 
was  described  for  the  first  time,  was  presented  to  the  Royal  Medico-Chirurgical 
Society  in  1869,  his  discovery  is  not  even  now  so  well  known  to  the  profession  at 
large,  as  it  assuredly  ought  to  be.  Only  a  very  few  years  ago,  one  of  the  most 
deservedly  honoured  heads  of  the  profession  confessed  (in  private)  that  he  had  never 
heard  of  adenoid  vegetations,  and  from  this  it  may  be  inferred  that  a  large  number 
of  the  rank  and  file  are  in  the  same  condition.  Until  the  family  practitioner 
becomes  alive  to  the  frequent  existence  of  these  growths,  and  to  the  influence 
which  they  may  have,  not  only  on  the  health  but  on  the  happiness  and  on  the 
future  career  of  those  afflicted  with  them,  many  children  will  be  allowed  to  grow 
up  seriously  handicapped  for  the  race  of  life  by  deafness,  defective  articulation,  or 
other  infirmities,  who  by  timely  treatment  might  have  been  saved  from  such  a  fate. 

•  Brit    Med.  Journ.,  Feb.  18,  1893,  P-  SS^- 
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It  is  most  desirable  that  parents  also  should  understand  that  a  child  which  breathes 
through  its  mouth,  and  suffers  from  recurrent  attacks  of  deafness  and  earache, 
should  have  its  naso-pharynx  thoroughly  examined,  and  adenoid  vegetations,  if 
present,  removed.  In  addition  to  the  symptoms  directly  caused  by  the  presence  of 
the  growths,  children  who  are  the  subjects  of  them  are  apt  to  suffer  more  severely 
than  others  if  they  contract  scarlet  fever  or  diphtheria.  There  can  be  no  doubt  that 
many  cases  of  chronic  and  incurable  deafness  in  adults  are  due  to  post-nasal  growths 
which  were  unsuspected  in  childhood,  or  which  the  patient  was  left  to  "grow  out  of." 
It  cannot  be  too  clearly  understood  that  this  laisser-faire  policy  is  founded  on  a 
pernicious  superstition.  It  is  true  that  the  patient  does  sometimes  "grow  out  of" 
the  affection,  the  vegetations  tending  to  undergo  spontaneous  atrophy  about  the  time 
of  puberty;  but  unfortunately  he  does  not  "grow  out  of"  some  of  its  worst  con- 
sequences. These  in  adults  are  too  often  irremediable.  When  deafness  or  other 
disorder  of  the  auditory  function  brings  them  into  the  hands  of  the  aurist,  the 
middle  ear  is  often  hopelessly  disorganised.  The  terrible  and  ever-present  risk, 
under  such  circumstances,  of  the  formation  of  intra-cranial  abscess  must  also  be 
borne  in  mind.  In  addition  to  the  ear  affection,  the  general  health  may  have  become 
so  much  impaired  that  it  is  never  thoroughly  restored ;  the  deformity  of  the  face  and 
of  the  chest  may  persist ;  and  the  bad  effect  on  the  development  of  the  mental  facul- 
ties may,  as  pointed  out  by  SemoHj  *  remain,  even  if  the  growths  undergo  atrophy. 

In  view  of  these  too  probable  consequences  of  the  neglect  of  adenoid  vegeta- 
tions, the  editors  feel  that,  even  at  the  risk  of  appearing  to  take  a  somewhat 
alarmist  view  of  the  dangers  of  the  condition,  they  cannot  insist  too  strongly  on 
the  necessity  of  early  and  radical  treatment.  In  no  department  of  surgery  are  the 
results,  both  immediate  and  remote,  more  brilliant  than  in  this  ;  and,  as  has  been 
said,  the  operation  is  simple  and  practically  free  from  risk.  The  child,  which  before 
the  removal  of  the  growths  was  restless  at  night,  and  listless  and  dull  during  the 
day,  becomes  bright  and  lively  ;  earache  no  longer  troubles  him  ;  otorrhnea,  which 
had  resisted  all  other  treatment,  ceases  ;  the  speech  becomes  distinct  and  natural ; 
and  hearing  is  more  or  less  completely  restored.  Even  in  cases  in  which  the  con- 
dition is  of  relatively  long  standing,  and  some  deformity  of  face  has  resulted,  this  is 
in  time  to  a  great  degree  rectified  by  the  removal  of  the  condition  which  interfered 
with  the  development  of  the  parts.  The  previously  "  hide-bound  "  condition  (if  we 
may  so  terra  it)  of  the  brain  gives  way  to  a  normal  activity  of  the  intellectual 
centres ;  the  little  patient  passes  at  a  bound,  as  it  were,  from  a  state  which  is  in 
some  cases  little  better  than  vegetative  to  the  joy  in  life  for  its  own  sake  of  a  healthy 
growing  animal.  The  editors  are  confident  that,  as  adenoid  vegetations  come  to 
be  recognised  more  generally  by  practitioners,  and  are  therefore  more  frequently 
treated  in  an  early  stage,  the  deafness,  tinnitus,  and  other  ear  troubles,  which 
afflict  the  present  generation,  will,  to  a  very  large  extent,  disappear  in  the  next.*] 

Hypertrophied  tonsils,  which  are  often  the  original  cause  of  catarrhal 
inflammation  of  the  pharynx  and  middle  ear,  should  be  excised,  either 
entirely  or  in  part.  The  application  of  astringents,  or  cauterisation,  is  very 
tedious;  less  likely  to  prevent  their  reappearance;  and  with  each  fresh 
enlargement  a  renewed  attack  of  catarrh  usually  occurs,  inducing  a 
repetition  of  the  middle-ear  affection.  Their  removal  is  very  easy,  and 
the  after-treatment  rarely  lasts  longer  than  five  or  six  days,  so  that  as 


*  Discussion  at  the Harveian  Society  of  London  (Brit.  Med.  Joum.,  Feb.  18,  1893,  p.  356). 

*  For  further  details  on  this  important  subject  the  reader  may  be  referred  to  Meyer's 
original  paper  (Roy.  Med.  Chir.  Trans.,  1869);  Lowenberg's  monograph  on  the  subject; 
and  to  Text-books  on  Diseases  of  the  Throat  and  Nose. 
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their  physiological  importance  is  so  very  small,  no  hesitation  should  be 
felt  about  the  operation. 

If,  however,  tonsillotomy  be  objected  to,  cauterisations  may  be  practised. 
For  this  purpose,  the  author  generally  uses  a  solution  of  nitrate  of  silver 
(lO  to  15  parts  in  100),  applied  on  a  small  piece  of  cotton-wool  by  means 
of  the  forceps  drawn  in  Fig.  1 18.  With  these  not  only  the  tonsils,  but  the 
different  parts  of  the  post-nasal  space  may  be  conveniently  reached.  The 
hooks  on  the  rings  of  the  instrument  catch  each  other  and  lock  it,  so  that 
the  cotton-wool  or  sponge  cannot  fall  off.  These  cauterisations  should  be 
made  every  day,  or  less  often,  as  the  condition  may  demand. 

[Defects  of  hearing,  and  other  disorders  of  the  auditory  function,  are  comroon 
results  of  hypertrophy  of  the  tonsils.  In  such  cases,  as  in  most  other  forms  of 
throat  deafness,  the  symptoms  are  due  to  obstruction  of  the  Eustachian  tubes, 
whereby  proper  ventilation  and  drainage  of  the  tympanic  cavity  are  rendered  impos- 
sible.  The  obstruction  is  hardly  ever  the  result  of  the  direct  pressure  of  the  enlarged 
glands  on  the  walls  of  the  tube ;  it  is  generally  due  to  its  lumen  becoming  blocked 
by  excessive  secretion,  or  encroached  upon  by  catarrhal  thickening  of  its  lining 
membrane,  or  to  the  action  of  the  muscles  which  control  the  aperture  of  the  tube 
being  more  or  less  hampered.  Under  these  circumstances,  the  indication  clearly  is 
to  re-establish  the  permeability  of  the  passage  as  speedily  as  possible,  so  as  to 
afford  an  outlet  for  the  imprisoned  secretion,  and  thus  restore  the  normal  intra- 
tympanic  pressure. 

When  the  tonsils  are  greatly  enlarged,  treatment  by  the  application  of  astrin- 
gents, escharotics,  or  injections  is  tedious,  often  painful,  and  almost  always 
ineffectual.  The  glands  should  either  be  destroyed  by  ignipuncture,  or  removed 
with  the  tonsillotome  or  the  ecraseur. 

Ignipuncture  is  carried  out  by  means  of  the  thermo-  or  galvano-cauteiy.  This 
method  may  frequently  be  employed  with  advantage  where  excision  is  difficult  or 
impracticable,  or  when  it  is  contra-indicated  by  some  constitutional  peculiarity  on 
the  part  of  the  patient.  Thus,  for  instance,  when  the  tonsils,  though  considerably 
enlarged  in  the  vertical  or  antero-posterior  direction,  are  buried  between  the  pillars 
of  the  fauces,  and  do  not  project  inwards  into  the  throat,  it  is  impossible  to  get 
them  within  the  ring  of  the  tonsillotome,  and  the  hypertrophied  bodies  can  be 
satisfactorily  reached  only  with  the  cautery  point.  Ignipuncture,  again,  is  the  only 
operative  procedure  admissible  in  patients  who  are  the  subjects  of  the  haemorrhagic 
diathesis  or  of  Graves's  disease.  The  modus  operandi  is  very  simple.  A  10  or 
20  per  cent,  solution  of  cocaine  having  been  applied  to  the  part,  a  medium-sized 
electric  cauter>'  point  should  be  thrust  into  the  substance  of  the  gland  in  two  or 
three  places,  especially  into  the  orifices  of  crypts;  this  procedure  should  be 
repeated  at  intervals  of  a  week  or  ten  days  till  the  gland  is  destroyed.  The 
operator  should  be  careful  not  to  bum  the  tonsil  too  extensively  at  one  sitting, 
otherwise  there  is  a  risk  of  setting  up  serious  inflammation. 

In  the  case  of  tonsils  buried  between  the  faucial  pillars,  A/Z^rdT  (British  Med. 
Joum.,  June  4,  1892)  practises  enucleation  vi'xth.  the  fingers,  as  proposed  hy  Borelli,^ 
The  procedure  has  the  advantage  of  being  bloodless. 

When,  as  is  generally  the  case,  the  enlarged  glands  bulge  well  into  the  throat,, 
no  plan  of  treatment  is  so  simple  or  so  satisfactorj'  in  its  results  as  excision  of  the 


'  Gazz.   Med.  Ital,  Dec.    30,   1S61.     Borelli   had,  however,  been  anticipated    by  Celsus 
(De  Med.,  cap.  vii.,  sect.  12). 
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redundant  part.  The  most  convenient  instrument  for  the  purpose  is  Mackenzie's 
modification  of  Physick*s  tonsillotome  (Fig.  118/"),  or  the  improved  Fahnestock's 
guillotine.  In  adults,  when  the  tonsils  are  ver>'  large,  or  in  persons  with  any 
tendency  to  bleeding,  the  6craseur  may  be  used  with  advantage.  The  editors 
cannot  approve  of  the  use  of  bistoury  and  forceps  in  the  removal  of  tonsils  as 
recommended  by  Roosa  (p.  395)  and  others. 

When  operations  of  any  kind  are  performed  on  the  tonsils,  the  throat  should  be 
fully  illuminated  by  direct  or  reflected  light.  In  tonsillotomy,  an  assistant  standing 
behind  the  patient  (or  holding  him  on  his  knees,  if  a  child)  should  fix  the  head,  and 
press  forcibly  inwards  the  gland  which  is  to  be  removed.  The  operator,  having  first 
slightly  warmed  the  tonsillotome,  should  pass  it  into  the  mouth,  using  its  edge  as  a 
tongue-depressor  if  necessary,  and  pushing  the  ring  well  home,  so  as  completely  to 
encircle  the  projecting  part  of  the  gland.  The  judicious  exercise  of  a  little  force 
is  of  service  at  this  stage  of  the  operation,  and  failure  or  imperfect  removal  is  often 
the  result  of  too  gentle  a  method  of  procedure.  If  both  tonsils  be  hypertrophied, 
they  should  be  removed  at  one  sitting,  and  the  more  rapidly  the  operation  is  per- 
formed the  less  does  the  patient  feel  it.  Very  nervous  patients  may  be  prepared  for 
the  operation  by  a  short  preliminary  course  of  bromide  of  potassium.  Comparatively 
little  is  required  in  the  way  of  after-treatment.  The  patient  should  be  instructed  to 
eat  nothing  hard,  hot,  or  pungent  for  at  least  three  days  after  the  operation  ;  and 
it  will  be  well  for  him  to  stay  indoors  during  that  time.  The  wound  usually  heals 
without  trouble  in  a  week  or  ten  days.  If  there  be  any  pain,  one-eighth  or  one-fourth 
of  a  grain  of  morphia,  with  a  little  starch  or  bismuth  powder,  may  be  blown  over  the 
cut  surface,  or  pastilles  of  aristol  and  cocaine,  or  marsh-mallow  lozenges  may  be 
sucked  by  the  patient.  There  is  seldom  any  serious  haemorrhage,  either  immedi- 
ately after  the  operation  or  later  on.  If  there  be  any  bleeding,  however,  it  can 
usually  be  checked  without  difficulty  by  sucking  small  pieces  of  ice,  or,  better  still, 
pounded  ice  with  flour  dredged  over  it,  or  by  applying  styptics.  One  of  the  best 
for  this  purpose  is  a  saturated  solution  of  tannic  and  gallic  acid.  Small  sips  of 
this  should  be  swallowed  while  forcibly  contracting  the  fauces,  so  as  to  bring  the 
bleeding  surface  into  intimate  contact  with  the  styptic ;  or  finely  powdered  alum 
or  tannic  acid  may  be  blown  over  the  wound  with  an  insufflator,  a  method  of  treat- 
ment advocated  by  the  editors.  Novell  {'^x\\A%\i  Med.  Journ.,  May  21,  1892)  speaks 
well  of  the  direct  application  of  a  paste  made  of  one  part  of  gallic  acid  with  three  of 
tannic  acid,  with  the  addition  of  a  few  drops  of  water.  Having  rolled  this  paste  into 
a  mass  about  the  size  of  a  marble,  he  rubs  it  firmly  on  to  the  bleeding  surface,  at 
the  same  time  making  counter-pressure  from  the  outside  with  the  other  hand.  If  the 
haemorrhage  be  really  serious,  more  vigorous  measures  will  be  required ;  an  attempt 
may  be  made  to  find  the  bleeding  vessel,  which,  if  found,  should  be  seized  with  a 
pair  of  Spencer  Wells's  forceps,  and  tied  or  twisted  ;  or  pressure  may  be  made,  either 
with  the  finger  or  with  special  forceps  so  applied  as  to  compress  the  bleeding  point 
with  one  blade  in  the  mouth  while  the  other  blade  makes  counterpressure  on  the 
outside  of  the  neck  behind  the  angle  of  the  jaw.  Cases  have  been  recorded  in  which 
ligature  of  the  internal  or  common  carotid  has  been  found  necessary  {Arbuthnol 
Lane,  British  Med.  Journ.,  April  30,  1892).  Harrison  Cripps  has  pointed  out 
(ibid.)  that  the  bleeding  in  such  cases  is  almost  invariably  from  the  external  carotid, 
and  he  therefore  recommends  that  this  artery  should  be  tied  rather  than  the  internal 
carotid,  on  which  the  brain  depends  so  largely  for  its  blood  supply.] 

Gargles  may  be  of  some  assistance  in  naso-pharyngeal  catarrh,  but  it  is 
certain  that  only  in  the  rarest  instances  are  they  successful  by  themselves. 
Generally  the  liquid  only  acts  upon  the  mucous  membrane  of  the  mouth, 
as  the  patient,  to  avoid  swallowing  it,  instinctively  makes  the  soft  palate 
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tense,  and  draws  the  tongue  back  to  the  posterior  wall  of  the  pharynx. 
The  gargle  therefore  does  not  usually  reach  the  naso-pharynx  at  all.  The 
author  usually  instructs  his  patients  simply  to  allow  the  liquid  to  come 
into  contact  with  or  bathe  the  parts  by  inclining  the  head  backn^ards. 

To  make  applications  in  catarrhal  inflammations  of  the  nasal  fossae, 
syringing  through  the  nose  may  be  practised.  The  author  usually  employs 
for  such  injections  solutions  of  boric  add  (4  per  cent),  alum  (2  to  3  per 
cent.),  borax  (4  to  6  per  cent,),  or  tannin  (2  to  4  per  cent, — with  the 
addition  of  a  little  glycerine).  If  it  be  desired  to  bring  the  liquid  into 
contact  only  with  the  mucous  membrane  of  the  post-nasal  space,  all  that 
is  necessary  is  to  syringe  through  one  side  of  the  nose  ;  the  liquid  then 
flows  back  again  through  the  other  side  after  having  passed  over  the  upper 
region  of  the  phar^^nx.  But  if  it  be  required  to  pass  the  solution  through 
the  Eustachian  tubes  into  the  middle  ear,  the  second  nostril  should  be 
closed  more  or  less  completely  by  pressure  against  the  septum.  By 
regulating  this  pressure  one  may  also  regulate  the  quantity  and  the  force 
with  which  the  liquid  enters  the  tubes*  In  making  applications  merely 
to  the  post-nasal  space,  instead  of  syringing,  a  little  of  the  solution  may  be 
poured  through  the  nose  while  the  head  is  inclined  backwards.  Sprays 
also  may  be  often  used  with  advantage  instead  of  injections.  Prof, 
Schnihief^s  spray-apparatus  is  very  convenient  for  this  purpose,  /'oil 
Tn'iltsch  employs  a  syringe,  to  which  is  affixed  a  tube  furnished  with 
lateral  orifices. 

The  snii!iiig-up  of  astringent  solutions  is  usually  not  nearly  so  elEcactous  as 
syringing,  as  they  generally  only  penetrate  in  this  way  some  third  of  the  way  back. 
The  same  may  be  said  of  the  snuflin^-up  of  powders*  Alum*  or  some  other 
astrin^ijcnt  in  fine  powder,  is  employed  in  this  manner  (alum,  t  to  6  parts  j  powdered 
sugar,  6  parts). 

Any  of  the  above  methods  of  treatment  may  disorder  the  sense  of  smell  for 
a  time,  but  the  disturbance  soon  disappears. 

The  local  treatment  for  the  ear  is  to  be  directed  with  regard  to  thc^ 
changes  present  in  it. 

If  merely  the  commencement  of  the  Eustachian  tube  be  affected  by  1 
catarrh  of  the  naso-pharynx,  the  treatment  just  mentioned  will  be  sufficient? 
but  even  here  it  is  well  to  inOate  the  middle  ear,  since  the  troublesome 
feeling  of  pressure  is  thereby  relieved,  and  the  hearing  also  improved. 
It  often  happens  that  when  a  patient  is  first  seen,  the  inflammatory 
swelling  has  already  disappeared,  and  nothing  but  a  plug  of  mucus 
remains  in  the  first  part  of  the  tube,  causing  the  disagreeable  subjective 
symptoms.  If  in  such  a  case  the  ear  be  inflated  with  the  air-ball,  the 
mucus  is  very  often  driven  either  into  the  pharynx  or  into  the  mastoid  cells, 
upon  which  recovery  at  once  ensues. 

Inflation  of  the  middle  ear  with  the  air-ball  should  be  practised  with' 
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caution.  A  greater  force  than  is  necessary  should  never  be  employed,  as 
in  many  patients  very  disagreeable  symptoms  may  be  brought  about  in  this 
way  (giddiness,  faintness^  vomiting),  and  the  lympanic  membrane  may  even 
be  ruptured,  especially  if  it  be  fattily  degenerated  or  cicatricial.  In  the  case 
of  children,  the  author  simply  empties  the  air-bal!  without  anything  being 
done  on  the  part  of  the  child  (Schwartze).  With  adults  this  is  very  seldom 
effectual,  and  the  author  follows  Lueses  plan  of  directing  the  patient  to 
phonate  *'«"  (ah)  during  the  evacuation.  If  the  inflation  be  still  un- 
successful, he  employs  his  own  method,  in  which  the  patient  pronounces 
one  of  the  syllables  hak,  hel\  fuk,  hal%  hid\  /d\  while  the  air-ball  is  being 
emptied.  Finally,  should  this  procedure  be  still  without  result,  he  has 
recourse  to  Politzer's  process.  With  this  method,  the  pressure  and  the 
effect  produced  are  generally  greater  than  with  the  others,  but  it  is  at 
the  same  time  more  likely  to  be  followed  by  injurious  consequences.  In 
isolated  cases,  all  the  above  methods  are  without  eflfect,  and  one  must 
resort  to  the  catheter.  Even  with  this  it  may  happen  that  an  act  of 
swallowing  on  the  patient's  part  may  be  necessai'y  in  order  that  air  may 
be  forced  into  the  middle  ear  (Kramer). 

The  author  does  not  consider  it  proper,  especially  with  a  unilateral  affection » 
to  subject  the  ear  needlessly  to  so  severe  a  pressure  as  is  produced  by  the  Polilv?er- 
process,  and  expressed  this  opinion  soon  after  the  introduction  of  the  method. 
Schwartze^  says,  "By  injudicious  employment  of  Politzer^s  method  with  uni- 
lateral disease,  injury  may  result  from  the  effect  of  the  concussion  of  the  air 
upon  the  healthy  ear.  Transitory  tingling;  and  nishing  noises  are  of  frequent 
occurrence  from  the  process,  and  in  rare  cases  they  may  persist  for  some  time. 
Occasionally  vertigo  and  fainting,  and  even  epileptiform  seizures,  may  result.'* 
Such  incidents  are  rare  in  adults ;  but  the  author  can  recall  a  case  in  which  such 
severe  and  persistent  giddiness  with  headache  occurred  after  the  employment  of  this 
method,  that  the  patient  was  confined  to  his  bed  for  fourteen  days,  and  even  then 
he  had  a  whistling  noise  in  the  ear  which  did  not  disappear  again.  That  similar 
results  may  now  and  then  occur  is  probable,  and  indeed  Urbantschihch'*  has 
reported  such  cases*  Schwartze  remarks  that  **  the  great  value  of  the  method 
of  treatment  by  Politzerisation  is  not  lessened  because  injurious  effects  may  attend 
its  injudicious  employment  in  unsuitable  cases.*'  The  author  agrees  with  this,  but 
still  thinks  that  their  occurrence  indicates  the  necessity  for  much  caution  in  the 
use  of  the  process,  and  that  it  should  be  employed  only  when  less  energetic  means 
are  unsuccessful."" 

Simple  inflation  without  the  catheter  is  especially  indicated  where  the 
nasal  mucous  membrane  is  inflamed,  as  iri  such  cases  the  introduction  of  the 
instrument  is  often  unpleasant  or  even  painful,  and  the  mucous  membrane 
becomes  still  further  irritated.     If,  hoivever,  the  affection  be  limited  to  the 

*  Die  chirurgischcn  krankhcttcn  6,tA  Ohres,  p.  135. 

*  Lehrbucb,  p.  377. 
[*  The  possibility  of  an  injurious  result  following  upon  ^'  Politzer  5  proc<NS  **  has  been  greatly 

exaggerated.  Ill  effects  arc  so  rare,  it*  the  process  be  cautiously  and  properly  performed, 
that  they  may  be  almost  left  out  of  consideration.] 
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mucous  membrane  of  the  middle  ear,  the  author  prefers  to  employ  the 
catheter,  should  repeated  inflation  be  necessary.  With  other  methods, 
the  air  forced  through  the  nose  passes  in  all  directions  into  the  accessory 
spaces,  and  in  particular  may  injuriously  affect  the  eye.  This  is  not 
merely  a  theoretical  objection,  for  the  author  has  frequently  heard  complaints 
about  eye  troubles,  especially  of  dryness  and  a  feeling  of  weight,  in 
patients  in  whom  inflation  had  been  methodically  practised  for  a  consider- 
able period ;  and  he  has  also  often  seen  a  conjunctival  catarrh  follow. 

The  necessity  for  repeating  the  process  of  inflation  depends  upon  the 
subjective  and  objective  symptoms  actually  present.  In  certain  cases,  all 
troublesome  symptoms  may  disappear  after  a  single  application,  while  in 
others  it  may  be  advisable  to  repeat  the  treatment  several  times  daily. 

If  after  the  first  inflation  the  subjective  phenomena  entirely  disappear, 
then  one  may  wait,  at  all  events  for  some  time,  without  repeating  the 
process,  provided  this  be  not  indicated  by  the  objective  changes  which  may 
be  present.  Many  such  cases  occur  in  which  it  is  unnecessary  to  practise 
more  than  one  inflation.  If,  however,  the  subjective  symptoms  should 
return,  or  the  objective  conditions  are  such  as  are  likely  to  be  improved  by 
using  the  air  douche,  the  process  should  be  repeated  at  proper  intervals. 
Amongst  such  cases  those  may  be  particularly  referred  to  in  which  inflam- 
matory products  have  to  be  removed  from  the  middle  ear,  especially  from 
the  tympanum,  as  well  as  those  in  which  the  effect  of  pressure  is  desirable. 
The  pressure  of  the  inflated  air  is  to  be  regarded  as  one  mode  of  methodical 
compression,  and  acts  by  promoting  absorption.  Its  efficacy  should  not  be 
disregarded  or  undervalued  in  this  connection. 

With  great  hyperaemia  local  bleeding  may  be  beneficial,  especially 
if  the  subjective  noises  should  be  very  troublesome,  and  persist  after 
inflation  has  been  carried  out.  The  number  of  leeches  applied  must  be  in 
proportion  to  the  extent  of  the  morbid  changes,  and  to  the  condition  of 
the  patient ;  the  same  may  be  said  in  regard  to  repeating  their  application. 

Although  the  author  must  in  general  agree  as  to  the  abuse  of  treatment  by 
bleeding,  both  local  and  general,  which  is  even  yet  not  extinct ;  yet,  on  the  other 
hand,  it  must  be  admitted  that  the  limitation  of  bleeding  simply  with  the  object  of 
abating  pain  is  too  narrow.  Under  the  conditions  just  indicated  local  bleeding 
may  be  beneficial ;  but  if,  after  a  second  or  third  repetition,  no  good  effect  follows, 
nothing  more  is  to  be  expected  from  the  treatment.  Secondary  changes  in  the 
labyrinth  have  then  generally  occurred,  and  upon  these  the  bleeding  exercises  no 
good  influence,  and  may  possibly  be  even  injurious. 

The  use  of  vesicants  and  irritating  ointments  to  the  skin  in  the 
region  of  the  ear,  so  much  prized  by  the  public,  is  without  any  effect  in 
middle-ear  catarrh.  The  administration  of  saline  aperients  is  often  very 
useful  in  these  cases,  and   the  author  has  found  considerable  advantage 
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from  regular  courses  of  mineral  waters,  such  as  Friedrichshall,  Marienbad, 
Karlsbad,  Rukoczy,  especially  in  obviating  the  tendency  to  relapses. 

When  a  catarrh  is  treated  from  the  first  according  to  the  above 
indications,  if  no  other  affection  or  extraneous  disturbance  should  super- 
vene, recovery  often  takes  place  in  the  course  of  a  few  days,  or  at  most  in 
a  few  weeks.  If,  however,  this  be  not  the  case,  and  especially  if  there 
should  be  great  swelling  of  the  mucous  membrane,  treatment  by  injection 
through  the  catheter  may  be  employed.  For  this  purpose,  astringent 
solutions  may  be  used  of  the  same  strength  as  for  naso-pharyngeal 
catarrh.  At  the  commencement  of  the  disorder,  as  well  as  with  intense 
hyperaemia  of  the  mucous  membrane,  this  treatment  is  positively  injurious, 
since  it  tends  to  increase  the  hyperaemia ;  while  simple  inflation  with  the 
air-ball  has  on  the  other  hand  the  most  beneficial  effect. 

Politzer  *  has  recommended  plugging  the  external  auditory  canal  with  cotton- 
wool saturated  with  grease,  with  the  view  of  checking  the  absorption  of  air  in  the 
middle  ear,  and  so  preventing  the  depression  of  the  tympanic  membrane.  The 
result  has  proved  unsatisfactory,  as  the  desired  effect  is  not  attained,  and  the  noises 
in  the  ear  are  increased. 

If  the  catarrh  should  show  signs  of  becoming  chronic,  every  effort 
should  be  made  to  endeavour  to  prevent  this.  The  mode  of  life  of 
the  patient  and  other  circumstances,  such  as  occupation,  which  may 
prejudicially  influence  the  course  of  the  affection,  must,  if  possible,  be 
regulated. 

The  author  has  often  observed  that  catarrhs  which  have  existed  for 
weeks  have  quickly  disappeared  on  change  of  residence  from  town  to 
country.  The  effect  of  change  of  climate — in  winter  to  the  south,  in 
summer  to  a  more  bracing  situation — has  been  even  more  markedly 
advantageous. 

Chronic  catarrh  often  lasts  for  years  without  the  establishment  of 
perforation  or  otorrhoea.  Evacuation  of  an  abundant  exudation  from  the 
tympanum  has  not  unfrequently  to  be  effected  by  paracentesis  of  the  drum- 
membrane,  and  yet  the  incision  very  soon  heals  without  the  occurrence  of 
any  otorrhoea  worthy  of  notice.  On  the  other  hand,  in  cases  associated 
with  constitutional  disorders,  such  as  tubercle,  syphilis,  or  anaemia,  a 
tedious  discharge  may  become  developed. 

It  need  scarcely  be  said  that  the  application  of  remedies  to  the 
structures  of  the  external  ear  or  its  vicinity  can  have  no  direct  effect  upon 
the  mucous  membrane  of  the  middle  ear  so  long  as  the  tympanic  membrane 
is  not  perforated.  The  introduction  of  solutions  into  the  auditory  canal 
may  even  induce  irritation,  and  still  further  increase  the  disorder.     While 


'  *•  Uebcr  luftdichte  Verstopfung  des  Susseren  GehOrganges  als  Heilmittel  bei  chronischen 
Mittelohrkrankheiten."     Wiener  medicinische  Wochenschrift,  xvii.  Jahrg.,  1867. 
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therelbre  the  drum-head  remains  intact,  applications  to  the  latter  structure 
and  the  canal  should  be  avoided.  It  must,  however,  be  admitted  that 
absorbents  applied  in  the  immediate  neighbourhood  of  the  ear  are  some- 
times distinctly  of  service,  especially  iodine  and  mercurial  applications  in 
cases  of  long-standing  middle-ear  catarrh  in  scrofulous  or  syphilitic  subjects. 
They  may  be  used  as  ointments,  or  painted  on  in  solution  over  the  region 
of  the  mastoid  process. 

Though  local  treatment  by  way  of  the  auditory  canal  is  either  useless 
or  may  even  be  injurious  when  the  membrane  is  unaffected,  it  may  on  the 
other  hand  sometimes  be  employed  with  advantage  when  the  membrane  is 
perforated  and  otherwise  exhibits  signs  of  morbid  change,  or  when  the  canal 
also  is  in  an  unhealthy  state.  Remedies  may  likewise  be  introduced  in 
this  way  if  their  direct  action  on  the  mucous  membrane  of  the  tympanum 
be  desired,  though  the  more  certain  method  is  by  way  of  the  Eustachian 
tube. 

Politzer  proposes  to  cause  a  solution  to  be  drawn  into  the  tympanum  when  the 
membrane  is  perforated,  by  filling  the  auditor}'  canal  with  the  liquid,  and  then, 
while  closing  this  with  the  finger,  inflating  the  middle  ear  according  to  his  method. 
The  author,  after  following  this  treatment  for  some  time,  has  relinquished  it  on 
tinding  that  in  most  cases  the  solution  escaped  into  the  throat  without  exercising 
the  desired  effect  upon  the  mucous  membrane  of  the  tympanum. 

With  regard  to  any  morbid  conditions  present  in  the  auditory  canal 
or  tympanic  membrane  as  sequelae  of  the  inflammatory  process,  it  not 
unfrtquently  happens  that  they  disappear  by  themselves  on  abatement  of 
the  middle-ear  inflammation  and  cessation  of  the  irritating  discharges. 
Kven  granulations  developed  in  this  way  in  the  auditory  canal  occasionally 
disappear  spontaneously. 

On  the  other  hand,  the  treatment  of  such  conditions  as  may  tend 
to  produce  an  unfavourable  result  must  not  be  too  long  delayed.  Thus 
with  a  high  degree  of  narrowing  of  the  canal  from  swelling  of  the  soft 
structures,  dilatation  as  previously  described  must  be  carried  out  at  an 
early  period.  Polypoid  proliferations  also,  due  to  consecutive  inflamma- 
tion in  the  external  ear  and  impeding  the  escape  of  discharges,  must  be 
removed. 

riie  employment  of  medicated  vapours  formerly  held  an  important 
place  in  the  treatment  of  middle-ear  catarrh  ;  and  many  authors  still  lay 
Mtivj^s  upon  their  value.  The  author  also  used  vapours  extensively  at  one 
X\\\\K\  but  he  has  since  become  persuaded  that  quite  as  much  can  be  attained 
by  j4(»lutions  introduced  through  the  Eustachian  tube.  He  seldom  employs 
Vrtpiniis  now,  and  usually  only  when  treatment  by  injections  is  ineffectual, 
\\\  which  case  indeed  they  also  generally  fail.  He  does  not  wish  it  to  be 
uuvleiMtiHHJ  that  he  considers  the  vapour  treatment  of  no  value,  but  that 
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injections  will  effect  just  as  much  in  most  cases,  and  with  less  trouble  in 
the  application. 

Of  the  vapours  hitherto  employed,  that  of  a  solution  of  common  salt 
(i  to  I  per  cent.)  is  probably  most  effective.  Besides  this,  borax  (i  part  to 
water  200)  may  be  used ;  or  alum  of  similar  strength ;  or  sal  ammoniac* 

Bonnafont  used  tar-vapour.  With  the  exception  of  such  as  have  a 
sedative  action,  as  sulphuric  ether  and  chloroform,  and  sometimes  have 
a  beneficial  effect  upon  the  subjective  auditory  symptoms,  there  is  no 
particular  choice  to  be  made  between  them.  Perhaps  the  temperature  at 
which  they  are  mostly  used  is  to  be  regarded  as  the  useful  factor,  and  so 
far  therefore  the  employment  simply  of  steam  is  quite  as  efficacious  and 
less  troublesome. 

Carbonic  acid  gas  has  been  freely  used  and  praised  for  its  action  in  chronic 
catarrh.  For  this  purpose  it  is  prepared  from  carbonate  of  lime  and  dilute  hydro- 
chloric acid.     Experience,  however,  does  not  show  that  it  has  any  special  action. 

For  the  introduction  of  any  of  the  above  vapours,  the  force-pump 
apparatus  may  be  used.  With  substances  which  volatilise  easily,  a  few 
drops  may  be  poured  into  the  air-ball,  the  air  expressed  from  which  will 
then  be  impregnated  with  the  vapour. 

The  compressed-air  treatment  by  means  of  various  pneumatic  ap- 
paratus, to  which  such  good  results  have  been  ascribed  by  some  writers  in 
acute  and  chronic  aural  catarrhs,  is  in  the  author's  opinion  unnecessary,  as 
the  same  effect  may  be  attained  by  simpler  methods,  and  will  only  be 
desirable  when  certain  other  affections  are  also  present. 

The  use  of  various  medicated  baths,  as  of  iodine,  iron,  or  salt,  may  be 
beneficial  in  connection  with  ear-trouble  associated  with  general  disorders 
for  which  their  employment  is  indicated.  Brine  baths  are  particularly 
useful  in  the  case  of  persons  with  delicate,  sensitive  skins,  who  are  prone 
to  relapses.  Pagenstccher  recommends  the  methodical  use  of  warm  baths, 
and  some  patients  are  said  to  have  derived  benefit  from  the  Wiesbaden 
warm  baths. 

The  treatment  of  tedious  otorrhoea  occurring  in  chronic  middle-ear 
catarrh  with  perforation  of  the  membrane,  will  be  discussed  further  on  in 
connection  with  purulent  inflammation. 


'  Von  Troltsch  recommends  the  vapour  of  sal  ammoniac  to  be  introduced  in  the  nascent 
state.  An  apparatus  is  used  consisting  of  three  vessels  interconnected  by  means  of  glass 
tubes.  One  vessel  contains  strong  ammonia  ;  another  hydrochloric  acid ;  and  both  communi- 
cate with  a  third  containing  water  in  which  is  a  little  hydrochloric  acid.  Tubing  also  connects 
the  bottles  with  an  air-ball  which,  when  emptied,  drives  ammonia  vapour  and  hydrochloric 
acid  vapour  into  the  third  vessel,  where  they  combine  to  form  the  vapour  of  sal  ammoniac. 
From  the  last  they  pass  through  an  elastic  tube,  fitted  with  a  suitable  nozzle  to  adapt  it  to 
the  catheter.  [Many  simpler  forms  of  apparatus  for  producing  sal-ammoniac  vapour  are  now 
made,  and  may  be  readily  adapted  for  aural  use.] 


39^ 


DISEASES   OF  THE  EAR, 


B,   Piimknt  I njlam f nation  of  (he  Midtik  Ear  {Otitis  media  purulenta  s. 

suppurativa). 

Purulent  median  otitis  occurs  either  in  an  ear  up  till  then  free  from 
inflammation,  or  it  becomes  developed  as  an  exacerbation  of  an  existing 
catarrhal  process.  Unlike  the  latter,  it  is  nearly  always  unilateral,  and  is 
as  common  on  the  right  as  on  the  left  side. 

The  pus  produced  is  found  more  or  less  abundantly  on  the  free  surface 
of  the  mucous  membrane,  or  diffused  in  the  tissue  itself.  It  may  also 
occur  collected  at  certain  points  to  form  abscesses,  occasionally  even 
between  the  mucous  membrane  and  the  bone.  If  formed  rapidl}^  lacera- 
tions of  the  inflamed  structures,  especially  of  the  tympanic  membrane,  may 
be  brought  about;  and  purulent  otitis  is  in  general  characterised  by  the 
conspicuous  lesions  by  which  it  is  attended. 

Etiology, — The  various  injurious  influences  which  have  been  enumerated 
as  capable  of  causing  a  catarrhal  inflammation,  may  likewise  bring  about 
a  purulent  process.  In  this,  however,  the  presence  of  micro-organisms 
appears  to  play  an  important  part.  A  purulent  median  otitis  occurring 
in  connection  with  a  pneumonia  may  perhaps  depend  upon  this  cause 
(Fru'dlanda\  IVeichselbamn^  and  others)*  Whether,  however,  micro- 
organisms are  necessarily  associated  with  the  formation  of  pus,  has  not 
been  conclusively  settled. 

Traumatic  influences,  such  as  the  entrance  of  fluid  through  the 
Eustachian  tube  in  employing  Weber's  nasal  douche,  etc.,  favour  the 
development  of  purulent  inflammation.  It  has  often  been  induced  by 
plugging  the  nose  for  epistaxis  (Crcqui^  Gelle\  Guerder),  either  as  a  result 
of  the  presence  of  blood  w^hich  has  found  its  way  into  the  tympanum,  or 
as  consecutive  to  the  production  of  a  traumatic  pharyngitis*  So  also  a 
foreign  body  in  the  middle  ear  may  in  like  manner  cause  a  purulent 
median  otitis. 

Foreign  bodies  may  j^-^ain  admission  into  the  tympanum*  not  only  through  the 
eKtemal  auditor)'  canal,  but  also  through  the  Eustachian  tube.  Many  such  cases 
have  been  recorded. 

FUischmann  found  post  mortem  a  grain  of  barley  in  the  Eustachian  til  be  of 
a  man  who  had  complained  for  several  years  of  a  noise  in  the  ear  and  of  a  peculiar 
sensation  in  the  throaL  Heckscher^  relates  the  following  case:  A  patient  who 
had  middle- ear  catarrh  was  accustomed  to  catheterise  himself,  and  also  to  intro* 
duce  through  the  calhttcr  into  the  tube  a  raven's  feather  fastened  to  a  thin  piece 
of  whalebone.  On  one  occasion  the  feather  became  disconnected  during^  the 
manipulation,  and  remained  fixed  in  the  tube.  It  caused  pain,  and  he  felt  it  ever>* 
time  he  swallowed.  On  the  third  day  he  succeeded  in  dislodging  it  with  the  aid  of 
a  catheter^  and  removed  it  from  his  throat  with  his  finger.    Schall  reports  a  case 


'  Monatsschrift  fOr  Obrcnhcilkunde,  iv*  J«h  rg.,  N*  i* 


in  which p  during  a  nasal  injection,  a  small  piece  of  vulcanite  from  the  nozzle  of 
the  syringe  found  its  way  into  the  tympanum,  occasioning  severe  inflammation. 
Incision  of  the  drum-niembrane  was  performed,  and  the  foreign  body  extracted » 
upon  which  recovery  followed,  Urbanfschifsch  ^  quotes  a  case  where  a  piece  of 
the  panicle  of  an  oat  entered  the  throat,  and  from  there  passed  through  the 
Eustachian  tube  into  the  tympanum,  setting  up  a  purulent  intlammation.  With 
this  was  associated  a  circumscribed  inflammation  with  polypoid  proliferation  in 
the  auditory  canal,  which  remained  in  spite  of  active  treatment.  The  inflammation 
only  disappeared  after  the  foreign  substance  had  found  its  way  later  through  an 
aperture  in  the  tympanic  membrane,  and  thus  escaped. 

In  rare  instances  purulent  median  otitis  has  been  caused  by  a 
suppurative  inflammation  of  the  structures  in  the  cavity  of  the  cranium. 
The  pus  either  finds  its  way  through  some  canal  or  opening  in  the  temporal 
bone  into  the  spaces  of  the  middle  ear,  and  there  causes  inflammation 
with  perforation  of  the  tympanic  membrane  ;  or  else  it  brings  about  a 
carious  destruction  of  the  bone,  and  then  flows  through  the  passage  thus 
produced  into  the  tympanum,  Morgagm  attributed  every  otorrhoea  to 
probable  disease  of  the  intra-cranial  structures. 

The  author  has  been  able  in  certain  cases  to  diagnose  the  condition 
accurately.  The  last  case  occurring  in  his  hospital  practice  was  also  seen 
by  Prof.  V.  SchrOtten  In  this  instance,  the  pus  derived  from  a  cerebral 
abscess  discharged  itself  through  an,  until  then,  healthy  ear,  and  its  origin 
could  be  recognised  at  a  considerable  distance  by  its  characteristic  odour. 
Bcrndgeri '  relates  a  similar  case  which  he  observed, 

S.  A'o/tn^  observed  perforative  inflammation  of  the  middle  ear  during  dentition 
in  tw*o  cases.  He  believes  that  by  continuous  irritation  of  the  peripheral  ends  of 
the  fifth  nerve,  a  sympathetic  or  reflex  irritation  is  caused  of  the  nerves  with  which 
it  communicates  ;, vagus  and  glosso-phar)mgeal),  and  that  in  this  way  vaso-motor 
disturbances  are  induced  which  terminate  in  inflammation.  The  same  view  is  held 
by  Sexfon.^  Seiberi,^  however,  opposes  this  theory%  which  was  first  of  all  promul* 
gated  by  IVoakes, 

Amongst  the  general  diseases  which  are  fretjuently  followed  by 
purulent  inflammation  of  the  middle  ear,  the  exanthemata  are  most 
prominent — t\g.,  measks^  scariet  fever^  and  smali-pox.  It  may  likewise  be 
associated  with  tubcnk%  typhoid  fever ^  recurrent  fever  {Lttchhau  "j,  syphilis^ 
puerperal  affections^  Brighfs  disease^  pneumonia^  ulcerative  endocarditis, 
[influenza,  see  p,  JS/],  etc. 


'  *' Wanderung  cines  Rbpenastcs  durch  das  Mittclohrc/*  Berlin,  klin.  Wochenaclir.i  1878. 

*  Monalstchrift  fOr  Ohrcnhcilkunde,  xi.  Bd. 
'  New  York  Med.  Journ-,  1S85, 

*  "On  affections  of  the  car  arising  from  discaaca  of  the  teeth/'  Americ.  Joum.  of  the 
Med*  Sciences,  I57» 

»  New  York  Med.  Journ,,  1S86. 

"  ♦•  Ucber  Ohrcn*  mid  Au^nerkrankungren  bci  Febris  recurrcns."  Vlrch.  Arch.,  S2  Bd., 
1880,  Lmhhau  observed  purulent  median  otitis  in  180  out  of  300  cases  of  ear  aflection  which 
occurred  at  the  crisis  of  the  disease,  dunng  the  epidemic  of  1879-80. 


\ 


Even  the  purulent  form  of  inflammation  is  not  always  diffused  over  the  whole  of 

the  middle  ear.  but  is  sometimes  limited  to  certain  parts  of  it.     Such  a  demarcation 
can^  however,  only  verv--  rarely  be  made  out  during  life. 

In  typhoid  fever  may  be  observed  both  true  nervous  deafness  and  also  such  as 
is  due  to  catarrhal  and  purulent  median  otitis.  According  to  Bezold^  as  well  as 
Euienstein,^  with  whom  the  author  perfectly  agrees,  deafness  of  a  purely  nervous 
nature  sometimes  occurs  even  during  the  first  week  of  the  fever,  while  at  a  later 
period  inflammatory  middle-ear  affections  are  more  common.  He  cannot,  however, 
confirm  the  statement  of  BeztM,  that  perforation  of  the  drum-membrane  in  typhoid 
occurs  regularly  on  the  posterior  superior  segment,  and  but  seldom  below  the 
umbo  ;  the  author  has  seen  it  more  frequently  in  this  affection  in  the  anterior 
inferior  segment.  Hartmantt' i  observation,  that  in  his  cases  the  typhoid  patient 
first  became  hard  of  hearing  during  convalescence,  is  only  accidental. 

Course  and  Sypttptoms,  — The  symptoms,  even  at  the  commenceraent, 
form  quite  a  different  clinical  picture  from  that  of  the  other  varieties  of 
middle-ear  inflammation.  Ofiiis  medtn  suppnradva  is  noiabiy  a  febrile 
itistase,  unlike  the  catarrhal  affection.  Further,  while  in  the  latter  the 
subjective  symptoms  mostly  have  reference  to  the  auditory  nerve,  in  this 
form  the  prominent  phenomena,  even  at  the  begin ning,  relate  to  disturb- 
ances of  the  ordinary  nerves  of  sensation.  The  disease  announces  itself 
by  very  severe  and  continuous  piercing  or  tearing  pain  in  the  ear ;  over 
the  corresponding  side  of  the  head,  more  especially  at  the  back  part  and 
neck  ;  or  over  the  entire  head.  The  pain  is  often  greatly  increased  on 
pressure,  particularly  on  the  mastoid  process  when  the  inJlammation  has 
implicated  some  part  of  the  region.  With  the  pain,  high  fever  is  present^ 
sometimes  commencing  with  a  rigor,  and  only  abating  or  ceasing  when 
the  inflammation  has  passed  its  most  acute  stage.  In  children,  vomiting 
often  occurs  at  the  commencement,  and  on  this  account  the  disease  may 
be  mistaken  for  a  meningitis*  Owing  also  to  the  proximity  of  the  brain 
and  its  membranes,  and  to  the  numerous  vascular  communications  between 
these  structures  and  the  ear,  other  signs  of  cerebral  irritation  may  appear^ 
such  as  periodical  stupor,  which  may  increase  to  a  state  of  coma,  muscular 
spasms  of  the  most  varied  kind,  and  even  epileptiform  seizures. 


1 


The  author  has  frequently  seen  epileptiform  attacks  occurring  dunnsj  the 
un*e  of  purulent  intlammation  of  the  middle  ear  in  children,  and  Trautmann  and 
hwartze  have  recently  reported  some  cases  of  this  kind.  Trautmann  *  treated 
giri  aged  three  years  who  had  epileptiform  seizures  in  the  course  of  an  otitis. 
After  copious  evacuation  of  the  contents  of  the  tympanum,  only  one  further  attack 
occurred.  Schwarixe  observed  in  one  case,  a  fresh  appearance  of  the  eclampsia 
with  each  recumencc  of  a  middle-ear  catarrh.     Schwa^acA  *  observed  a  case  of 


^  •*  Ucbrr  die  Erkrankungen  dcs  Gch^rorgans  beim  Heo- typhus.**    Archtv  filr  Ohrcitbeil- 
kufide,  xxi.  Ek)> 

*  "  Die  AtTectioneti  de9  Gehdrorganes  im  Vcrt«iufc  des  tleo-typhus."     InAu^unU^DisserL 

■  Bcncht   tibcr  die   oiiAtnachc   Section  dcr  59.      VcfBammlutig  dcr  XaturforsLhcr   und 
Acrsetc  in  Berlin,  tS86w 

*  Monatsschrid  i^t  Ohrenheilkundc,  tSjS. 
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chronic  suppurative  median  otitis  which  had  caused  destruction  of  the  tympanic 
membrane  and  separation  of  the  auditory  ossicles.  There  was  also  a  retro -auricular 
abscess.  By  pressure  upon  the  inflamed  structures,  an  abundant  discharge  of  pus 
from  the  auditory  canal  took  place,  and  at  the  same  time,  especially  if  pressure  was 
made  upon  the  deeper  part  of  the  superior  wall  of  the  canal,  vertigo  and  horizontal 
oscillatory  movements  of  the  eyes  towards  the  left  occurred,  which  at  once  ceased 
when  the  pressure  was  taken  off.  The  symptom  disappeared  with  improvement  in 
the  ear  disorder.  Schwabach  attributes  the  phenomena  to  increased  intra-auricular 
pressure. 

The  deafness,  noises  in  the  ear,  and  other  subjective  symptoms 
which  may  be  present,  such  as  hyperaesthesia  acustica  and  double 
hearing,  depend  upon  the  same  conditions  as  in  the  catarrhal  form  of 
inflammation.  These  derangements  may  be  of  the  sound-conducting 
apparatus,  or  secondary  changes  in  the  labyrinth,  or  in  the  brain.  Per- 
versions of  the  sense  of  taste  are  observed  in  purulent  as  in  catarrhal 
otitis. 

Blau  ^  made  the  interesting  observation  in  a  case  of  suppurative  middle-ear 
disease  of  the  right  side,  that  the  tones  of  the  tuning-fork  were  heard  from  a  quarter 
to  half  a  tone  lower  by  the  right  than  by  the  left  ear,  while  with  bone  conduction 
they  seemed  of  the  same  pitch  on  both  sides.  This  condition  continued  for  some 
time  after  the  perforation  healed  ;  later  the  normal  perception  returned. 

The  objective  appearances  are  to  be  recognised  by  the  same  methods 
as  were  described  in  connection  with  middle-ear  catarrh. 

Enlargement  of  the  glands  in  the  neighbourhood  of  the  ear,  especially 
of  those  between  the  jaw  and  the  mastoid  process,  and  in  the  mastoid 
region,  is  frequently  observed  at  an  early  period.  Sometimes  intense 
inflammation  of  the  lining  membrane  of  the  mastoid  cells  occurs,  ac- 
companied by  slight  oedema  of  the  skin  in  the  region  of  the  mastoid 
process. 

The  mucous  membrane  of  the  tympanum  is  usually  attacked  first 
and  most  severely ;  and  as  the  mucous  layer  of  the  tympanic  membrane 
participates  in  the  process,  the  manifestations  of  this  very  soon  become 
apparent  At  first,  signs  of  hyperaemia  of  varying  intensity  are  noticed  ; 
later,  the  appearances  differ  with  the  course  of  the  affection.  The  redness 
and  swelling  of  the  tympanic  lining  of  the  membrane  produce  the  appear- 
ance represented  in  Fig.  10,  Plate  II.  The  drum-membrane  is  moderately 
convex  externally,  and  of  a  somewhat  livid  colour,  with  signs  of  more 
or  less  hyf)eraemia,  especially  in  the  more  vascular  parts.  With  the 
membrane  thus  inflamed  in  consequence  of  the  middle-ear  affection,  all 
the  changes  may  be  present  which  have  been  described  with  an  inde- 
pendent myringitis.     The  inflammatory  products  may  be  found  only  on 

'  •*  Mittheilungen  aus  dem  Gebiete  der  Erkrankungcn  des  ausseren  und  mittleren  Ohres.*' 
Archiv  fOr  Ohrenheilkunde,  xix.  Bd. 
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the  mucous  surface  of  the  membrane  in  connection  with  more  or  less 
destruction  of  tissue,  or  they  may  accumulate  in  larger  or  smaller  areas 
throughout  the  structtire  (abscesses).  Perforation  occurs  later,  either 
from  an  ulcerative  process,  or  through  the  pressure  caused  by  the  large 
quantity  of  inflammatory  products  which  are  formed.  It  is  not  difficult 
to  understand  the  possibility  of  a  very  rapid  disintegration  of  the  greater 
part  of  the  membrane  under  these  circumstances  in  certain  cases  of 
suppurative  median  otitis,  and  this  is  especially  observed  with  a 
diphtheritic  inflammation  occurring  in  the  course  of  scarlet  fever. 

The  development  of  a  perforation  may  sometimes  be  seen  to  take 
place  more  slowly.  OccasionaUy  unmistakable  signs  may  be  noticed  of 
the  destruction  of  tissue  which  is  going  on.  Fig.  1 1,  Plate  II.,  gives  a 
representation  of  the  appearance  of  the  same  drum-membrane  as  in 
Fig.  lO,  but  drawn  two  da^-s  later :  a  pustule  was  now  seen ;  and  next 
day  a  perforation  on  the  same  place  could  be  recc^nised.  Sometimes  a 
\-er>*  abundant  accumulation  of  inflammatory  products  in  the  tympanum 
breaks  through  the  inflamed  and  easily  ruptured  drum-membrane,  escaping 
thus  into  the  external  auditory  canal,  and  leaving  a  laceration  in  the 
membrane,  the  form  and  extent  of  which  may  vary  greatly. 

All  the  appearances  which  were  previously  described  as  occurring 
in  inflammation  of  the  tympanic  membrane,  may  be  present  in  purulent 
median  otitis  when  the  membrane  is  implicated  in  the  inflammatory 
process. 

Mention  must  once  more  be  made  of  perforation  of  the  membrane 
in  the  portio  Jlaccida^  above  the  short  process  (ShrapnelFs  membrane). 
This  usually  arises  from  purulent  middle-ear  inflammation,  and  may  be 
of  variable  extent.  It  may  be  looked  upon  as  one  of  the  most  unfavour- 
able complications.  On  account  of  the  irregular  spaces  in  the  portion 
of  the  tympanic  cavity  corresponding  to  this  part  of  the  membrane,  which 
generally  do  not  communicate  with  each  other  below,  it  is  very  difficult 
to  cleanse  this  region  thoroughly.  Carious  disease  of  the  upper  extremity 
of  the  malleus  and  the  incus  is  thus  readily  brought  about.  The  discharge 
of  pus  too,  formed  in  the  lower  part  of  the  tympanum,  is  naturally  scarcely 
possible  through  the  perforation,  by  reason  of  its  situation.  Such  per- 
forations attain  a  considerable  size,  and  when  of  long  standing  may 
even  induce  a  carious  erosion  of  the  neighbouring  bone.  In  this  manner 
the  aperture  may  become  larger  in  the  upward  direction,  and  the  head 
of  the  malleus,  as  well  as  the  crown  of  the  incus,  which  are  normally 
covered  by  the  external  lamina  of  the  horizontal  part  of  the  squamous 
portion  of  the  bone,  may  come  to  be  visible  through  the  auditory  canal. 

Perforations  of  the  pars  flaccida  are  not  unfrequently  associated  with 
other  lesions :  for  example,  with  extensive  perforations  in  other  parts  of 
the  membrane  ;  with  luxation  of  the  articulations  of  the  auditory  ossicles ; 
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with  exfoliation,  or  with  caries  or  necrosis  of  some  of  these  bones ;  and 
with  irregularity  in  position,  or  with  adhesion  of  the  ossicles  or  of  the  rest 
of  the  drum-membrane,  etc.,  etc. 

Thus,  in  a  case  of  the  author's,  of  which  the  condition  is  represented 
in  Fig.  119,  there  was  so  large  a  loss  of  substance  above  the  short  process, 
that  the  upper  ends  of  the  hammer  and  incus  were  visible.  Through  the 
extensive  perforation  in  the  lower  part  of  the  membrane  a  view  of  the 
tympanum  could  be  obtained ;  and  in  this,  besides  irregular  bands  of 
new  connective  tissue  passing  obliquely  over  the  inner  wall,  there  were 
to  be  seen  the  incudo-stapedial  articulation  above,  and  behind  and  below  the 
depression  of  the  fenestra  rotunda.  The  portion  of  the  membrane  still 
remaining  appeared  to  have  undergone  calcareous  degeneration. 

Fig.  120  represents  a  case  in  which  still  greater  destruction  had 
occurred.  The  membrane  was  quite  destroyed  up  to  the  anterior-superior 
segment,   which  was  still  in  connection  with  the  handle  of  the  malleus. 

Fig.  119  Fig.  12c. 


The  chorda  tympani  remained,  and  appeared  like  a  cord  passing  obliquely 
from  behind  forwards.  The  incus  was  quite  gone.  The  internal  wall 
of  the  tympanum  was  covered  with  an  adherent  membrane,  by  which  the 
depressions  of  the  fenestra  ovalis  and  fenestra  rotunda  were  obliterated ; 
the  position,  however,  of  the  former  being  indicated  merely  by  the  head  of 
the  stapes.  The  adherent  membrane  just  referred  to  may  perhaps  have 
been  partly  constituted  by  the  remains  of  the  mucous  layer  of  the  mem- 
brana  tympani.  The  malleus  was  drawn  completely  forwards,  and  below 
the  lower  extremity  of  the  handle  is  seen  an  aperture  through  which  air 
escaped  when  the  middle  ear  was  inflated. 

The  character  of  the  discharge  in  suppurative  median  otitis  is  at 
first  mostly  sero-sanguineo-purulent,  and  only  becomes  entirely  purulent 
gradually.     Its  quantity  is  variable,  and  generally  very  abundant. 

The  secretion  may  become  sanguinolent  {otitis  suppurativa  hcemot^ 
rhagica)  from  rupture  of  blood-vessels,  or  from  migration  of  red  blood- 
corpuscles.  After  a  short  time  the  blood  generally  disappears  again,  and 
the  exudation  regains  its  simply  purulent  character.  McBride  ^  explains 
the  rupture  of  vessels  in  such  cases  from  long-standing  occlusion  of  the 

*  ''Otitis  haemorrhagicr."     Zeitschrift  fQr  Ohrenheilkunde,  xv.  Bd. 
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Eustachian  tube,  combined  with  an  unyielding  tympanic  membrane^  as 
a  result  of  which  the  exhaustion  of  the  air  of  the  middle  ear  makes  itself 
felt  upon  the  walls  of  the  intra-tympanal  vessels. 

The  appearances  in  the  external  auditory  canal  differ  in  accordance 
with  the  extent  of  the  secondary  changes  which  ensue.  If  a  perforation 
of  the  membrane  has  taken  place,  the  pus  escapes  from  the  tympanum, 
and,  flowing  over  the  tissues,  renders  them  hyperEemic,  easily  excoriated, 
sensitive,  and  more  or  less  inflamed  upon  slight  cause.  The  symptoms 
then  manifested  will  be  those  of  diffuse  external  otitis  combined  with  those 
due  to  the  median  otitis. 

The  objective  changes  in  the  nose^  pharynx,  ami  Eustachian  tubes  are 
to  be  investigated  and  explained  on  the  same  principles  as  in  the  catarrhal 
form  of  inOammation.  There  is  often  considerable  narrowing  of  the  tubes, 
occasioned  by  inflammatory  swelling  of  the  mucous  membrane  ;  and  much 
care  must  be  exercised  in  the  employment  of  bougies,  on  account  of  the 
ease  with  which  the  lining  membrane  may  be  injured— a  result  entailing 
possible  consequences  more  serious  here  than  with  middle*ear  catarrh. 

In  most  cases  the  morbid  process,  when  it  has  reached  this  stage, 
subsides  ;  the  fever  gradually  abates,  the  formation  of  pus  lessens,  and 
the  perforation  eventually  heals.  The  time  required  for  this  varies  from 
three  weeks  to  three  months,  and  even  longer,  chiefly  on  account  of  the 
more  or  less  slow  process  of  cicatrisation.  Cases  occur,  however,  in  which 
other  complications  arise  during  the  course  of  the  inflammation. 

Amongst  such  consequences  may  be  first  mentioned  the  partial  or 
complete  disconnection  of  the  auditory  ossicles  from  one  another.  With 
destruction  of  the  intra-articular  connections,  the  articular  ends  of  the 
ossicles  may  still  remain  in  contact,  or  they  may  be  separated  to  a  greater 
or  less  extent.  In  this  w*ay  those  displacements  are  brought  about  which  are 
denoted  subluxations  and  luxations  of  the  bones*  The  ossicles  may  likewise 
undergo  considerable  displacement  by  certain  forces  (muscular  contractions), 
or  on  account  of  the  position  of  the  patient's  head  at  the  time  when  they 
become  separated  from  their  connections.  Such  separations  usually  take 
place  only  after  more  or  less  extensive  destruction  of  the  drum-membrane, 
and,  if  complete,  one  or  more  of  the  ossicles  may  be  carried  away  with 
the  discharges*  In  this  manner  perfectly  healthy  bones  are  sometimes 
exfoliated,  while  in  other  cases  they  are  only  partly  loosened  from  their 
connections,  and  if  their  nutrition  is  then  defective  some  portion  of  their 
structure  becomes  necrosed. 

The  most  common  articular  disconnection  is  that  between  the  descend- 
ing process  of  the  incus  and  the  head  of  the  stapes.  In  proportion  to  the 
large  number  of  cases  of  purulent  middle-ear  inllammations  coming  under 
observation,  the  instances  are  very  rare  in  which  all  the  auditory  ossicles 
have   undergone  disarticulation.      The   incus    becomes    most   frequently 


separated  from  its  connections ;  more  rarely  the  malleus,  and  still  more 
uncommonly  the  stapes.  Instances  in  which  all  three  bones  are  dis- 
charged together  as  a  result  of  puruleni  middle-ear  disease  are  excessively 
rare,  and  are  almost  always  associated  with  scarlet  fever. 

It  may  happen  that  one  of  the  ossicles^  especially  the  incus,  becomes 
partially  or  completely  separated  from  its  attachments,  without  destruction 
or  even  perforation  of  the  tympanic  membrane^  and  it  may  undergo  displace- 
ment in  various  ways.  The  state  of  things  represented  in  Fig.  I2I  may 
thus  be  accounted  for.  The  preparation  is  from  the  temporal  bone  of 
a  girl  aged  twelve,  who  died  from  typhoid  fever,  and  who  was  a  congenital 
deaf-mute.  In  the  left  ear  the  Eustachian  tube,  membrana  tympanip  and 
malleus  were  quite  normal  ;  the  stapes  retained  its  natural  position  and 
connections  ;  the  mucous  membrane 

Fig.   121. 


Pelroua  portion  of  the  temporal  bone.  The 
roof  ol  the  tympanic  cavity  and  mastoid 
ctUs  has  been  removed* 


I  h  W 

A,  Head  of  the  malleus ;  /,  anterior  ligament 
of  the  malleus;  /,  tendon  of  the  tensor  tym- 
pani  muscle;  5,  head  of  the  stapes  with 
the  tendon  of  the  stapedjus  muscle ;  a  a\ 
inctis. 


of  the  tympanum  was  nowhere 
notably  changed,  and  the  tympanic 
cavity  was  of  normal  size  and  con- 
dition.  The  incus  was,  however, 
disarticulated  from  the  malleus  and 
the  stapes,  and  was  found  lodged 
in  one  of  the  mastoid  cells,  close 
to  the  antrum  mastoideum,  with 
its  crown  directed  downwards  and 
the  long  process  upwards.  It  was 
retained  in  this  situation  by  newly 
formed  connective  tissue.  After 
separation  from  its  normal  connec- 
tions— probably  in  early  infancy, 
or  perhaps  even  dtiring  intra- 
uterine life — one  must  suppose  it  to  have  fallen  into  the  position  in  w^hich 
it  was  found  through  the  mastoid  fossa,  which  is  large  in  the  temporal 
bone  of  the  child. 

The  formation  of  pus  in  the  mucous  membrane,  and  between  this  and 
the  bone,  has  been  before  referred  to,  and  from  this  may  result  destruction 
of  the  former  and  caries  of  the  latter.  Sometimes  the  development  of  an 
abscess  in  this  way  may  be  accurately  followed.  If  it  be  situated  on  the 
inner  wall  of  the  tympanum,  and  the  drum-membrane  has  been  destroyed, 
it  appears  as  an  intensely  red  or  perhaps  yellowish  swelling,  which  gives 
signs  of  fluctuation  upon  examination  with  the  probe. 

The  tissue  destruction  which  may  result  from  purulent  inflammation 
in  the  tympanic  cavity  and  in  the  mastoid  cells  may  also  occur  mutatis 
mutandis  m  the  Eustachian  tube.  Here  also  the  morbid  process  may 
go  on  to  abscess  formation  with  all  its  consequences.  The  pharyngeal 
abscesses  which  may  be  thus  formed  are  particularly  noteworthy.     They 
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are  to  be  looked  upon  as  gravitation-abscesses  following  upon  a  solution 
of  continuity  in  some  part  of  the  tube.  Such  discontinuities  of  structure 
may  occur  on  the  anterior  membranous  wall,  or  at  the  isthmus  tubae  ;  the 
cartilaginous  portion  being  in  the  latter  situation  loosened  from  its  connec- 
tion with  the  osseous  part  of  the  tube.  The  pus  then  either  becomes 
effused  between  the  tissues  of  the  soft  palate,  or  if  this  remain  unim- 
plicated,  ihe  matter  gravitates  into  the  structures  at  the  back  part  of 
the  post-nasal  space  (retro-pharyngeal  abscess).  The  tissues  there  swell 
up  and  narrow  the  pharynx,  impeding  deglutition,  and  likewise  respiration, 
even  perhaps  to  the  point  of  asphyxia.  In  infants  especially,  in  whom  the 
anatomical  peculiarities  of  the  tube  greatly  favour  this  dangerous  result, 
it  is  incumbent  upon  the  surgeon  to  attend  most  carefully  to  the  structures 
of  the  pharynx,  inasmuch  as  an  oversight  in  such  a  condition  may  cost  the 
child  its  life.  Not  only  in  children,  but  also  in  adults,  the  author  has 
frequently  had  to  operate  in  such  cases  of  gravitation-abscess,  and  some- 
times he  has  been  able  to  pass  a  suitably  bent  probe  through  the  incision 
made  in  the  soft  palate  into  the  tympanum,  where,  as  the  tympanic 
membraije  had  been  destroyed,  it  could  easily  be  seen  through  the 
auditory  canal 

He  has  also  repeatedly  observed  in  cases  of  purulent  median  otitis, 
a  complete  separation  of  the  cartilaginous  from  the  osseous  portion  of  the 
Eustachian  tube,  with  diftlision  of  pus  into  the  pharyngeal  structures, 
the  parotid  gland,  and  the  lateral  cervical  region.  Sometimes  the  pus 
accumulates  in  the  vicinity  of  the  articulation  of  the  lower  jaw  ;  the  capsule 
of  which,  however,  resists  erosion  for  a  long  time.  In  the  author's  collec- 
tion are  six  preparations  from  cases  in  which  such  purulent  accumulation 
around  the  joint  occurred  after  complete  separation  of  the  cartilaginous  from 
the  osseous  section  of  the  tube  ;  in  one  instance  only  was  the  articulation 
actually  opened. 

Moreover,  a  solution  of  continuity  of  the  structures  of  the  Eustachian 
tube  is  by  no  means  a  necessary  antecedent  condition  to  these  abscesses 
in  the  neighbourhood  of  the  maxillary  articulation.  In  the  Glasamn 
JtssufTf  which  is  especially  wide  in  children,  a  communication  exists  by 
which  pus  may  find  its  way  into  this  region  from  the  tympanum. 
It  is  obvious,  therefore,  that  particular  scrutiny  of  the  parotid  region 
is  necessary  during  the  course  of  this  disease, 

Moorhead^  observed  in  a  boy  fifteen  years  of  age  an  abscess  of  the  tympanum, 
accompanied  by  fever  and  severe  pains  over  the  whole  of  the  left  side  of  ihc  head. 
It  discharged  through  the  Eustachian  tube.  The  breath  wasfa'tid,  but  this  SYtnptom 
disappeared  later,  and  recovery  ensued. 

Not  infrequently   the   inflammation   extends  from  the  cells  of  the 
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mastoid  process  to  the  periosteum  covering  the  external  surface  or  the 
bone.  This  extension  is  generally  brought  about  through  the  vessels  and 
other  connective-tissue  structures  passing  between  the  parts  by  way  of 
the  squamoso-mastoidal  fissure,  or  the  interstices  and  fissures  representing 
this.  Abnormal  communications  may  also  contribute  to  produce  the  same 
result. 

In  the  same  way  as  the  middle-ear  inflammation  may  extend  out- 
wards, so  it  may  likewise  pass  inwards  towards  the  cranial  cavity.  The 
natural  paths  by  which  such  an  extension  may  take  place  are  very 
numerous,  and  sufficiently  ascertained  from  a  knowledge  of  the  anatomy 
of  the  temparal  bone.  Such  are  the  apertura  spuria  caualts  Fallopii^  the 
internal  auditoty  meatus^  Ihe  aqueducts  of  the  vestibule  and  cochlea^  the 
petro^mastoid  canal  (Voltolim\  and  the  can  a  lieu  It  tympanici  and  carotico- 
iympanici. 

Individual  peculiarities  in  the  bone  likewise  play  a  large  part  in  the 
matter^  while  the  nature  of  the  osseous  substance  itself  has  also  an 
influence  upon  the  course  of  the  affection.  A  vascular,  diploetic  bony 
tissue  is  usually  much  more  easily  attacked  than  one  firmer,  and  poorer  in 
blood-vessels.  Most  frequently  it  is  seen  that  a  middle-ear  inflammation 
extends  to  the  sigmoid  sinus  of  the  dura  mater,  and  leads  there  to  a 
thrombosis  and  phlebitis,  from  which  further  inflammatory  phenomena 
ensue  in  the  brain  and  its  membranes.  The  dura  mater  covering  the  roof 
of  the  tympanum  may  also  sometimes  be  observed  to  become  affected,  and 
consecutively  to  this  a  thrombosis  of  the  petrosal  sinus,  of  the  bulbus 
venae  jugularis,  etc.  In  other  cases,  wandering  pus*cells  and  micro- 
organisms are  undoubtedly  transmitted,  and  also  emboli,  which  pass 
along  the  vessels  and  are  deposited  as  excitants  of  inflammation  amongst 
the  structures  of  the  cranial  cavity.  It  is  also  clear  that  extension  of 
the  morbid  process  will  occur  more  easily  when  caries  of  the  bone  is 
present. 

Reference  must  be  made  to  inOammation  in  the  carotid  canal  around 
the  carotid  artery,  which  may  occur  in  connection  with  purulent  infiamma- 
tion  of  the  middle  ear.  Of  this  complication  the  author  has  been  unable 
up  till  now  to  find  any  description  or  report,  but  it  is  nevertheless,  accord* 
ing  to  his  experience,  not  at  all  rare.  In  such  cases  the  structures  lining 
the  wall  of  the  canal  are  found  to  be  loosened  in  texture  and  infiltrated 
with  pus-corpuscles,  and  pus  is  likewise  not  unfrequently  found  collected 
between  them  and  the  wall  of  the  canaL 

A  prolonged  infiammatory  process  of  this  kind  may  also  lead  to 
hyperplasia  of  the  walls  of  the  vessel ;  and  this,  as  will  be  shown  later, 
may  be  of  serious  importance  in  respect  of  the  life  of  the  patient.  If  the 
jugular  vein  become  involved  in  the  inflammation,  it  is  the  intima  which 
is  mostly  affected ;  phlebitis  occurs  with  its  various  manifestations  ;  and 


here  also,  as  with  the  carotid  artery,  hyperplasia  is  brought  about  when 
the  morbid  process  is  of  long  duration. 

Pus  or  other  possible  infective  materials  derived  from  the  middle  ear 
may  be  transmitted  either  along  the  natural  histolog^ical  lines  of  the  tissues, 
or  may  be  carried  through  the  blood-vessels,  and  lodged  in  different 
organs.  Metastatic  abscesses  may  in  this  way  become  developed  in 
distant  parts,  and  accompanied  by  the  establishment  of  the  general 
symptoms  of  pypemia.  Thus  there  may  arise,  inOammation  in  the  brain 
and  its  membranes,  inflammation  of  the  lungs,  liver,  spleen,  glands,  the 
articulations,  the  pleura,  peritoneum,  etc.^ 

If  the  possible  complications,  as  well  as  the  influence  of  various 
external  conditions  and  of  morbid  constitutional  states  upon  the  course  of 
the  affection,  be  considered,  it  will  be  apparent  that  this  may  be  considerably 
modified  in  different  cases  \  that  the  otitis  may  readily  take  on  a  chronic 
character ;  and  that  both  the  subjective  and  objective  symptoms  may 
exhibit  great  variety. 

In  regard  to  the  prognosis^  we  have  to  consider  first  of  all  the 
question  as  to  danger  to  life,  and  secondly  that  in  respect  of  the  hearing 
power,  and  other  derangements  which  may  have  been  developed.  In 
reference  to  the  first  consideration  it  is  to  be  observed  that  the  gravity  of 
the  disease  ought  not  to  be  underrated.  Various  contingencies  may  arise 
which  it  may  not  be  possible  to  recognise,  and  which  may  greatly  infiuence 
the  course  and  termination  of  the  disease* 

With  the  best  knowledge  and  experience  also  it  may  be  impossible 
always  to  prevent  with  certainty  an  inward  extension  of  the  affection. 
This  unsatisfactory  position  is  however  modified  to  some  extent  by 
the  fact  that,  notw^ithstanding  the  large  number  of  cases  of  purulent 
middle-ear  disease  which  occur,  a  fatal  termination  is  extremely  rare,  and 
that  such  a  result  is  generally  brought  about  by  caries  and  necrosis,  the 
presence  of  which  may  usually  be  diagnosed.  In  such  cases,  moreover, 
the  existence  of  some  associated  general  affection,  or  the  history  of  the 
entire  course  of  the  disease,  furnishes  as  a  rule  trustworthy  data  in  regard 
to  the  prognosis.  The  age  of  the  patient  is  also,  according  to  the  author's 
experience,  of  importance.  In  earliest  infancy  the  sigmoid  sinus,  through 
which  the  morbid  process  mostly  extends  to  the  brain  and  its  membranes, 
is  separated  by  a  much  greater  thickness  of  bone  from  the  mastoid  cells 
than  in  adult  life.  This  is  likewise  often  the  case  in  later  years,  when 
these  cells  not  unfrequently  become  obliterated  to  some  extent*  A  barrier 
is  in  this  way  opposed  to  the  extension  of  the  inflammatory  process  in 
childhood  and  in  old  age,  which  does  not  exist  at  other  periods  of  life* 

'  [t^.  Sir  Dye*  Duckwotih  on  the  Remote  ElTects  of  Suppurative  Otitis.  Med.  Annual,  1S90, 
p.  245.  Also  EuUttsfan,  '*  Uebcr  pydmiachc  Metastasen  bei  acuten  Erkrankun^en  tm  f^chU- 
fenbein.**    MonatascKrift  fUr  Ohrcnhcilktmdc,  junt,  1^3.] 
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We  thus  find  as  a  matter  of  experience  in  purulent  median  otitis 
occurring  in  children  or  in  aged  persons^  that  the  disease,  if  it  ex- 
tend itselfp  generally  does  so  externally,  and  only  exceptionally  in  the 
direction  of  the  cranial  cavity.  In  such  individuals,  therefore,  we  shall 
be  justified  in  regarding  the  disease  of  the  ear  with  somewhat  less 
anxiety* 

Particular  attention  must  be  drawn  to  the  fact  that  even  in  cases  in 
which  the  intensity  of  the  subjective  symptoms  has  in  some  measure 
abated,  and  even  where  the  fever  has  likewise  disappeared,  all  danger 
cannot  be  thought  to  have  ceased;  though  it  is  as  a  rule  true  that  the 
course  of  the  disease  is  then  towards  recovery.  Sometimes  it  happens, 
even  at  an  early  period,  that  the  morbid  process  undergoes  a  slight 
temporary  remission — only  however  to  be  soon  renewed  with  greater 
violence.  It  is  only  when  the  fever  has  completely  disappeared,  the  pain 
in  the  ear  and  head  quite  gone  or  almost  so,  the  swelling  of  the  mucous 
membrane  of  the  middle  ear  diminished,  and  a  reasonable  certainty  exists 
that  no  serious  complication  has  ensued,  that  all  danger  to  life  may  be 
considered  to  have  vanished. 

The  patient  must  generally  have  remained  well  for  some  considerable  time 
before  his  recovery  can  be  regarded  as  complete.  The  follow  in  j^  case  observed 
by  the  author  cxemplities  this  statement.  A  strongly  built  railway  labourer,  aged 
forty,  was  attacked  with  a  severe  purulent  inflammation  of  the  middle  ear  on  the 
right  side,  with  perforation  of  the  drum -membrane.  Periostitis  in  the  mastoid 
region,  with  the  formation  of  an  abscess,  soon  occurred.  The  abscess  was  opened 
behind  the  auricle^  and  the  condition  treated  in  the  usual  manner*  At  the  end 
of  six  weeks  the  patient  had  so  far  recovered  that  he  could  be  discharged.  The 
perforation  of  the  membrane  had  healed,  and  only  a  cicatri-K  remained  behind  the 
auricle  from  the  abscess.  Auscultation  of  the  middle  ear  indicated  that  the  con- 
dition there  was  normal ;  the  noises  in  the  ear  had  disappeared,  and  the  watch 
could  be  heard  on  contact  with  the  cranium ,  and  at  a  distance  of  6  cfn.  Three 
months  after  dismissal  he  came  again,  complaining  of  severe  headaches.  There 
was  no  fever,  and  no  other  apparently  important  symptom*  The  appearances  in 
rhe  ear  were  the  same  as  on  his  discharge  from  the  hospital.  He  was  accordingly 
transferred  to  the  care  of  Prof,  Duchek,  who  was  inclined  to  look  upon  the  case  as 
one  of  transient  gaslric  disorder.  He  was  rigidly  dieted,  and  a  weak  solution  of 
quinine  prescribed  ;  but  the  pains  in  the  head  became  so  severe  in  the  course  of  the 
next  two  days  that  he  returned.  During  the  following  two  days,  during  which  there 
%vas  high  fever,  it  became  clear  that  the  case  was  really  one  of  grave  cerebral 
mischief.  On  the  third  day  after  admission  he  became  insensible,  and  on  the  fifth 
day  he  died.  On  post-mortem  examination,  an  abscess  as  large  as  a  hen's  ^^%  was 
found  in  the  right  temporal  lobe»  its  walls  giving  evidence  that  it  was  of  considerable 
duration.  In  the  corresponding  temporal  bone  no  abnormality  could  be  seen  beyond 
moderate  thickening  of  the  drum-membrane  and  of  the  lining  membrane  of  the 
mastoid  cells.  There  can  be  little  doubt,  however,  that  the  origin  of  the  abscess 
is  to  be  referred  to  the  middle- ear  disease  from  which  recover}^  had  taken  place. 

Rigors  have  an  unfavourable  signification.  They  are  usually  to  be 
regarded  either  as  a  sign  of  an  exacerbation  of  the  local  affection,  f»r  of 
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secondary  implication  of  the  brain  and  meninges,  or  they  may  indicate  the 
onset  of  pyaemia.  The  development  of  some  affection  of  the  thoracic 
organs  in  association  with  fever  constitutes  a  group  of  equally  bad 
symptoms. 

Sometimes  a  severe  purulent  inflammation  of  the  pleura  appears  in 
connection  with  a  pyaemia,  and  rapidly  proves  fatal.  It  generally 
announces  itself  with  violent,  stabbing  pains  in  the  chest.  Peritonitis  may 
also  result  from  a  suppurative  middle-ear  affection.  It  is  one  of  the  most 
uncommon  complications,  but  in  all  the  cases  observed  by  the  author  it 
has  terminated  fatally. 

The  hearing  capacity  is  naturally  much  endangered  by  this  disease. 
An  unfavourable  result  of  this  kind  will  depend  in  the  first  place  on  the 
extent  of  destruction  or  change  produced  by  the  morbid  process.  The 
greatest  reserve  in  respect  to  prognosis  is  necessary,  from  the  fact  that  it 
is  not  always  possible  to  recognise  all  the  changes  which  may  have  taken 
place  in  the  deeper  structures,  or  to  insure  recovery  in  regard  to  such  as 
have  been  diagnosed  to  a  degree  consistent  with  the  re-establishment  of 
their  functional  integrity.  In  the  great  majority  of  cases  the  affection 
runs  its  course  without  producing  a  permanent  impairment  of  audition, 
even  though  a  perforation  of  the  membrane  may  have  been  brought  about. 
It  is  a  good  sign  when  tympano-cranial  conduction  is  still  present.  If, 
with  abatement  of  the  inflammatory  process,  the  hearing  improves,  though 
only  to  a  slight  extent,  it  may  fairly  be  assumed  that  the  improvement  will 
continue  with  continued  recession  of  the  inflammation.  If,  on  the  other 
hand,  no  capacity  for  hearing  be  perceptible  after  the  cessation  of  the 
morbid  process,  little  hope  can  be  entertained  of  its  return  at  some  future 
period.  With  regard  to  other  symptoms,  what  was  said  in  respect  to 
middle-ear  catarrh  holds  good  likewise  for  purulent  median  otitis. 

Treatment, — With  the  conditions  present  in  this  disease,  the  least 
neglect  may  be  followed  by  a  fatal  termination  ;  while  proper  intervention 
at  the  suitable  moment  may  be  attended  with  the  most  brilliant  result 

The  treatment  should  preferably  be  symptomatic,  with  the  object 
of  preventing  as  energetically  as  possible  a  further  extension  of  the 
inflammatory  process,  as  well  as  of  destruction  of  the  tissues.  From 
the  commencement  the  measures  adopted  should,  as  far  as  possible,  be 
antiphlogistic.  These,  however,  must  be  of  such  a  kind  as  are  not 
likely  to  increase  the  hyperaemia  of  the  deeper  structures  by  impeding 
the  return  of  blood  from  the  parts.  So  long  as  hyperaemia  is  present,  or 
if,  suppuration  having  recurred,  there  should  be  severe  pain,  then  local 
bleeding  is  of  much  service.  Possibly  also,  with  symptoms  of  considerable 
cerebral  oppression  in  robust  individuals,  venesection  may  prove  beneficial. 
The  local  bleeding  should  be  repeated  as  often  as  the  symptoms  appear 
tc  demand,  and  the  state  of  the  patient  may  permit  of  it. 
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The  application  of  cold  by  means  of  cold-water  fomentations  or  ice 
may  be  tried ;  Leiter  s  cooling  apparatus  is  also  convenient.  In  many 
patients,  however,  the  cerebral  hyperaemia  is  increased  by  cold  appli- 
cations, as  indicated  by  greater  pain  in  the  head  and  increased  signs 
of  cerebral  mischief.  In  certain  cases  warm  fomentations  to  the  head 
alleviate  the  pain,  possibly  by  their  influence  in  aiding  the  return  of  blood 
from  the  inflamed  parts.  The  author  has  treated  cases  in  which  it  was 
necessary  to  apply  ice-bags  to  the  frontal  and  occipital  regions,  and  warm 
fomentations  at  the  same  time  to  the  ear,  in  order  to  relieve  the  extreme 
pain.  In  constipated  subjects,  and  where  a  derivative  effect  is  desirable,  it 
is  well  to  give  purgatives  at  the  commencement.  Even  if  no  special  indi- 
cation for  such  treatment  exist,  care  must  be  directed  to  the  regulation  of 
the  intestinal  function ;  and  in  selecting  a  drug  for  this  purpose,  those  are 
to  be  avoided  which  are  likely  to  cause  vomiting,  and  so  increase  the 
cerebral  pressure. 

Narcotics  may  be  administered  for  the  relief  of  pain,  and  their  employ- 
ment is  to  be  guided  by  the  same  rules  as  with  inflammations  of  the 
external  ear.  For  severe  pain  Weber-Liel  recommends  oil  of  turpentine  in 
capsules  containing  10  to  20  drops :  three  to  be  taken  at  noon,  and  five 
or  six  at  night.  In  intermittent  otitis  he  gives  quinine.  With  feverish 
patients,  antipyrin  in  doses  of  8  to  16  grains  is  indicated,  inasmuch  as  it 
generally  also  relieves  the  pains ;  and  quinine  in  otitis  intermittens. 

LuccB  recommends  the  tincture  oi gelsemiuri  sempervirens  (7  to  15  drops  every 
three  or  four  hours) ;  but  the  author  has  seen  no  result  from  it.  Theobald '  advo- 
cates atropine  as  a  local  application  in  acute  painful  inflammations  of  the  middle 
ear.  A  little  of  an  aqueous  solution  of  the  sulphate  (liq.  atrop.  sulph.  B.P.)  is 
dropped  into  the  ear  every  three  or  four  hours,  and  allowed  to  remain  there  for 
ten  minutes  or  a  quarter  of  an  hour.  The  author  considers  that  this  treatment 
ought  certainly  to  be  conducted  with  much  caution,  and  by  the  surgeon  himself. 
Gorham  Bacon"^  praises  sulphide  of  calcium  for  its  anodyne  effect  in  median 
otitis.  He  gives  it  in  doses  of  ,V  gr-  to  ^^^  gr.  in  children,  and  J  gr.  in  adults,  as 
often  as  every  two  hours  if  necessary. 

The  inflammation  of  the  deeper  structures  cannot  be  cut  short  or 
abated  by  blisters  over  the  mastoid  process  or  on  the  neck.  The  pain, 
however,  may  sometimes  be  diminished  by  this  means. 

It  need  scarcely  be  said  that  acute  suppurative  median  otitis  being 
always  a  febrile  disease,  complete  rest,  both  mental  and  physical,  as  well 
as  strict  regulation  of  the  diet,  ought  to  be  insisted  upon.  For  the  rest, 
the  local  treatment  must  be  governed  by  the  actual  conditions  present. 
With  severe  pain,  if  the  measures  previously  mentioned  should  be 
ineffective,    gentle    inflation    with    the    air-ball   often    brings   momentary 

'  Amer.  Journ.  of  Otol.,  i.,  p.  201. 

'  "  Cakiumsulphid  bei  Ohrenerkrankungen."     Zeitschr.  fQr  Ohrenheilk.,  Bd.  xiii. 
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relief*  If  sliU  unsuccessful,  incision  of  the  drum-membrane,  even  though 
no  suppuration  be  perceptible,  is  followed  not  unfrequently  by  considerable 
diminution  of  the  pain,  especially  if  the  flow  of  blood  be  encouraged 
for  some  little  time.  If  suppuration  has  been  already  established,  the 
pus  must  be  evacuated  as  soon  as  possible,  and  if  this  cannot  be 
brought  about  through  the  natural  channel,  then  the  mcmbrana  tympani 
must  be  incised^  more  especially  if  the  Eustachian  tube  be  contracted. 

By  paracentesis  of  the  membrane,  not  only  is  the  pus  evacuated,  but 
the  hyperaemia  reduced  by  division  of  the  vessels,  and  in  this  way  an 
abatement  of  the  pains  is  effected.  The  operation  is  of  the  utmost  value, 
and  may  under  certain  circumstances  be  truly  the  means  of  saving  the  life 
of  the  patient.  The  selection  of  the  site  of  incision  is  under  these  conditions 
not  a  matter  of  indifference.  Since  the  pus  is  mostly  found  in  the  lowest 
part  of  the  tympanum,  it  follows  that  the  lower  segment  of  the  membrane 
is  the  most  suitable  for  the  operation  of  paracentesis.  Nevertheless  the 
appearances  in  the  membrane  must  determine  this  point  The  incision 
must  not  be  made  too  small,  in  order  that  the  matter  may  escape  readily  : 
this  is  particularly  necessary  when  the  exudation  is  very  viscid.  It  may 
happen  that,  even  with  a  large  incision,  the  retraction  of  the  tissues  may  not 
be  sufficient  to  permit  a  free  discharge^  and  it  may  then  become  necessary 
to  make  the  incision  crucial,  or,  as  Voltolini  recommends,  to  employ  the 
galvano-cautery  and  burn  out  a  piece  of  the  membrane. 

Paracentesis  is  most  conveniently  performed  with  the  myringotome 
shown  in  Fig.  ro2;  or  a  simple  cataract  needle  may  be  used.  Light 
should  be  thrown  in  by  a  reflector  flxed  on  a  frontal  band,  so  that  the 
operator  may  have  both  his  hands  disengaged,  and  as  large  a  speculum 
as  possible  should  be  employed,  The  membrane  is  to  be  perforated  with 
the  myringotome,  and  upon  its  withdrawal  the  incision  is  to  be  extended 
to  the  necessary  size  in  the  direction  desired.  When  the  line  of  division 
is  to  be  from  above  downwards,  the  membrane  should  be  pierced  above, 
and  the  extension  made  downwards  so  as  to  avoid  injury  to  the  chorda 
tympani.  The  haemorrhage  is  as  a  rule  very  slight,  amounting  at  most  to 
a  few  drops.  If  it  be  thought  desirable  to  keep  it  up  for  a  time,  the 
auditory  canal  should  be  carefully  syringed  with  lukewarm  water.  In 
one  case  only  has  the  author  seen  a  haemorrhage  copious  enough  to  cause 
fainting  after  this  operation.  This  was  in  a  patient  whose  membrane  he 
had  incised  a  few  days  previously  without  any  unpleasant  result,  and  a 
re|>etition  of  the  operation  was  required  on  account  of  a  serious  accumula- 
ticn.  The  incision  was  made  in  the  posterior-inferior  segment,  and  the 
bleed  poured  out  so  abundantly  that  it  looked  as  if  a  large  vein  had  been 
divided.  The  canal  was  at  once  tightly  plugged,  but  the  bleeding  continued 
for  some  minutes,  forcing  out  the  plug.  It  only  ceased  after  the  canal 
was  packed  with    cotton-wool  soaked    in    perchloride   of  iron,  and   this 
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retained  for  a  considerable  time  by  the  finger.  The  patient  lost  at  least 
10  ounces  of  blood,  and  was  confined  to  bed  for  a  week  on  account  of 
weakness.  The  haemorrhage  did  not  recur,  and  no  further  unpleasant 
consequence  ensued.  Several  months  afterwards,  however,  a  livid  spot 
could  be  seen  on  the  posterior-inferior  part  of  the  membrane.  The  patient 
then  disappeared  from  observation.  Whether  the  spot  mentioned  was  due 
to  a  clot  in  the  tympanum,  or  to  some  anomalous  condition  of  the  vessels 
of  the  tympanic  membrane  {e,g.^  telangiectasis),  could  not  be  determined. 
The  author  did  not  notice  the  appearance  before  the  operation. 

It  is  advisable  to  inflate  the  middle  ear  with  the  air-ball  immediately 
after  the  operation,  in  order  to  encourage  the  escape  of  the  tympanic 
accumulation.  So  long  as  pus  continues  to  be  formed  in  the  tympanic 
cavity,  the  incision  (artificial  perforation)  should  be  kept  open.  The 
employment  of  the  air-ball  aids  in  this ;  but  if  it  should  be  insufficient, 
the  probe  should  be  passed  frequently  through  the  aperture.  Should  even 
this  fail  to  keep  the  w^ound  open,  the  operation  must  be  repeated,  though 
before  doing  so  it  is  always  better  to  employ  other  methods  with  the 
same  object,  on  account  of  the  relaxation  of  the  membrane  apt  to  be 
induced  by  repeated  incisions. 

Frequent  employment  of  the  Valsalvan  process  for  the  removal  of 
discharge  from  the  tympanum  is,  on  the  whole,  not  to  be  recommended. 
The  increase  of  blood-pressure  in  the  veins  brought  about  during  the 
process  produces  a  congestion,  not  only  of  the  vessels  of  the  labyrinth,  but 
also  of  those  of  the  brain  and  its  membranes.  This  may  be  very  often 
recognised  by  the  increased  prominence  of  the  subjective  symptoms  at  the 
time,  and  may  be  accompanied  by  injurious  consequences. 

If  the  pains  persist  in  spite  of  the  operation,  Schwartzc  recommends 
the  rapid  establishment  of  mercurialism  by  means  of  inunctions  and 
subcutaneous  injections.  ''  With  the  appearance  of  copious  salivation," 
he  states,  "  the  violence  of  the  inflammation  is  generally  abated." 

While  the  parts  are  still  very  congested  and  painful,  the  use  of 
irritating  or  astringent  substances,  by  way  of  the  auditory  canal  or 
Eustachian  tube,  is  to  be  avoided.  When,  however,  an  inflammatory 
swelling  of  the  structures  of  the  pharynx  is  present  in  addition  to  the 
median  otitis,  astringent  gargles  sometimes  assist  in  reducing  the  swelling 
of  the  tubal  mucous  membrane,  and  in  this  way  may  exercise  a  very 
beneficial  influence  upon  the  whole  course  of  the  affection.  Applications 
of  solution  of  nitrate  of  silver  to  the  pharynx  may  even  be  made  with 
advantage. 

During  the  course  of  a  purulent  median  otitis  attention  should  also  be 
directed  to  the  external  auditory  canal.  It  must  be  kept  as  widely  open  as 
possible.  A  contracted  canal  interferes  with  a  proper  examination,  and  by 
impeding  the  free  escape  of  the  discharges  may  lead  to  the  most  serious 
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conditions.     The  measures  by  which  the  canal  may  be  dilated  have  been 
already  described. 

In  children  and  lethargic  individuals  with  a  unilateral  affection,  the  healthy  ear 
should  be  examined  from  time  to  time,  as  a  similar  condition  sometimes  becomes 
developed  in  this  without  being  noticed,  and  may  assume  dangerous  proportions. 
Schwarize^  treated  a  patient  aged  seventeen,  in  whom,  although  a  perforation  was 
present,  grave  symptoms  of  cerebral  irritation  and  high  fever  persisted  There 
was  stupor,  with  strongly  contracted  pupils,  continuous  delirium,  and  plucking  of 
the  bed-clothes.  It  was  discovered  that  the  other  ear  was  also  affected,  and  the 
tympanic  cavity  full  of  pus,  the  membrane  being  considerably  bulged  outwards. 
Paracentesis  was  performed,  and  the  patient  recovered. 

If  rigors  appear,  large  doses  of  quinine  may  be  given  with  the  view  of 
reducing  the  fever  {7  to  15  grains  repeated  two  or  three  titrres  at  intervals 
of  half  an  hour).  Warmth  to  the  body  should  also  be  applied  to  mitigate 
the  discomfort  felt.  In  the  intervals^  acids  may  be  administered.  A  careful 
examination  of  the  other  organs  should  never  be  omitted^  in  order  that  any 
necessary  treatment  may  be  employed  as  early  as  possible. 

As  in  the  case  of  a  chronic  middle-ear  catarrh  with  perforation,  an 
otorrhcea  in  purulent  otitis  may  be  most  difficult  to  cure.  It  appears, 
therefore,  advisable  to  describe  the  treatment  of  chronic  otorrhata  somewhat 
more  in  detail 

The  greatest  care  should  in  the  first  place  be  taken  as  to  proper 
cleansing  of  the  ear.  The  author  is  not  a  supporter  of  the  method  of  so- 
called  dry  cleansing  (Becker'),  If  it  could  always  be  carried  out  by  the 
surgeon  himself,  it  might  be  recommended  in  many  cases.  This  is,  however, 
very  seldom  practicable  ;  while  if  the  attendants  are  properly  instructed 
how  to  use  the  sjTinge,  more  is  certainly  to  be  expected  from  this  than 
from  simply  wiping  out  the  car.  The  objection  that,  in  syringing,  infectious 
substances  may  possibly  be  introduced,  may  equally  well  be  raised  against 
other  methods,  and  it  loses  all  force  nowadays  when  the  liquid  used  is 
always  rendered  antiseptic.  The  author,  on  the  other  hand,  agrees  with 
Beeker  in  advocating  the  removal  of  liquid  left  behind  in  the  deeper  pirts 
after  other  methods  of  cleansing,  by  means  of  aspiration  with  Siegle*s 
speculum  or  some  other  instrument. 

Merely  syringing  out  the  auditory  canal  is  not  always  sufficient.  Even 
when  there  is  an  extensive  perforation  of  the  membrane,  the  stream  of 
water  may  not  enter  the  middle  ear  at  all,  or  not  in  sufficient  quantity  and 
force  to  wash  out  the  retained  matters.  Inflation  too  by  the  air-ball  before 
and  after  syringing  remains  sometimes  ineffectual  for  this  purpose*  In 
such  cases,  therefore,  injections  must  be  made  through  the  Eustachian  tube> 
according  to  the  methods  before  described  (p.  209,  ei  seqj), 

'  '*  Die  chinirgischen  Krankhdten  des  Ohrcs,"  S.  17J. 
^  Monattachrift  fiir  OhrftnhdlkundCp  xiii.  Jahrg.,  5. 
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Fig.  122. 

Aspirating  syringe  for  the  re- 
moval of  tluid  accumulations 
from  the  middle  ear  (two- 
thirds  the  usual  size). 


For  washing  out  thoroughly  the  middle  ear  and  accessory  cavities,  Hartmann 
employs  a  tube  of  German  silver  or  vulcanite,  2  mm,  wide  and  8  cm.  long.  It  is 
straight  in  the  middle  part,  but  at  about  i  m^m,  from  one  end  (tympanic)  is  bent  over 
at  a  right  angle,  while  the  other  end  is  bent  at  an  obtuse  angle  in  the  opposite 
direction,  and  has  a  bulbous  extremity  for  the  attachment  of  an  indiarubber  tube. 
When  in  use,  the  latter  tube  is  connected  with  the  syringe.  Syringes  with  long,  solid 
nozzles  for  direct  injection  into  the  middle  ear  have  been  employed  for  a  long  time, 
and  are  to  be  preferred ;  they  being  more  easily  cleansed  and  simpler  to  introduce. 

The  author  finds  the  aspirating  syringe  represented  in  Fig.  122, 
contrived  by  him  more  than  twelve  years  ago,  to  be  very  serviceable  in  the 
removal  of  fluid  from  the  middle  ear.^ 

It  consists  of  the  syringe  proper,  and  a  nozzle-piece,  A  A\  of  variable 
thickness,  and  curved  somewhat  like  a  bayonet 
at  the  outer  end.  The  other  (tympanic)  end 
A'  may  be  bent  in  any  way  required.  The 
nozzle-piece  being  fitted  on  to  the  syringe,  the 
latter  is  held  by  the  index  finger  in  the  ring 
R^  and  the  thumb  in  /?.  The  end  A  is  then 
inserted  under  good  illumination  into  the 
tympanum,  and  the  piston-rod  S,  which  is 
connected  with  the  rod  ss\  is  withdrawn  by 
drawing  back  the  index  finger  towards  the 
thumb.  Schalle^^  recommends  for  the  same 
purpose  a  silver  cannula,  to  which  a  piece  of 
elastic  tubing  30  cm,  long  is  attached,  and 
through  which  the  middle  ear  is  aspirated 
either  by  the  mouth  or  by  an  air-ball. 

With  regard  to  the  liquid  employed  in 
syringing,  it  is  well,  if  possible,  to  avoid  one 
with  a  disagreeable  smell.  Further,  in  chronic 
cases,  in  which  syringing  will  be  necessary 
for  a  long  period,  attention  should  be  paid  to 

a  possible  effect  of  the  solution  used  upon  the  general  system.  The 
author  has,  for  example,  treated  cases  in  which  the  frequent  use  of  a 
carbolic  acid  solution  so  impaired  the  appetite  that  it  had  to  be  changed. 
If  the  discharge  has  no  disagreeable  odour,  the  author  almost  always 
employs  a  boric  acid  solution.  A  teaspoonful  of  a  20  per  cent,  solution 
of  boric  acid  in  alcohol  is  added  to  about  half  a  pint  of  hot  water.  When 
the  pus  has  a  bad  smell,  the  boric  acid  solution  is  insufficient  for  its 
removal,  and  a  2  to  4  per  cent,  solution  of  carbolic  acid,  or  a  weak 
violet-coloured  solution  of  permanganate  of  potash  may  be  used.     It  is 


*  "  Ein  neues  Verfahren  zur  HcrausbefOrderung  flQssiger  Substanzen  aus  den  RSumen  des 
Mittelohres."     Monatsschrift  fOr  Ohrenhcilkunde,  viii.  Jahrg.,  1874. 

*  Zeitschrift  ftir  Ohrenhcilkunde,  viii.  Jahrg. 
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well  to  keep  stronger  solutions  of  these  substances,  and  to  dilute  them 
as  required.  Burckhardt^Merian  recommended  a  teaspoonful  of  a  lO  per 
cent,  alcoholic  solution  of  salicylic  acid  added  to  three  pints  of  water, 
or  a  5  per  cent,  solution  of  Glauber's  salts.  Politzer  adds  four  or  five 
drops  of  oil  of  turpentine  to  three  pints  of  water.  The  author  has  often 
seen  irritation  of  the  structures,  and  even  external  otitis,  result  from 
the  use  of  both  salicylic  acid  and  oil  of  turpentine.  They  should  therefore 
be  changed  as  soon  as  any  marked  sensitiveness  appears. 

The  author  uses  cotton-wool  or  carbolised  wool  for  drying  and  after- 
wards plugging  the  canal.  Other  suitably  medicated  wools  may  also  be  em- 
ployed, such  as  iodoform  or  perchloride  of  mercury  wool,  or  boracic  gauze. 

Amongst  substances  useful  in  otorrhoea,  finely  powdered  boric  acid 
takes  the  first  place,  and  was  first  introduced  into  aural  practice  by 
Bezold}  The  auditory  canal  is  washed  out  with  a  boric  acid  solution,  and 
all  foreign  matters  removed  as  far  as  possible  from  the  middle  ear  by 
inflation  with  the  air-ball.  The  canal  is  then  properly  dried,  a  little  of 
the  powdered  boric  acid  is  blown  in,  and  the  canal  plugged  with  cotton- 
wool. A  fresh  insufflation  is  made  when  the  powder  has  disappeared, 
or  turned  yellow  by  the  discharge.  Boric  acid  is  in  most  cases  of  otorrhoea 
more  valuable  than  any  other  remedy  hitherto  employed.  It  does  not 
form  into  a  ball  in  a  canal — as  is  the  case,  for  instance,  with  the  alum 
powder  which  Po//te^r  recommends — and  it  does  not  irritate  the  structures. 
Nevertheless,  it  should  be  used  with  care,  and  not,  as  often  happens, 
given  to  the  patient  to  use  as  he  pleases.  The  author  has  frequently 
seen  instances  of  its  great  abuse  by  patients,  in  whom  a  painful  and 
dangerous  condition  has  been  brought  about  by  complete  obliteration  of 
the  canal  by  the  powder,  with  the  formation  of  pus  still  going  on  in  the 
middle  ear.  It  is  no  answer  to  this  objection  that  syringing  out  the  ear 
will  remove  the  powder.  It  is  not  every  practitioner,  and  still  less  every 
patient,  who  can  do  this  properly.  The  treatment  must  be  controlled, 
where  possible,  by  the  aural  surgeon,  or  he  can  accept  no  responsibility 
for  results. 

The  author  has  often  found  recovery  hastened  by  the  injection  of  a 
4  per  cent,  solution  of  boric  acid  into  the  Eustachian  tube,  in  addition  to 
the  insufflation  of  the  powder  into  the  canal.  To  enhance  the  deodorising 
action  of  the  boric  acid,  Politzer  recommends  the  admixture  of  a  little 
carbolic  acid,  or  that  the  powder  should  be  rubbed  up  with  a  little  oil 
of  turpentine.  Powdered  borax  is,  as  a  rule,  less  efficacious  than  boric 
acid.     Still  the  author  has  seen  a  few  instances  in  which  boric  acid  proved 

'  "Zur  antiseptischen  Behandlung  der  Mittelohreiteriing."  Archiv  fOr  Ohrenheilkunde, 
XV.  Bd.  Bezold  thinks  so  highly  of  its  action  that,  should  its  continuous  use  for  some  time  be 
without  result,  he  looks  upon  this  as  a  diagnostic  point  between  simple  otitis  on  the  one  hand, 
and  tuberculous  and  scrofulous  otitis  on  the  other. 
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unsuccessful,  and  the  borax  yielded  good  results.  Powdered  iodoform 
has  been  particularly  recommended  by  Rankin  and  Mathewson^  H.  N, 
Spencer,^  and  others.  The  author,  with  B/au^^  finds  it  of  some  service  in 
tubercular  cases.  It  should  be  deodorised  as  far  as  possible,  and  used 
in  the  same  way  as  boric  acid.  Chisholm,^  praises  a  mixture  of  equal 
parts  of  salicylic  acid  and  light  magnesia. 

Stetter  *  found  the  odourless  iodol  recommended  by  Mazzoni  similar  in  action 
to  iodoform.  Wagenhduser^  and  after  him  Burkner,^  recommend  where  other 
remedies  have  failed,  and  the  perforation  in  the  drum-membrane  is  very  large,  the 
red  precipitate  powder.  According  to  Gottstein,^  calomel  is  of  more  service  in 
many  cases  than  boric  acid.  He  advises  syringing  out  first  with  a  i  per  cent, 
solution  of  corrosive  sublimate  after  previous  inflation  of  the  middle  ear  with  the 
air-ball.  The  canal  is  then  to  be  dried  with  cotton-wool,  the  calomel  blown  in,  and 
a  cotton-wool  plug  inserted. 

In  the  employment  of  different  solutions,  the  choice  is  to  be  regulated 
in  the  first  place  with  reference  to  their  antiseptic  action  in  cases  where 
injurious  micro-organisms  are  present  in  the  inflammatory  products. 
Other  considerations  are :  any  deodorising  influence  which  may  be 
required,  and  the  possible  occurrence  of  haemorrhage. 

In  simple  catarrhal  exudation,  the  instillation  of  10  drops  two  or 
three  times  a  day  of  a  lukewarm  sulphate  of  zinc  solution,  which  is 
allowed  to  remain  in  the  ear  for  some  minutes,  is  often  sufficient  to  cure 
the  otorrhoea,  provided  everything  else  is  done  which  the  state  of  the 
middle  ear  may  demand  (zinci  sulph.,  I  to  5  parts;  distilled  water  and 
glycerine,  of  each  200  parts).  The  same  holds  good  of  the  other 
astringents  mentioned  in  connection  with  external  otitis.  The  author 
frequently  employs  the  gelatine  preparations  previously  described,  and 
can  strongly  recommend  them.  The  objection  which  has  been  raised  to 
them  that  they  may  block  up  the  auditory  canal  does  not  hold  if  they  are 
properly  made.  Those  used  by  the  author  yield,  when  they  liquefy,  a  very 
watery,  clear  liquid,  which  is  absorbed  by  the  cotton- wool,  or  flows  away. 
He  has  never  observed  any  "  plastering  up  of  the  auditory  canal "  such 
as  has  been  stated  tp  have  occurred. 

In  obstinate  cases  of  otorrhoea,  and  when  the  employment  of  the 
medicament  must  be  entrusted  to  the  patient  himself,  the  author  most 
often  uses  a  solution  of  boric  acid  in  water  and  alcohol  (finely  powdered 


*  Boston  Med.  and  Surg.  Joum.,  xcii.,  21. 

*  Amer.  Journ.  of  Otology,  i.,  870. 

'  Archiv  fOr  Ohrenheilkunde,  xxiii. 

^  Philadelphia  Med.  and  Surg.  Reporter,  xxxiii. 

*  "  Ueber  die  therapeutischen  Wirkungcn  des  lodols  bei  Ohreiterungen."     Archiv  fOr 
Ohrenheilkunde,  B.  xiii. 

*  "  Zur  Behandlung  der  Ohreneiterung  *'  Berliner  klinische  Wochenschrift,  1884. 

'  "Die  An.vendung  des  Kalomcls  in  der  Behandlung  der  Otorrhoea."      Zeitsclirift  lur 
Ohrenheilkunde,  Bd.  xiii. 
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or  three  weeks,  and  then  to  change  it  if  no  improvement  has  taken 
place.  He  has  also  observed  that  a  remedy  which  was  at  first  apparently 
ineffective  has  sometimes  proved  serviceable,  when  resumed  at  a  later 
period  and  in  a  weaker  solution. 

Polypoid  proliferations  of  long  standing  are  often  the  cause  of  a 
chronic  otorrhoea,  and  must  be  suitably  removed  before  applying  any  of 
the  above  remedies,  as  the  latter  are  only  exceptionally  of  any  service 
in  this  condition.     Further  reference  will  be  made  to  this  matter. 

With  regard  to  perforations  of  the  membrane  following  on  a  median 
otitis,  it  is  to  be  observed  that  healing  takes  place  as  a  rule  only  after 
cessation  of  the  inflammation  in  the  middle  ear.  The  process  of  cicatri- 
sation is  to  be  watched,  and  if  necessary  aided,  according  to  what  has 
previously  been  laid  down  on  this  subject. 

[Suppurative  Disease  of  the  External  Attic  and  Perforation  of  SkrapnelVs 

Membrane. '\ 
[Diseased  conditions  of  the  upper  part  of  the  tympanic  cavity  may  have  their 
seat  (i)  in  the  mucous  membrane;  (2)  in  the  bony  walls  ;  (3)  in  the  malleus  and 
incus  ;  or  (4)  they  may  consist  in  the  development  of  cholesteatomata  and  similar 
new  formations.*  A  suppurative  process  may  be  started  in  the  attic  by  extension 
from  the  main  part  of  the  tympanic  cavity  ;  or  micro-organisms  may  find  their  way 
into  it  from  the  outside,  without  passing  through  the  tympanic  space,  through  the 
minute  openings  in  the  membrana  flaccida  known  as  the  foramina  of  Rivini. 
These  perforations  are  by  many  anatomists  described  as  natural  apertures,  but 
Gruber*  denies  this,  maintaining  that  they  are  often  the  result  of  violent  sneezing, 
etc.,  and  as  in  most  cases  they  give  rise  to  no  symptoms,  they  are  generally  over- 
looked {v.  p.  284).  The  morbid  process  being  thus  set  up  in  the  attic  may  remain 
for  a  time  confined  thereto,  owing  possibly,  as  suggested  by  De  Rossi,^  to  the 
communication  between  that  space  and  the  main  cavity  of  the  tympanum  being  cut 
off  by  a  barrier  of  adhesions  between  the  malleus  and  incus.  The  so-called  chole- 
steatomata may  be  either  primary,  />.,  heterologous  new  growths;  or  secondary, 
consisting  in  epithelial  d6briSy  etc.  Bezold  says  that  in  all  the  cases  of  chronic 
suppuration  of  the  middle  ear  with  perforation  of  Shrapnell's  membrane  he  had 
ever  seen,  there  were  masses  of  desquamated  epithelium  in  the  middle  ear.*  In 
thirty-seven  cases  of  the  same  kind  observed  by  Schmie^elouO,  there  were  cholestea- 
tomata in  thirteen.*  The  researches  of  Schzvartze,^  Steinbrugge^  Habermann,^  and 
Bezold^  have  shown  that  the  epithelium  of  the  external  meatus  and  drum-head  extends 
through  holes  in  the  latter  into  the  tympanic  cavity,  where  it  spreads  itself  over 
large  surfaces,  sometimes  forming  epithelial  masses  arranged  in  layers.     Politzer^^ 


'  Gompcrz,  Monatsh.  f.  Ohrenheilk.,  Jan.  1893,  p.  17. 

-  "  Zur  Behandlung  der  chron.  eitrig.  MittelohrentzQndung."     Separat-  Abdruck  aus  dcr 
'•  Allg.  Wien.  med.  Zeitung,'  xxxvi.,  Jahrgang  1801 
'  Archiv.  Ital.  di  Otologia,  April  1893,  P*  *2. 

*  Zeitschr.  f.  Ohrenheilk.,  xx.,  p.  8. 

*  "  Perforations  of  the  Membrana  Flaccida  Shrapnelli,  with  Remarks  on  the  Formation 
cf  Cholesteatoma."  Arch,  of  Otology,  xx.,  1891.  See  also  Morpurgo,  Arch.  f.  Ohrenheilk., 
xix.,  1883. 

*  Vathologische  Anatomic.     Quoted  by  Gomperz,  loc.  cit. 
'  Zeitschr.  f.  Ohrenheilk.,  viii. 

■  Archiv  f.  Ohrenheilk.,  xxii. 

*  Zeitschr.  f.  Ohrenheilk.,  xxi. 
'•  Loc.  cit. 
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has  repeatedly  found  in  isolated  *'  pockets  "  in  the  mucous  lining  of  the  tympanum 
balls  of  epithelium  of  the  size  of  a  pin's  head,  which,  according  to  him,  may  now 
and  then  develop  into  cholesteatomata.  As  these  increase  in  size  they  press  the 
drum-head  outwards ;  the  membrane  in  some  cases  gives  way  only  above  the  short 
process  ;  in  others  it  is  perforated  in  several  places  or  completely  destroyed.  The 
auditory  ossicles  necessarily  share  to  a  greater  or  less  extent  in  the  disintegrative 
process.  In  some  instances  extensive  openings  into  the  attic  and  mastoid  antrum 
are  the  result.  In  addition  to  cholesteatomata,  and  sometimes,  according  to 
GomperZf  in  consequence  of  their  presence,  there  may  be  overgrowths  of  granula- 
lation  tissue,  and  polypi  may  form  ;  these  excrescences  may  also  push  their  way 
through  holes  in  the  drum-head.  Gomperz  says  he  has  frequently  observed 
excessive  oedematous  swelling  of  the  whole  external  meatus  preceding  and 
accompanying  protrusion  of  cholesteatomata. 

In  dealing  with  the  conditions  which  have  been  described,  the  practitioner 
should  steer  clear  of  the  Scylla  of  meddlesome  surgery  on  the  one  hand,  and  of  the 
Charybdis  of  a  too  conservative  treatment  on  the  other.  In  no  case  should  an 
operative  procedure  be  attempted  until  milder  means  have  been  fairly  tried  and 
found  wanting.  Frequently  the  application  of  a  very  small  quantity  of  fused 
chromic  acid  on  a  suitable  probe  will  be  sufficient.  Cholesteatomata  should  first 
be  softened  with  soda  lotion  or  a  spray  of  carbolised  glycerine.  Gomperz '  uses 
instillations  of  the  following  solution  for  the  purpose  of  softening  cholesteatomatous 
masses:  R  Acidi  Carbolici,  Sodii  Carbonatis  aa  0*50,  Aq.  destill..  Glycerin., 
aa  10  o.  He  also  uses  lysol,  which  he  thinks  has  a  more  rapid  solvent  action. 
Bezold*  instils  much  diluted  liq.  ammonii  caust.  An  excellent  method  is  the 
continuous  application  of  a  cotton-wool  tampon  saturated  with  oil.  The  mass 
can  then  generally  be  dislodged  by  forcible  syringing.  For  suppuration  of  the 
attic  disinfecting  and  microbicide  fluids  (solutions  of  corrosive  sublimate,  carbolic 
acid,  resorcin,  etc.)  should  be  injected  through  the  perforation  in  Shrapnell's 
membrane  by  means  of  special  cannulae,  such  as  those  of  Hartmann  or  Politzer ; 
insufflations  of  antiseptic  powders  (boric  acid,  salicylic  acid,  etc.)  may  also  be 
useful.  Scraping  away  the  external  wall  of  the  upper  cell  of  the  tympanic 
cavity  with  the  sharp  spoon,  or  its  destruction  with  the  galvano-cautery  may  be 
required. 

The  diseased  conditions  of  the  attic  which  lead  to  perforation  of  Shrapnell's 
membrane  are  particularly  difficult  to  treat,  because,  on  the  one  hand,  the  products 
of  inflammation  cannot  readily  escape  through  the  small  opening,  whilst  on  the  other 
hand  the  perforation  allows  new  infective  material  to  gain  access  to  the  tympanic 
cavity.  Gruber  treats  these  conditions  in  the  following  manner,  as  described  in  a 
paper  published  since  his  book  appeared.'  In  the  first  place,  the  ear  must  be 
thoroughly  disinfected  and  cleansed  from  foreign  substances.  Gruber  generally 
syringes  it  out  with  a  carbolic  solution,  afterwards  washing  it  out  with  a  small 
quantity  of  sublimate  solution  (i  in  1000).  When  the  ear  has  been  cleansed  in  this 
manner,  the  parts  should  be  thoroughly  illuminated,  and  Siegle's  speculum 
should  be  introduced  with  the  air-ball  compressed ;  when  the  spot  where 
the  perforation  exists  comes  into  view,  the  pressure  on  the  air-ball  may  be 
taken  oflF.  In  this  way  it  can  be  seen  whether  the  opening  is  in  an  inconvenient 
place,  or  is  too  small ;  in  either  case  Gruber  enlarges  it,  either  by  incision, 
or,  more  frequently,  by  destruction  of  a  further  portion  of  the   membrane  with 


*  MonaUh.  f.  Ohrenheilk.,  April  1893,  p.  88. 

*  Zeitschr.  f.  Ohrenheilk.,  xxi.,  p.  270. 

■  Zur  Behandlung  der  chronischen  eitrigen  Mitte'ohrcntzimdung  mit  DurchlOcherung  dcr 
Shrapncll'schcn  Membran.     "  Allgem.  Wien.  mcd.  Ztitung,"  xxxvi.,  Jahrgang  1 891. 
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the  galvano-cautery.  The  object  of  this  procedure  is  to  gain  free  access  to  the 
cavity,  so  as  to  be  able  to  remove  or  neutralise  any  morbid  or  infective  material, 
and  thus  allow  healing  to  take  place.  The  upper  part  of  the  tympanic  cavity  is  next 
cleared  of  retained  products  of  secretion  and  granulations  with  sharp  spoons  of 
suitable  size  and  shape.  When  this  has  been  done,  and  the  slight  bleeding  which 
follows  the  curetting  has  been  stopped,  the  whole  of  the  upper  part  of  the 
tympanic  cavity,  as  far  as  it  is  possible  to  gain  access  to  it  from  the  external 
auditory  meatus  through  the  perforation  in   ShrapnelPs  membrane,  is  plugged 

with  iodoform  or  sublimate  gauze,  the  tampon  being 
Fig.  i22a.  left  in  the  cavity.      For  this  purpose  Gruber  uses  a 

specially  prepared  tampon  (resembling  in  shape  and 
size  Yearsley's  artificial  membrane  of  cotton-wool) 
of  iodoform  or  sublimate  gauze,  to  which  a  thread 
is  attached  (see  Fig.  122a)  ;  the  plug  is  introduced 
Gruber's  tampon.  ^     under  a  bright    light    into  the  tympanum,  through 

the  perforation,   by  means   of  special  forceps  (see 
Fig.  107),  the  thread  being  left  hanging  from  the  meatus.     If  necessary  other 
tampons    of  different   sizes   may  be   used.      The    cavity  should    not  be   tightly 
plugged,  but  only  to  such  an  extent  as  to  make  gentle  pressure  on  the  inflamed 
structures  and  close  the  opening  in  Shrapnell's  membrane,  thus  preventing  further 
infective  material  from  finding  its  way  into  the  cavity.     The  tampon  need  only 
be  changed  when  special  symptoms,  such  as  pain,  rise  of  temperature,  etc.,  make 
it  desirable,  or  when  the  plug  itself  is  seen  to  be  soaked  with  secretion.    The 
latter  is  the  most  common  indication.    When  the  secretion  is  scanty,  the  plug 
may  be  left  in  situ  from  five  to  eight  days.     The  tampon  can  be  removed  without 
the  slightest  difficulty  by  pulling  on  the  thread  ;  if  it  does  not  come  away  readily, 
the  plug  should  be  loosened  by  the  injection  of  a  small  quantity  of  some  antiseptic 
fluid.     When  the  secretion  has  ceased,  it  will  be  sufficient  to  cover  the  surface  with 
a  tampon  and  wait  for  healing  to  take  place  ;  if  this  be  delayed,  or  if  the  secretion 
once  more  becomes  profuse,  the  cavity  must  again  be  plugged  as  before.     Gruber  * 
has  reported  two  cases  in  which  this  treatment  effected  a  cure.    Politzer^  says  in- 
jections from  the  external  meatus  are  useless,  inasmuch  as  the  fluid  cannot  reach 
the  affected  part.     He  recommends  the  use  of  a  Hartmann's  cannula,  or  of  an 
elastic  cannula  devised  by  himself ;  this  is  to  be  passed  into  the  attic  through  the 
perforation  in  Shrapnell's  membrane,  and  the  fluid  made  to  play  on  all  parts  of  the 
space  by  moving  the  instrument  forwards,    upwards,  and  backwards.      If   this 
should  cause  giddiness,  rarefaction  of  the  air  in  the  external  meatus  wnll  at  once 
relieve  that  symptom.     For  washing  out  the  attic  he  uses  a  3  per  cent,  watery 
solution  of  resorcin,  or  a  2  to  3  per  cent,  solution  of  carbolic  acid,  or  a  watery 
solution  of  corrosive  sublimate  of  the  strength  of  i  per  1000.     If  the  opening  in 
Shrapnell's  membrane  be  too  small  to  allow  free  exit  to  the  secretion,  Polilzer  en- 
larges it  by  short  incisions  in  different  directions.  If  even  then  the  cholesteatomatous 
masses  cannot  be  washed  out,  they  must  be  scraped  away  with  sharp  spoons,  any 
polypi  or  granulations  that  may  be  present  being  removed  at  the  same  time.     If 
roughened  bone  be  felt  about  the  margo  tympanicus,  it  should  be  scraped  away  with 
the  sharp  spoon.     In  order  to  prevent  recurrence,  the  cavity  should  be  thoroughly 
irrigated  two  or  three  times  a  week  with  a  weak  solution  of  resorcin  or  boric  acid, 
followed  by  the  instillation  of  a  few  drops  of  alcohol.     These  applications  should  be 
lukewarm  when  used.     Patients  should  be  kept  under  observation  for  a  considerable 
time,  and  should  have  their  ears  examined  every  three  or  four  months.     In  ob- 
stinate cases  of  suppuration  in  the  external  attic,  it  will  almost  always  be  found  that 


^  Loc,  at. 

'^  Lchrb.  d.  Ohrcnkrankh.  Dritte  Auflage,  Stuttgart,  1893,  p.  361,  tt  seq. 
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there  is  caries  of  the  ossicles  or  of  the  margo  tympanicus.  If,  in  spite  of  free 
drainage  through  enlargement  of  the  perforation  in  Shrapnell's  membrane  and 
thorough  disinfection  of  the  attic,  the  suppurative  process  continues,  and  if  the 
subjective  symptoms  (pain,  headache,  giddiness)  are  very  troublesome,  the  malleus 
alone  or  the  malleus  and  incus  may  be  removed  (see  p.  531).  Schubert  *  says  that 
experience  has  convinced  him  that  the  majority  of  these  cases  can  only  be  cured 
by  this  operation. 

De  Rossi''  has  cured  many  cases  of  suppurative  disease  of  the  attic  by  removal 
of  the  malleus.  He  says  that  in  all  cases  in  which  a  suppurative  process  is 
localised  in  the  attic  that  ossicle  must  be  removed,  whether  it  be  carious  or 
not;  the  incus,  on  the  other  hand,  should,  in  his  opinion,  be  extracted  only 
when  it  is  actually  diseased.  Richardson  *  thinks  the  dangers  of  prolonged  sup- 
puration in  the  attic  (septic  infection,  suppuration  of  mastoid  cells,  erosion  of  the 
carotid,  etc.)  can  be  effectually  prevented  only  by  excision  of  the  membrane  and 
ossicles.  He  sums  up  the  advantages  of  the  operation  as  follows  :  The  cause 
of  the  continuous  suppuration  is  removed ;  the  character  of  the  discharge  is 
changed  and  its  quantity  lessened ;  vertigo  ceases ;  the  hearing  occasionally  im- 
proves ;  tinnitus  disappears  ;  all  possible  danger  of  involving  contiguous  cavities  is 
avoided,  and  the  seat  of  disease  is  made  more  accessible.  Burnett  *  maintains  that 
in  suppuration  of  the  attic  where  the  atrium  is  normal,  the  sole  perforation  being  in 
the  membrana  flaccida,  this  operation  is  the  only  means  of  cure.  Randall,^  who 
has  met  with  fifty  cases  of  suppuration  of  the  attic  in  5000  cases  of  ear  disease, 
thinks  removal  of  the  drum -head  and  ossicles  necessary  only  in  exceptional  cases. 
Milligan,  who  found  twelve  cases  of  suppurative  inflammation  of  the  attic  in  375  cases 
of  ear  affection,  gives  the  following  as  the  indications  for  operation  :  (i)  chronic 
purulent  disease  of  the  attic  ;  and  (2)  caries  of  the  ossicles.  The  operation  is  also 
recommended  under  similar  circumstances  by  Sexton  *  and  GradleJ 

On  the  whole,  while  strongly  deprecating  reckless  interference,  the  editors  are 
inclined  to  think  that,  in  dealing  with  the  conditions  under  consideration,  it  is 
easier  to  err  by  doing  too  little  than  by  doing  too  much.  It  is  in  accordance  with 
the  general  principles  of  surgery  that  free  drainage  should  be  provided  for  sup- 
purating cavities,  and  that  hopelessly  diseased  bone  or  other  material  that  is 
keeping  up  irritation  should  be  removed.  Persevering  injections,  insufflations,  etc., 
may  do  much,  but  it  is  always  difficult  and  often  impossible  to  apply  them  ac- 
curately to  the  affected  part,  and  under  such  circumstances  the  establishment  of  a 
means  of  access  to  these  parts  is  a  truly  conservative  procedure.  For  further 
information  as  to  perforation  of  ShrapnelPs  membrane  the  reader  is  referred  to  a 
recent  monograph  by  A.  Raoult,^^ 

C  and  D.     Croupous  and  Diphtheritic  Inflammations  of  the  Middle  Ear 
{Otitis  media  cruposa  et  diphtheritica). 
These  forms  of  inflammation  are  characterised  by  rapid  destruction 
of  tissue,  and  the  formation  of  inflammatory  products  of  firm  consistence, 

*  Arch.  f.  Ohrcnheilk.,  xxx.,  p.  45. 

*  Loc.  cit.f  p.  123. 

■  "  Excision  of  the  Membrane  and  Oissicles  in  Suppurative  Disease  of  the  Attic."  Arch, 
of  Otology,  xxi. 

*  Journ.  Amer.  Med.  Association,  Sept,  26,  1891.  See  also  "System  of  Diseases  of  the 
Ear,  Nose,  and  Throat,"  by  the  same  author  (Philadelphia  and  London,  1893),  vol.  i.,  p.  436. 

*  Med.  News  (Philadelphia),  Sept.  27,  1890. 

*  Brit.  Med.  Journ.,  Jan.  11,  1890,  p.  69. 

'  Med.  News  (Philadelphia),  April  11,  1891. 

*  "Etude  sur  les  Perforations  de  la  Membrane  de  Shrapnell."     Paris,  1893. 


which  adhere  closely  to  the  subjacent  struct ure.  These  products  appear 
GO  the  surface  of  the  part  as  greyish-white,  reticular  membranes  (croupous 
membranes),  and  originate^  according  to  E,  IVagtter,  from  coagulated 
epithelium.  Such  a  process  is  spoken  of  as  croupous^  as  distinguished 
from  one  implicating  the  tissue  of  the  mucous  membrane  itself,  and  which, 
besides  exudation  from  the  vessels,  is  characterised  by  coagulation-necrosis 
of  the  tissue  cells  and  leucocytes.  The  latter  is  known  as  diphtheriiic 
inflammation*  Both  these  forms  are  seen  in  the  middle  ear,  and  may  be 
also  primary  or  secondary.  The  primary  disease  is  extremely  rare :  the  \ 
secondary  occurs  generally  as  an  extension  of  a  similar  process  from  the 
pharynx,  chiefly  as  a  sequela  of  scarlet  fever. 

The  etiological  factors  of  diphtheritic  inflammation  af  the  middle  ear 
must  be  looked  for  in  infective  conditions  and  the  action  of  chemical 
substances.  Klebs  and  Ijiffier  have  demonstrated  the  presence  of  special 
bacterial  organisms  in  diphtheria,  Gottstein's  view  that^  in  diphtheritis 
affecting  the  naso-pharyngeal  region^  infection  may  extend  to  the  ear  by 
inOation  with  the  air*ball,  seems  to  the  author  to  be  well  founded,  and 
demands  careful  consideration.* 


The  author  had  the  opporlunity  of  observing  ati  interesting-  case  of  acute 
priman,'  diphtheria  of  the  middle  ear  in  a  man  who  had  been  spriokled  with 
sulphuric  acid.  Some  td  it  entered  the  ear,  causing-  severe  burns.  When  he  came 
under  treatment  on  the  third  day*  the  greater  part  of  the  tympanic  membrane  was 
destroyed,  the  structures  of  the  middle  and  external  ear  highly  inflamed,  and« 
partially  covered  with  croupous  membranes,  which  were  very  firmly  adherent.  The 
patient  had  violent  fever,  and  fur  many  days  very  severe  pains,  which  abated  only 
as  the  inflammation  assumed  a  purulent  form.  He  discontinued  his  attendance 
after  seven  weeks  with  a  loss  of  substance  in  the  central  part  of  the  drum* 
membrane,  and  a  somewhat  contracted  auditory  canaL 

The  subjective  symptoms  of  croupous  and  of  diphtheritic  inflammation 
of  the  middle  ear  are  similar  to  those  of  severe  suppurative  median  otitis^ 
and  exhibit  nothing  specially  characteristic. 

The  objective  appearances  likewise  furnish  clear  diagnostic  evidence 
only  when  the  special  inflammatory  products  are  evident ;  and  these  are 
often  wanting  at  the  commencement  of  the  disease,  and  in  cases  where 
the  affection  is  limited  to  the  Eustachian  tubes  or  the  mastoid  cells.  In  a 
primary  diphtheria  it  may  also  happen  that  the  characteristic  membranous 
formation  may  be  present  on  the  inner  w^all  of  the  tympanum  and  be 
invisible^  from  the  tympanic  membrane  remaining  unperforated.  Diph* 
theritic  inflammation  may  likewise  arise  in  the  tympanic  cavity  in  con- 
nection with  a  similar  condition  of  the  pharynx,  while  the  Eustachian 
tube  remains  unaffected.     Or  the  pharyngeal  process  may  have  already 


'  "  Beitrlge  eu  der  im  Verkufe  dcr  acuten  Exatitbcmc  aufirctcndcn  GebOrsafibctioDen.' 
Archiv  fUr  Ohrcnheilkundc,  aivii*  Bd, 
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terminated  when  that  of  the  tympanum  commences.  Here  also  therefore 
the  diagnosis  must  be  made  independently  of  direct  evidence  of  the 
disease.  In  such  cases  the  presence  of  very  severe  pain  in  the  ear 
lasting  for  days,  with  high  fever,  and  the  absence  of  other  conditions 
to  which  the  pain  might  be  due,  will  point  with  some  probability  to 
the  diagnosis ;  while  in  most  cases  the  further  course  of  the  disease  gives 
evidence  of  its  existence.  According  to  Kalz^  severe  febrile  symptoms, 
with  delirium  appearing  from  the  eighth  to  the  fourteenth  day  in  the 
course  of  scarlet  fever,  are  probably  to  be  connected  with  inflammation 
of  the  middle  ear  ;  and  the  absence  of  any  remission  of  these  symptoms 
after  several  days  have  elapsed  will  give  reason  to  suspect  the  existence 
of  a  croupous  process. 

KUpper^  found  the  cavity  of  the  tympanum  and  the  Eustachian  tube  filled  with 
false  membranes,  like  those  present  on  the  tongue  and  in  the  pharynx  of  a  girl 
who  had  died  from  diphtheria,  and  had  not  suffered  from  either  deafness  or  noises 
in  the  ear. 

From  a  therapeutic  standpoint  the  author  desires  to  insist  on  the  fact 
that  by  energetic  treatment  of  the  pharyngeal  diphtheria  much  may  be 
effected  as  regards  the  ear ;  and  that  here  especially  an  early  paracentesis 
is  indicated.  A  large  incision  should  be  made,  in  order  to  facilitate  the 
removal  of  the  inflammatory  products.  The  author  finds  the  galvano- 
cautery  very  suitable  in  such  cases,  but  like  Goitstein  has  not  seen  good 
results  from  destruction  of  the  membrane  by  caustics.  An  attempt  to 
remove  the  false  membranes  should  be  made  by  injections  or  the  brush,  and 
if  necessary  by  suitable  instruments — cg.^  sharp  spoons,  polypus-snares. 
For  the  relief  of  the  pains,  the  author  has  found  painting  the  parts  with 
tincture  of  opium  most  useful ;  or  the  introduction  into  the  ear  of  a  mixture 
of  this  and  lime-water  (tinct.  opii  2  to  S  parts  to  aq.  calcis  10  parts). 
Cocain  may  also  be  tried.  As  caustic*  applications,  the  substances  before 
mentioned  may  be  used.  In  a  case  in  which  there  was  a  simultaneous 
severe  labyrinthine  affection  with  deafness,  Wolf^  observed  recovery 
from  the  latter  after  the  subcutaneous  injection  of  pilocarpin.  Lastly, 
every  case  of  diphtheritic  inflammation  of  the  middle  ear,  when  death 
does  not  intervene,  passes  over  into  the  purulent  form  of  median  otitis, 
which  is  to  be  treated  on  the  principles  previously  laid  down. 


*  "  Ueber  croupOse  Entziindung  des  Mittelohres  bei  Scharlach."     Berliner  klin.  Wochen- 
schrift,  1884. 

*''  "  Sectionsbefunde."     Archiv  fur  Ohrcnheilkunde,  xi.  Bd. 

*  "  Zwei  Falle  von  schwerer  Labyrintherkrankung  bei  Scai  latina-Diphtheritis."    Zeitschrift 
ffir  Ohrenheilkunde,  1885. 
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2*     Plaatic  Ijiflanmiation  of  the  Middle  Ear* 


{Otitis  media  plasdca  s,  hyperplastica  s.  hyptrtrophica  s,  sclerotica  s.  sclerosis 
membrana^  mucosce  aurts  nmlicr.) 

This  form  of  inflammation  is  characterised,  as  before  mentioned, 
by  a  proclivity  to  the  development  of  new  tissue  which  but  seldom 
undergoes  a  retrograde  metamorphosis.  In  the  previously  described 
varieties  of  middle-ear  inflammation,  a  more  disintegrative  tendency 
is  to  be  observed ;  and  while  in  certain  cases  the  mucous  membrane 
does  regain  its  normal  condition,  it  is  on  the  other  hand  frequently 
destroyed  to  a  variable  extent,  and  generally  replaced  by  cicatricial 
tissue.  In  the  inflammatory  process  now  under  consideration,  however, 
an  increase  in  bulk  of  the  inflamed  structure  is  first  of  all  perceived 
(hypertrophy,  sclerosis). 

We  find  in  the  catarrhal  and  purulent  inflammation^  besides  an 
increase  in  the  amount  of  intercellular  fluidi  a  more  or  less  consistent^ 
mucous  or  purulent  inflammatory  product,  the  amount  of  which  is  in 
proportion  to  the  intensity  of  the  inflammatory  process.  In  the  plastic 
form  of  inflammation  the  intercellular  fluid  is  at  the  most  only  slightly 
increased,  or  a  very  little  serous  exudation  is  found  in  the  tympanic 
cavity;  where,  however,  the  plastic  and  exudative  processes  are  combined, 
a  more  consistent  inflammatory  product,  mucous  or  purulent,  may  be 
found  in  the  middle  ear. 

Ehology  and  Course,— '\\\^  affection  owes  its  existence  to  the  same 
causes  as  catarrhal  otitis,  but  its  course  is  always  a  more  chronic  one. 
It  occurs  generally  after  puberty  and  in  later  years,  while  the  exudative 
forms  appear  more  frequently  in  childhood.  The  constitutional  condition 
also  seems  to  influence  the  character  of  the  inflammation,  since  the 
exudative  process  is  found  more  often  in  delicate,  aniemic  individuals, 
whilst  plastic  inflammation  attacks  more  plethoric,  robust  persons.  There 
are,  however,  exceptions  to  this  statement.  Plastic  inflammation  in  the 
naso-pharynx  usually  occasions  similar  aftections  of  the  middle  ear.  As 
in  catarrh,  both  ears  are  generally  involved,  either  simultaneously  or 
after  a  short  interval ;  and  the  course  of  the  disease  is  usually  the  same 
on  both  sides. 

The  tissue  elements  arising  from  the  inflammatory  process,  either 
in  a  limited  area  or  diffused  through  a  larger  extent  of  the  mucous 
membrane,  undergo  further  devekipment  and  entail  various  results.  By 
the  growth  and  division  of  the  cell-processes,  which  enter  into  the  most 
diverse  connections  with  similar  processes  of  neighbouring  cells,  a  variously 
arranged,  more  or  less  closely  reticulated  tissue  becomes  developed,  which 
cither  extends  uniformly  throughout  the  whole  of  the  inflamed  structure, 
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leading  thus  to  general  hyperplasia  of  the  mucous  membrane  ;  or,  when  the 
new  formation  has  taken  place  in  circumscribed  patches,  results  in  the 
development  of  isolated  or  multiple  granular  growths,  or  even  distinct 
polypi. 

In  the  further  development  of  the  newly  formed  tissue  elements, 
they  often  leave  the  plane  of  their  matrix,  and  grow  in  other  directions. 
This  is  to  a  certain  extent  the  case  with  the  above-mentioned  polypoid 
growths,  but  is  shown  more  conspicuously  in  the  connective-tissue  bands 
and  membranes  found  especially  in  the  tympanum  and  in  the  mastoid 
cells,  from  which  the  most  abnormal  con- 
nections  of  the   various   structures   of  the  f»g-  '23. 

middle  ear   may   result.  Section  of  hypertrophied  mucous 

_,,       _  .  .   .         -  1  «       .  membrane  from  the  tympanum : 

The  formations  ansing  from  the   plastic  it   is  more  than  five  times  the 

inflammatory  process  have  a  strong  tendency  normal  thickness. 
to  persist ;  sometimes,  however,  they  undergo 
a  retrograde  metamorphosis,  as  shown  in 
their  molecular  disintegration,  fatty  degene- 
ration, and  reabsorption.  When  the  process  ^c  ^  -<0i^^ 
is  very  chronic,  they  may  likewise  become 
calcified  (Fig.  123).     Even  the  blood-vessels                  ,             "" 

Calcined    masses   are   seen   dis- 

and  nerves  may  undergo  changes.  The  seminated  throughout  the  tissue; 
former    shrink    and    are   transformed    into     °".^^*?^  *^^5'!°"  of  hydrochloric 

acid  they  exhibited  the  character- 

connective-tissue     cords,     or     suffer     fatty     istic  reaction. 
degeneration,  or  calcify.     The  nerves  may 

atrophy,  become  molecularly  disintegrated,  and  the  resulting  material 
reabsorbed.  The  calcification,  which  may  occur  in  the  retrogressive 
process,  may  be  extremely  detrimental  to  the  hearing  capacity.  If, 
for  instance,  such  a  change  takes  place  in  the  membranes  closing  the 
fenestra  ovalis  and  fenestra  rotunda,  or  affects  the  articulations  of  the 
auditory  ossicles,  the  sound-conducting  power  must  be  considerably 
impaired. 

Subjective  symptoms. — If  the  inflammatory  process  does  not  affect 
structures,  the  integrity  of  which  is  important  in  regard  to  the  conduction 
of  sound,  it  may  exist  for  years  without  perceptible  symptoms,  and  may 
subside  without  its  previous  presence  having  been  recognised,  though  if 
the  structures  be  subsequently  examined  the  corresponding  changes  will 
be  manifest. 

It  is  otherwise  when  the  disease  attacks  from  the  beginning,  and  with 
some  intensity,  the  whole  or  a  large  section  of  the  mucous  membrane  of 
the  middle  ear.  In  such  cases  there  is  never  any  pain ;  at  the  most 
only  a  sensation  of  fulness  and  pressure  in  the  ear.  Deafness  and  noises 
in  the  ear,  on  the  other  hand,  make  their  appearance  at  an  early  period, 
and  are  to  be  explained  on  the  same  lines  as  in  other  forms  of  middle-ear 


inOammation.  It  is  the  same  with  the  giddiness  and  weakness  of  memory, 
of  which  these  patients  not  un frequently  complain.  These  various  symptoms 
are  the  more  distressing  from  the  fact  that  they  are  apt  to  be  present 
more  continuously  than  in  other  varieties  of  inflammation  in  which  the 
objective  morbid  changes  are  more  variable. 

With  rare  exceptions,  both  the  impairment  of  hearing  and  the 
subjective  auditory  sensations  become  progressively  worse.  This  is  due 
partly  to  the  continuous  development  of  the  new  tissue^  partly  to  the 
secondary  changes  which  take  place  in  this.  Among  such  changes  are 
the  shrinking  which  goes  on  in  the  new  formation,  occasioning  retraction 
of  the  different  structures  ;  the  rigidity  produced  in  the  articulations  ; 
and  the  abnormal  position  of  the  ossicles  which  may  follow*  Not  only  is 
the  function  of  the  conducting  apparatus  thereby  impaired,  but  secondary 
labyrinthine  changes  may  likewise  ensue. 

The  deafness  in  such  cases,  if  it  be  of  long  duration,  may  be 
increased  by  atrophy  of  the  auditory  nerve  from  functional  inactivity — ^a 
condition  which  is,  in  most  of  these  patients,  actually  brought  about. 

The  objective  appearances  in   plastic  inflammation  of  the  middle  ear 
are  very  diverse,  in  accordance  with  the  parts  imphcatedp  the   intensity 
of  the  morbid  process,   the   previous  condition  of  the   ear  affected,  andj 
the   actual    character  of   the    inflammation— viz.,    whether    it    be   purely 
hyperplastic,  or  combined  with  some  other  form. 

In   far-advanced  processes,  appearances  are  sometimes  met  with  in 
the  external  auditory  canal^  w^hich  must  be  connected  with  the  middle-ear 
disorder.     Apart  from  a  certain  dryness  of  the  skin,  due  to  diminished ' 
secretion    of  cerumen,   and   respecting  which    patients  often  complain,   a 
hypertrophy  of  ihe  soft  structures  to  a  variable  degree,  and  even  of  the  i 
osseous  walls  of  the  canal,  may  be  recognised  in  severe  cases.     In  ihcl 
greater  number  of  instances,  however,  the  canal  appears  perfectly  normal. 

The  same  feeling  of  dryness  is  also  experienced  in  the  nose  by 
many  individuals  who  have  been  affected  with  this  disease  for  a  long 
time»  The  nasal  mucous  membrane  is  thickened,  and  no  secretion  takes 
place ;  so  that  these  patients  may  not  feel  the  necessity  of  blowing  the 
nose  for  years. 

Plastic  inflammation  of  the  middle  ear  rarely  occurs  without  the 
Eustachian  tube  being  involved  in  the  morbid  process.  The  lumen  of 
the  tube  is  thus  found  to  be  more  or  less  narrowed,  or  even  obliterated,^ 
and  from  this  follow  the  previously  described  secondary  changes  in  the 
tympanic  membrane  and  auditory  ossicles:  the  dnim-membrane  sinks  in, 
and  the  ossicles  in  consequence  become  displaced.  The  appearances  as 
seen  through  the  auditory  canal  will  vary  according  to  the  condition  of 
the  mucous  membrane  of  the  tympanum  and  that  of  the  drum-membrane 
itself. 
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In  many  cases  intense  hyperaernia  is  present  for  years  in  the  mucous 
membrane  of  the  inner  wall  of  the  tympanum,  especially  over  the  pro- 
montory; and  this  is  visible  through  the  tympanic  membrane  as  a  red 
or  orange-coloured  spot  with  blurred  margin.  When  the  Eustachian  tube 
is  narrowed,  or  the  drum-membrane  sinks  inwards  from  other  causes,  it 
may  come  into  contact  with  the  promontory,  and  may  even  exercise  so 
much  pressure  upon  it  as  to  squeeze  the  blood  out  of  the  vessels.  The 
mucous  membrane  then  becomes  paler ;  and  if  this  state  of  things  lasts 
a  long  time,  it  may  become  adherent  to  the  membrana  tympani,  and  the 
process  of  the  incus  and  head  of  the  stapes  may  then  become  visible. 

When  the  tympanic  membrane  is  itself  involved  in  the  inflammatory 
process,  it  presents  various  appearances.  If  a  new  formation  of  tissue 
take  place  in  its  substance,  it  becomes  either  simply  thickened,  or  may 

Fig.  124. 
Section  of  a  tympanic  membrane  with  a  circular  opacity. 


A  Dermis  layer;  /?,  radial  layer;  C,  circular  and  mucous-membrane  layers;  /  connec- 
tive-tissue new  formation. 

enter  into  abnormal  connection  with  other  structures  if  the  newly  formed 
tissue  project  from  its  surface.  The  attachments  of  false  membranes  or 
bands  may  be  recognised  as  so  many  lighter-coloured,  greyish-white  points 
and  spots  on  the  tympanic  membrane ;  while  such  of  the  new  tissue  as 
does  not  extend  beyond  its  structure  usually  runs  through  it  circularly 
or  in  a  curved  form,  and  is  most  often  observed  in  that  part  where  the 
circular  fibres  of  the  membrana  propria  are  normally  present  in  greatest 
abundance.  The  new  formation  appears  situated  between  the  layers  of 
the  membrana  tympani,  presenting  the  appearance  of  an  independent, 
accurately  circumscribed  structure  (Fig.  124),  of  a  milky-white,  lead-grey, 
or  opalescent  colour  (Plate  II.,  Figs.  25  and  26). 

On  account  of  the  new  connective-tissue  bands  by  which,  as  before 
mentioned,  abnormal  connections  are  frequently  brought  about  between 
the  auditory  ossicles  and  the  membrana  tympani,  the  relations  of  the 
different  structures  as  seen  through  the  auditory  canal  may  appear 
variously  altered.      Thus,  the  malleus  is   sometimes  found  displaced   in 
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inflammation.     It  is  the  same  with  the  giddiness  and  weakness 
of  which  these  patients  not  unfrequently  complain.    These  varioi 
are  the  more  distressing  from   the  fact  that  they  are  apt  t 
more  continuously  than   in  other  varieties  of  inflammation 
objective  morbid  changes  are  more  variable. 

With   rare    exceptions,   both    the    impairment    of  her 
subjective  auditory  sensations  become  progressively  worse 
partly  to  the  continuous  development  of   the    new  tissue 
secondary  changes  which  take  place  in  this.      Among  s^ 
the  shrinking  which  goes  on  in  the  new  formation,  occas' 
of  the  different  structures ;    the  rigidity  produced   in    t 
and  the  abnormal  position  of  the  ossicles  which  may  fol 
the  function  of  the  conducting  apparatus  thereby  impait 
labyrinthine  changes  may  likewise  ensue. 

The   deafness   in    such    cases,    if  it  be   of  long 
increased  by  atrophy  of  the  auditory  nerve  from  fun 
condition  which  is,  in  most  of  these  patients,  actually 
The  objective  appearances  in   plastic  inflammati 
are  very  diverse,  in  accordance  with  the  parts  im 
of  the  morbid  process,   the  previous  condition  of 
the   actual    character  of   the   inflammation — vi; 
hyperplastic,  or  combined  with  some  other  for 

In  far-advanced  processes,  appearances  are 
the  external  auditory  canal,  which  must  be  conne 
disorder.     Apart  from  a  certain  dryness  of  tht 
secretion   of  cerumen,   and  respecting  which    ] 
hypertrophy  of  the  soft  structures  to  a  variabi 
osseous  walls  of  the  canal,  may  be  recognisei 
greater  number  of  instances,  however,  the  can; 
The  same    feeling   of  dryness    is  also   < 
many  individuals  who  have   been   affected  v 

time.     The  nasal  mucous  membrane  is  thick 

place;  so  that  these  patients  may  not  feel 

nose  for  years. 

Plastic    inflammation    of  the    middle 

Eustachian  tube  being  involved  in  the  ir 

the  tube  is  thus  found  to  be  more  or  Icsi 

and  from  this  follow  the  previously  dcsi 

tympanic  membrane  and  auditory  ossicle^ 

and  the  ossicles  in  consequence  becomt 

seen  through  the  auditory  canal  will  \ 

the  mucous  membrane  of  the  tympanun 

itself. 


in  the  membrane  during  the  course  of  time  may  be  extreme ;  a  consider- 
ably thickened  membrane  exhibiting  later,  perhaps,  signs  of  atrophy  in 
places,  and  even  perforation. 

In  the  plastic,  as  in  the  catarrhal  processes,  the  most  diverse  con- 
ditions may  be  associated ,  the  explanation  of  which  is  not  difficult  on 
acquaintance  with  the  pathology  of  the  affection. 

The  diagnosis  of  this  form  of  median  otitis  cannot  at  the  commence- 
ment be  determined  with  the  degree  of  accuracy  which  is  to  he  desired. 
Pit  is  usually  only  after  some  time  that  this  is  possible,  as  the  characteristic 
objective  appearances  are  not  always  to  be  made  out  with  the  requisite 
clearness. 

The  results  of  auscultation  may  throw  light  on  the  space-conditions 
of  the  Eustachian  tube  and  tympanic  cavity i  but  are  serviceable  for  diagnosis 
only  when  connected  with  the  results  of  other  methods  of  examination. 
In  those  cases  in  which  auscultation  does  not  sufficiently  elucidate  the 
state  of  the  Eustachian  tube,  tactile  examination  (by  the  bougie)  should 
be  adopted. 

Since  plastic  median  otitis  may  be  circumscribed  in  extent,  and  may 
involve  parts  so  situated  that  neither  inspection  nor  other  modes  of 
examination  may  be  able  to  furnish  trustworthy  data,  the  diagnosis  will 
in  such  cases  have  to  be  made  by  way  of  exclusion. 

From  every  other  form  of  inflammation  of  the  middle  ear  it  is 
distinguished  by  the  absence  of  exudation,  so  that  its  differentiation  from 
these  is  not  generally  diOicult.  From  a  possible  affection  of  the  labyrinth, 
however,  its  distinction  may  be  very  difficult,  and  in  certain,  though  rare 
cases,  a  probable  diagnosis  only  is  possible. 

The  history  of  the  case  should  be  carefully  investigated-  An 
association  of  ear  disorder  with  other  affections  not  unfrequently  affords 
ground  for  the  diagnosis.  The  presence  of  diseases  which  are  commonly 
followed  by  ear  troubles — as,  for  example,  naso-pharyngeal  affections,  the 
acute  exanthemata,  tubercle,  etc. — will  favour  the  probability  of  a  middle- 
ear  inflammation  ;  while  a  co*existent  cerebro-spinal  disorder  would  point 
rather  to  a  labyrinthine  derangement.  The  sudden  onset  of  an  aural 
affection  also,  accompanied  by  great  impairment  of  hearing,  would  tend 
to  the  diagnosis  of  labyrinthine  disorder  rather  than  plastic  inflammation 
of  the  middle  ear,  since  the  latter  disease  could  not  make  such  progress 
in  the  course  of  a  few  hours  or  days  as  to  bring  about  great  deafness. 

The  absence  or  presence  of  sound-conduction  by  the  cranial  bones 
is  of  value  only  in  ear  affections  of  rapid  development :  a  sudden  dis- 
appearance of  bone-conduction  is  not  observed  in  cases  of  plastic 
middle-ear  disease,  but  probably  occurs  in  labyrinthine  derangements*  If 
the  bone-conduction  gradually  disappears  in  the  course  of  a  chronic  ear 
disorder,  the  symptom  does  not  in  itself  supply  trustworthy  evidence  for 
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diagnosis.       In   genera!,   however,  it   remains   present  longer   in   simple 
plastic  median  otitis  than  in  primary  labyrinthine  disease. 

Other  symptoms,  such  as  subjective  auditory  sensations,  vertigo, 
paracusis  Willisii,  may  be  either  present  or  absent  both  in  middle-ear 
inflammations  and  in  affections  of  the  labyrinth  ;  they  are  therefore  of 
little  diagnostic  value.  It  is  only  when  all  these  symptoms  come  on 
suddenly,  together  with  great  loss  of  hearing,  or  when  the  subjective 
auditory  sensations  are  such  that  they  must  be  regarded  as  true  hallucina- 
tions (hearing  of  voices),  that  we  are  compelled  to  look  upon  the  condition 
as  a  deeper  labyrinthine,  or  perhaps  a  cerebral  disease. 

A  positive  result  with  Weber's  experiment  tends  to  indicate  the 
presence  of  middle-ear  disorder  ;  though  it  must  be  admitted  that  the 
same  phenomenon  may  be  exhibited  in  some  cases  of  bilateral  affection 
of  the  labyrinth. 

Rinne's  experiment  is  by  itself  less  serviceable  for  differential 
diagnosis  than  Weber's.  Thus,  if  a  case  be  supposed  in  which  there  is 
some  diminution  of  sound-conduction  as  a  result  of  hyperplasia  of  the 
structures  closing  the  fenestra  ovalis  and  fenestra  rotunda,  while  the 
condition  of  the  labyrinth  is  still  normal,  Rinne's  experiment  yields  a 
positive  result,  but  the  tuning-fork  is  heard  to  vibrate  before  the  auditory 
canal  for  a  shorter  time  than  in  a  normal  case.  The  same  result 
may  Ik*  imagined,  however,  in  a  case  of  early  labyrinthine  disease. 
If  again  Rinne's  experiment  should  give  a  negative  result,  it  is  not 
difficult  to  conceive  this  with  either  one  or  other  form  of  the  aural  diseases 
mentioned.  It  will  therefore  be  seen  that  the  experiment  by  itself  does 
not  give  reliable  evidence  of  the  pathological  condition. 

According  to  Bctold^  with  whom  Rohrtr-  agrees,  a  negative  result 
with  Rinne's  experiment  in  all  bilateral  aural  affections  in  w*hich  the 
difference  between  the  hearing  distances  on  the  two  sides  is  not  \'ery 
considerable,  indicates  the  presence  of  an  alteration  in  the  sound- 
conducting  apparatus.  A  normally  long,  or  only  slightl}'  shortened 
positive  result  with  the  experiment,  associated  with  greatly  diminished 
hearing  distance,  together  with  negative  results  upon  examination  with 
the  mirror  and  upon  inflation,  is  said  to  exclude  any  material  derangement 
of  the  sound-conducting  apparatus,  whether  the  affection  be  bilateral  or 
unilateral 

The  author  is  aware  from  repeated  experience  that  these  statements 
are  true  in  very  many  instances  ;  nevertheless  the  exceptions  to  tJiera  are 
far  too  numerous  to  permit  their  acceptance  as  trustworthy  diagnostic 
indications.  He  believes,  however,  that  an  affection  of  the  sound-conduct^ 
ing  apparatus  may  be  inferred  with  perfect  certainty  when,  with  a  posilive 

*  Allj^cmeine  Wiener  med.  Zcitunf ,  1JS7,  Nr.  IJ, 


result  with  Weber's  experiment,  Rinne's  yields  a  negative,  or  a  con- 
siderably shortened  positive  result.  Rinne's  experiment  may  to  a  certain 
extent  be  considered  to  corroborate  or  prove  the  diagnosis  of  an  affection 
of  the  sound-conducting  apparatus  which  has  been  arrived  at  as  the  result 
of  Weber*s  experiment*  That,  however,  the  contrary  statement  does  not 
hold— that  is  to  say,  that  with  a  positive  result  with  Rinne*s,  and  a 
negative  result  w*ith  Weber's  experiment,  an  affection  of  the  sound- 
conducting  apparatus  cannot  always  be  excluded — follows  sufficiently  from 
what  has  been  previously  stated. 

The  prognosis  in  plastic  inOammation  of  the  middle  ear  is  on  the 
whole  unfavourable,  especially  when  the  mucous  membrane  on  the  inner 
wall  of  the  tympanum  over  the  fenestra  oval  is  and  fenestra  rotunda  is 
involved  in  the  process.  A  cessation  of  the  inJlammation  ;  a  return  to 
the  normal  state ;  or  even  the  maintenance  of  a  given  condition  without 
further  progress  in  the  morbid  process,  is  but  seldom  observed.  Even  in 
cases  in  which  the  formation  of  new  tissue-elements  has  ceased,  it  cannot 
be  said  that  the  morbid  process  stops,  since  the  secondary  changes  brought 
about  in  the  new  formation,  and  consecutively  also  in  the  normal  structures 
of  the  ear,  aggravate  the  symptoms. 

The  constant  presence  of  subjective  auditory  sensations  which  remain 
unrelieved  by  inflation  of  the  middle  ear,  or  Meniere*s  symptoms,  or 
paracusis  Willisii,  are  circumstances  which  make  the  prognosis  very 
unfavourable.  In  the  great  majority  of  cases  we  must  be  content  to  aim 
through  our  treatment  at  inducing  a  slower  progress  in  the  course  of  the 
affection,  or  at  the  removal  or  mitigation  of  the  troublesome  effects  which 
originate  from  the  products  of  the  disease. 

The  treatmeni  has  for  its  objects  the  checking  of  the  morbid  process 
and  the  relief  of  the  injurious  results  of  the  hyperplasia,  so  far  as  these 
may  be  possible.  More  especially  is  indicated  the  amelioration  of  any 
co-existent  affections  which  are  connected  with  the  ear  disease,  as  well  as 
that  of  any  possible  external  influences  which  may  contribute  to  maintain 
the  disorder.  The  regimen  of  the  patient  must  be  thoroughly  regulated, 
and  all  things  forbidden  which  might  produce  congestion  of  the  head.  In 
general,  mountain  air  or  high  elevations  agree  with  these  patients. 

In  the  stage  of  hyperaemia,  local  bleeding  may  give  relief  in  plethoric 
persons  and  such  as  are  prone  to  congestions,  but  the  morbid  process 
cannot  be  cut  short  in  this  way.  Methodical  rarefaction  of  the  air  in  the 
external  auditory  canal  may  render  good  service  by  reducing  the  hyperaemia 
of  the  deeper  structures.  It  is  most  readily  effected  by  the  apparatus 
designed  by  the  author :  a  small  air-ball  is  connected  with  a  tube  about 
50  cm,  long,  to  the  end  of  which  a  nozzle  is  fixed  like  that  of  an  otoscopic 
tube.  The  air- ball  having  been  compressed,  the  nozzle  is  inserted  into 
the  auditory  canal,  from  which  the  air  becomes  exhausted  when  the  air- 
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ball  is  allowed  to  expand  again.     The  nozzle  is  then  removed  from  the 
canal ^  and  the  process  repeated.     With  robust  and  corpulent  individualS|j 
the  administration  of  saline  waters  is  indicated— f.^.,  those  of  Marienbad|^ 
Carlsbad,  Kissingen,  or  Vichy,     Yearly  courses  of  these  waters  assist  in 
retarding  the  rapid  progress  of  the  disease. 

If  the  mucous  membrane  of  the  Eustachian  tube  is  implicated, 
endeavours  should  be  made  to  maintain  the  passage  open  by  inflation 
with  the  air- ball  and  the  employment  of  bougies.  The  latter  also»  by  the 
pressure  they  cause,  tend  to  promote  absorption.  The  inflation  is  useful 
likewise  by  putting  the  ossicles  in  motion,  and  thus  preventing,  to  some 
extent,  rigidity  of  their  articulations  or  their  complete  ankylosis. 

If  the  process  is  far  advanced,  extending  over  the  entire  mucous 
membrane  of  the  tympanic  cavity,  the  author  is  accustomed  to  make 
injections  through  the  Eustachian  tube  of  a  solution  of  caustic  potash 
(3  to  10  parts  in  2000),  daily  or  at  longer  intervals.  Similarly,  2  to  S  per 
cent,  solutions  of  iodide  of  potassium^  or  a  !  per  cent,  solution  of  carbonate 
of  soda  [or  warm  sterilized  vaseline  oil],  may  be  employed.  The  author 
has  occasionally  found  injections  of  very  dilute  acetic  acid  of  some  use. 
The  vapours  of  acetic  ether,  iodic  ether,  or  of  sal-ammoniac,  have  also 
sometimes  been  found  serviceable  ;  as  well  as  w*cak  solutions  of  corrosive- 
sublimate  in  syphilitic  cases  (i  to  2  parts  in  2000),  In  cases  of  extreme 
sclerosis  associated  with  great  impairment  of  hearing,  one  may,  if  all  other 
remedies  fail,  try  direct  injection  according  to  the  author's  method,  without 
a  catheter,  of  a  1  per  cent,  solution  of  iodide  of  potassium  or  carbonate  of 
soda.  This  treatment  has  for  its  aim  the  promotion  of  absorption  by 
stimulation  of  the  mucous  membrane.  In  isolated  instances  the  author  has 
seen  severe  purulent  perforative  inflammation  follow,  and  in  most  casts 
there  has  been  no  good  result  worth  mentioning.  In  many,  however^  the 
treatment  has  been  brilliantly  successful.  The  author  employs  it  only  after 
having  fully  acquainted  the  patient  with  it,  and  obtained  his  acquiescence. 
He  formerly  injected  a  concentrated  solution  of  nitrate  of  silver,  but  has 
now  given  this  up.  More  can  be  done  as  regards  the  sequelae  of  the  plastic^ 
process,  and  of  this  further  mention  will  be  made  more  in  detail  later. 


CHAPTER    XIL 

JNFLA  MM  A  TION  OF  THE  PERIOSTEUM  OF  THE  MA  STOW  REGION 
{PERIOSTITIS  PARTIS  MASTOIDE^  OSSIS  TEMPORIS). 

Circumscribed  and  diffuse  inflammations  of  the  skin  of  the  mastoid  region, 
so  long  as  they  do  not  extend  to  the  deeper  structures,  are  of  no  import- 
ance in  regard  to  the  ear.  It  is  different,  however,  if  the  deeper  tissues, 
especially  the  periosteum,  become  inflamed.  In  that  case  not  only  may 
the  auditory  function  be  damaged,  but  even  the  life  of  the  patient  may 
be  seriously  endangered.  On  these  grounds,  therefore,  a  more  detailed 
description  is  necessary. 

A  primary  periostitis  in  this  region  is  of  very  rare  occurrence  {Jacoby} 
VoUolini;  WiUiams^  J .  Neumann ^^  and  others).  When  it  does  occur  it  is 
usually  from  traumatic  causes,  rarely  from  cold  ;  and  the  process  is  not 
generally  confined  to  the  periosteum,  but  affects  all  the  soft  tissues  of  the 
region. 

Secondary  periostitis,  on  the  other  hand,  is  of  frequent  occurrence  in 
connection  with  inflammatory  processes  of  the  aural  structures* 

The  extension  of  inflammation  to  the  periosteum  in  the  region  of  the 
mastoid  process  is  greatly  favoured  by  the  anatomical  relations  of  the  part. 
The  soft  structures  of  the  posterior-superior  wall  of  the  external  auditory 
canal  are  in  continuity  with  those  of  the  mastoid  portion  of  the  bone,  and 
in  this  way  an  inflammation  in  the  canal  is  very  readily  propagated  to 
the  periosteum  covering  the  mastoid  process.  An  inflammation  established 
in  the  lining  membrane  of  the  mastoid  cells  may  extend  itself  without 
further  implication  of  the  bone,  by  way  of  the  squamo-mastoid  fissure 
which  was  first  described  by  the  author ;  or  by  the  interstices  left  after  its 
incomplete  closure;  or,  again,  by  accidental  fissures. 

The  anatomy  of  the  region  explains  also  the  greater  frequency  of 
this  affection  in  children  as  compared  with  adults.     In  early  life  the  osseous 


'  "Zur  Casuislik  der  primaren  und  secundaren  Pedoslitis  und  Ostitis  des  PrcM:essus 
mastoideus."    Archiv  fOr  Ohrcnhcilkunde,  xvi,  Bd.^  S.  2S6,  u,  ff 

*  MonatsschrLrt  fiir  Ohrcnheilkunde,  etc.,  xi.  Jahrg. 

'  *'  Ein  Fali  primarer  Periostitis  dcs  Warzcnforlsatics.*'    Zeitschrift  fQr  Ohrenhdlkundc, 
xiii.  Bd, 

*  Allgemeinc  Wiener  mcdicinischc  Zeitung,  1S85. 
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portion  of  the  auditory  canal  is  not  only  much  shorter  than  in  later  years, 
but  the  union  of  the  squamous  with  the  petrous  part  of  the  temporal 
bone  is  in  infancy  brought  about  by  soft  tissues.  Through  these  an 
inflammatory  process  in  the  auditory  canal  may  at  this  period  extend  itself 
much  more  readily  than  at  a  more  advanced  stage  in  the  development  of 
the  bone. 

Etiology. — Under  the  conditions  present  in  inflammations  of  the  ear, 
a  periostitis  of  the  mastoid  portion  may  become  developed  without  the 
intervention  of  any  special  injurious  influence.  Its  appearance  is  never- 
theless greatly  favoured  by  certain  external  causes,  especially  by  taking 
cold,  and  by  injudicious  treatment  of  any  inflammation  already  present, 
as  by  the  employment  of  hot  vapours,  poultices,  and  fomentations  to  the 
ear,  or  the  application  of  sinapisms  or  vesicants  to  the  mastoid  region. 

Symptoms  and  Course, — The  suhjective  symptoms  of  a  periostitis  of  the 
mastoid  region  can  rarely  be  observed  by  themselves,  since  the  disease  is 
usually  secondary  to  some  other  inflammatory  affection.  They  consist  in 
a  feeling  of  tension  or  intense  pain.  The  pain  is  shooting  or  throbbing  in 
character,  is  generally  much  increased  on  pressure,  and  continues  till  the 
pus  finds  its  escape.  From  the  commencement  till  its  decline  the  inflam- 
mation is  almost  invariably  accompanied  by  high  fever,  commencing  not 
uncommonly  with  one  or  more  rigors.  Where  the  primary  inflammation 
of  the  ear  is  attended  with  fever,  this  is  increased  upon  the  extension  of 
the  inflammatory  process  to  the  mastoid  portion  of  the  bone.  Cases  which 
run  their  course  without  any  fever  are  of  exceedingly  rare  occurrence. 

The  above-mentioned  symptoms  may  naturally  be  accompanied  by 
many  others,  which  depend  either  upon  co-existent  aflections  of  different 
regions  of  the  ear,  or  upon  a  sympathetic  disorder  of  the  brain  and  its 
membranes. 

The  objective  appearances  are  so  readily  recognised  from  the  superficial 
position  of  the  part,  and  are  so  characteristic,  that  a  mistake  in  diagnosis 
is  scarcely  possible.  When  extension  takes  place  from  the  external 
auditory  canal,  the  periostitis  is  usually  first  recognised  by  swelling  and 
redness  of  the  soft  tissues  near  the  insertion  of  the  auricle.  The  folds  of 
the  skin  become  smoothed  out ;  and  if  the  inflammatory  process  does 
not  recede,  the  redness  and  intumescence  extend  rapidly  over  the  mastoid 
region,  often  beyond  this  to  the  scalp,  and  forwards  over  the  temporal  and 
frontal  regions.  The  skin  becomes  more  and  more  reddened,  shining,  hot 
to  the  touch,  and  extremely  sensitive ;  and  the  position  of  the  auricle 
becomes  altered  in  so  characteristic  a  way  as  at  once  to  arouse  suspicion 
of  the  presence  of  the  disease.  The  great  swelling  of  the  soft  parts  pushes 
the  auricle  forwards,  and  causes  it  to  stand  out  from  the  side  of  the  head 
more  or  less  at  a  right  angle.  Its  posterior  surface  becomes  apparently 
smaller,  and  it  becomes  as  a  whole  more  concave  from  the  swelling  of  the 
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soft  tissues  above  and  below.  In  severe  cases,  oedema  of  the  skin  in  the 
vicinity  usually  appears,  as  well  as  swelling  of  the  neighbouring  glands. 
The  oedema,  which  also  spreads  when  the  inflammation  runs  high,  is 
sometimes  so  extreme  that  the  patient  is  unable  to  open  his  eyes  on 
account  of  the  great  tumefaction  of  the  eyelids. 

When  the  periostitis  is  associated  with  an  otitis  media,  the  skin 
remains  unaffected  for  a  longer  time ;  the  swelling  over  the  mastoid 
process  is  more  diffuse,  and  only  later  implicates  the  tissues  at  the  place 
of  attachment  of  the  auricle  ;  then  consequently  the  before-mentioned 
characteristic  position  of  the  auricle  is  less  conspicuous. 

If  the  inflammatory  process  does  not  now  recede,  but  suppuration 
becomes  established,  then  both  the  symptoms  and  the  objective  appearances 
become  more  prominent.  The  swelling  goes  on  increasing,  and  fluctuation 
becomes  perceptible  to  a  greater  or  less  extent  according  to  the  more  or 
less  superficial  situation  of  the  pus  and  the  size  of  the  inflamed  area.  It 
should,  however,  be  remarked,  that  in  all  cases  in  which  the  inflammatory 
exudation  takes  place  between  the  periosteum  and  the  bone,  the  objective 
signs  may  exhibit  many  variations  from  those  usually  seen,  on  account  of 
the  very  intimate  adhesion  which  exists  between  the  mastoid  process  and 
the  thickened  fascia-like  periosteum.  This  is  especially  so  in  regard  to 
fluctuation,  which  in  such  cases  may  not  be  recognisable  even  when  a 
large  accumulation  of  pus  is  present :  in  many  such  instances  merely 
an  extreme  elasticity  may  be  felt.  Inflammatory  oedema,  the  result  of 
circulatory  derangement  from  tension  of  the  tissues,  will  however  raise  a 
suspicion  of  the  existence  of  suppuration  in  the  deeper  parts. 

If  the  pus  be  not  evacuated,  the  skin  becomes  livid,  and  may  become 
gangrenous  over  a  larger  or  smaller  area.  If  again  the  superjacent 
structures  be  very  tough  and  resistant,  the  pus  may  seek  an  outlet  by 
way  of  the  external  auditory  canal,  which  then  becomes  filled  with  it  when 
pressure  is  made  upon  the  inflammatory  swelling.  In  certain  cases,  the 
author  has  observed  the  discharge  of  the  pus  through  the  Eustachian 
tube  into  the  throat  and  nose  when  pressure  was  made  upon  the  mastoid 
region,  and  in  almost  all  these  instances  there  was  a  simultaneous  discharge 
through  a  perforation  in  the  tympanic  membrane. 

As  a  consequence  of  the  suppurative  process,  especially  if  the  peri- 
osteum becomes  separated  from  the  bone,  the  latter  readily  undergoes 
necrosis,  a  result  favoured  by  the  spongy  nature  of  this  part  of  the  tem- 
poral bone. 

Periostitis  of  the  mastoid  region  is,  as  already  stated,  usually  a 
secondary  affection.  It  may  nevertheless,  in  its  turn,  set  up  otitis  media 
and  interna,  and  even  an  inflammation  of  the  brain  and  meninges  with  all 
their  consequences.  It  is  not  at  all  an  uncommon  occurrence  for  a  puru- 
lent inflammation  of  the  lining  membrane  of  the  mastoid  cells  to  result 
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from  a  periostitis  of  the  mastoid  region  which   has  proceeded  from  an 
external  otitis. 

In  the  extension  of  the  periosteal  inflammation  to  the  intra-cranial 
structures,  an  important  part  is  played  by  the  vessels  and  connective- 
tissue  tracts  which  pass  through  the  mastoid  foramina.  The  morbid 
process  proceeds  along  these  tissues  first  to  the  sinus  sigmoideus,  and 
thence  may  spread  to  the  brain  and  its  membranes,  in  which  all  the  con- 
sequences previously  described  in  connection  with  purulent  median  otitis 
may  become  developed. 

Pyaemia  also  may  arise  from  such  a  condition,  and  many  cases  have 
been  recorded  in  which  death  resulted  from  this  cause. 

Prognosis, — As  a  rule  recovery  takes  place  in  the  great  majority  of 
these  cases,  even  when  of  secondary  origin.  The  dangerous  conditions 
previously  mentioned  usually  only  occur  in  persons  whose  general  con- 
dition is  much  lowered  from  some  cause  or  another,  or  who  have  been 
very  badly  treated. 

Even  an  actual  implication  of  the  bone  may  be  satisfactorily  held  in 
check,  provided  the  constitutional  state  of  the  patient  does  not  favour  its 
progress  In  cases  in  which,  after  opening  an  abscess,  the  bone  is  found 
to  be  denuded  for  a  considerable  extent,  the  soft  parts  may  nevertheless 
become  again  adherent,  and  regain  their  normal  relations  with  the  bone, 
if  judicious  treatment  be  employed.  Should,  however,  the  periostitis  be 
associated  with  actual  disease  of  the  osseous  substance,  the  prognosis  will 
then  relate  to  the  pathological  conditions  of  caries  and  necrosis.  For  the 
rest,  the  probable  course  and  result  will  depend  upon  the  existence  of 
other  possible  affections,  particularly  of  the  ear. 

Treatment — This,  from  the  commencement,  should  be  stringently 
antiphlogistic.  If  energetically  carried  out  in  the  stage  of  hyperaemia,  and 
the  conditions  present  are  not  exceptionally  unfavourable,  the  inflammatory 
process  will  usually  recede,  especially  in  cases  in  which  it  has  arisen  by 
extension  from  the  external  auditory  canal.  When  the  periostitis  spreads 
from  the  mastoid  cells,  however,  so  favourable  a  result  is  less  likely  to 
occur.  The  application  of  cold,  as  described  in  connection  with  external 
otitis  (Leiter's  cooling  apparatus),  combined  with  such  other  suitable 
measures,  local  and  general,  as  may  be  called  for  by  the  symptoms,  Mrill 
generally  yield  favourable  results. 

When  the  hyperaemia  is  intense,  local,  or  in  proper  cases,  general 
bleeding  is  indicated.  Local  bleeding  is  most  conveniently  performed 
according  to  Wilde's  method,  which  consists  in  making  an  incision  2  to 
4  cm,  long  through  the  inflamed  parts  down  to  the  bone.  Care  must  be 
taken  not  to  cut  the  auricular  artery,  the  position  of  which  should,  if 
possible,  be  determined  beforehand.  The  author  usually  makes  the 
incision  at  a  distance  of  from  5  to  lO  mm,  from  the  attachment  of  the 
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auricle.  The  bleeding  should  be  kept  up  as  long  as  required  ;  some 
iodoform  gauze  being  then  placed  in  the  wound,  and  a  suitable  dressing 
applied.  The  great  advantage  of  this  mode  of  treatment  lies  in  the  fact 
that  not  only  does  the  incision  bring  considerable  relief  by  the  relaxation 
of  the  tissues,  and  that  suppuration  is  usually  prevented,  but  that  if, 
nevertheless,  pus  should  form,  an  easy  outlet  is  thus  provided  for  it. 
The  ready  escape  of  the  pus  is  the  more  important,  since  it  is  often  formed 
very  deeply,  and  in  the  course  of  spontaneous  evacuation  would  be  met  by 
considerable  resistance  from  the  superjacent  structures,  whereby  the  bone 
would  be  the  more  likely  to  suffer.  Leeches  may  be  applied  in  suitable 
number  below  the  mastoid  process  in  the  case  of  patients  who  are  afraid 
of  the  knife. 

If  the  antiphlogistic  treatment  fail  to  arrest  the  progress  of  the 
inflammation,  endeavours  should  be  made  to  limit  the  suppuration,  and  to 
provide  an  outlet  for  the  escape  of  the  pus  as  soon  as  possible.  Tincture 
of  iodine,  either  pure  or  mixed  with  tincture  of  opium,  may  be  painted 
over  the  inflamed  area,  or  in  its  immediate  vicinity ;  and  ice  applications 
may  still  be  continued  to  the  part,  which  should  first  be  covered  with  some 
waterproof  material. 

If  pus  has  formed,  it  should  be  evacuated  as  soon  as  possible,  and 
with  proper  precautions.  As  with  all  other  abscesses,  the  opening  should 
be  made  with  reference  to  the  free  discharge  of  the  pus,  and  to  its  escaf)e 
under  the  influence  of  gravity.  In  applying  now  these  considerations  to 
thie  case  of  retro-auricular  abscesses,  it  will  be  manifest  that  in  some  of 
them  an  opening  will  be  indicated  through  the  external  auditory  canal  ; 
while  in  others  it  should  be  behind  the  auricle  in  the  m.astoid  region. 
The  author  has,  as  a  guide  for  his  practice,  formulated  the  following  rules, 
derived  from  his  own  experience  : — 

Abscesses  in  the  neighbourhood  of  the  upper  third  of  the  auricle  are 
to  be  opened  from  the  external  auditory  canal,  unless  any  special  circum- 
stances should  indicate  another  situation.  Those  in  the  region  of  the 
lower  two-thirds  of  the  auricle,  on  the  other  hand,  should  be  opened 
externally  over  the  mastoid  process. 

These  principles  the  author  adheres  to  when  the  abscess  has  already 
discharged  spontaneously,  or  has  been  opened  injudiciously  in  either 
situation.  For  example,  if  an  abscess  behind  the  lower  two-thirds  of  the 
auricle  has  discharged  through  the  auditory  canal,  and  recovery  appears 
retarded,  his  practice  is  to  make  another  opening  externally. 

An  acquaintance  with  the  simplest  rules  of  surgery,  together  with  a 
consideration  of  the  anatomical  relations  of  the  external  auditory  canal 
and  the  neighbouring  region,  will  make  it  clear  that  a  neglect  of  the  above 
principles  may  entail  the  most  serious  dangers.  The  author  is  convinced 
that  a  large  number  of  the  bone  affections  ensuing  upon  a  periostitis  might 
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have  been  avoided  if  the  abscess  had  been  opened  in  a  proper  manner. 
The  incision  sometimes  has  to  be  made  very  deep,  in  order  that  it 
may  reach  the  abscess.  In  general,  the  opening  should  be  made  as  large 
as  possible,  in  order  to  favour  the  rapid  escape  of  the  pus,  as  well  as  to 
facilitate  the  evacuation  of  possibly  several  suppurating  cavities  which  are 
very  apt  to  co-exist  in  this  situation.  A  free  incision  is  also  advantageous 
should  the  bone  itself  be  likewise  affected. 

After  the  pus  has  been  evacuated,  a  careful  examination  must  be 
made  with  the  probe,  more  especially  with  the  view  of  discovering  the 
state  of  the  bone — as  to  whether  it  be  actually  affected,  or  whether  only 
denuded  of  periosteum.  Further,  it  may  be  determined  whether  any  bone 
sequestra  be  present ;  whether,  too,  the  suppurating  focus  communicate 
with  the  mastoid  cells  or  with  the  auditory  canal ;  whether  perhaps  the 
soft  structures  of  the  auditory  canal  be  loosened  from  the  subjacent 
bone,  and  so  forth. 

If  there  be  only  simple  periostitis  without  any  disease  of  the  bone, 
the  cavity  of  the  abscess  should,  after  evacuation  of  the  pus,  be  washed 
out  with  some  antiseptic  solution,  a  drainage  tube  then  inserted,  and  a 
dressing  applied.  With  large  abscesses,  especially  if  the  bone  be  denuded, 
it  is  advisable  to  apply  pressure  from  the  upper  parts  and  periphery 
towards  the  opening,  by  means  of  a  suitable  dressing.  If  the  parts  in  the 
vicinity  of  the  abscess-cavity  should  remain  infiltrated,  they  may  be  painted 
over  with  iodine  with  the  view  of  inducing  absorption. 

The  re-adhesion  of  the  soft  parts  with  the  bone  will  be  greatly 
favoured  by  the  application  of  pressure  by  an  appropriate  dressing  and 
bandage.  Cotton-wool  pads  of  suitable  size  and  shape  should  be  placed 
over  the  affected  parts,  and  secured  by  circular  turns  of  a  bandage  round 
the  head.  The  pads  are  to  be  arranged  in  such  a  way  that  the  pressure 
will  be  from  the  peripheral  parts  towards  the  abscess-opening;  and  if  a 
drainage  tube  has  been  placed  in  this,  the  dressing  may  remain  on  for 
twenty-four  hours,  or  even  longer,  without  any  injury.  The  good  effect 
of  pressure  is  also  sometimes  seen  where  the  soft  parts  of  the  auditory 
canal  are  loosened  from  the  bone  :  the  canal  is  to  be  plugged  in  these 
cases.  If  the  pressure  cannot  be  borne  on  account  of  the  pain  it 
causes,  the  dressing  must  be  removed  and  re-adjusted.  With  very 
profuse  suppuration,  suitable  solutions  may  be  employed  in  dressing  the 
wound. 

If  on  examination  with  the  probe  the  bone  itself  appear  to  be 
attacked,  the  incision  should  be  kept  open,  and  the  condition  treated 
on  ordinary  surgical  principles.  Should  the  abscess  over  the  bone  be 
associated  with  pus  formation  in  the  mastoid  cells,  which  is  not  discharged 
by  way  of  the  Eustachian  tube,  then  an  incision  through  the  mastoid 
process  will  be  indicated.     Further  mention  will  be  made  of  this  operation. 
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By  many  authors  an  independent  primary  inflammation  of  the  mastoid  process, 
without  primary  affection  of  the  periosteum  or  inflammation  of  the  middle  ear,  has 
been  described :  Buck  (**  Condensing  Ostitis  of  the  Mastoid  Process,"  New  York 
Med.  Record,  1883);  Agnew\  Orne  Green  {Report  of  the  First  Congress  of  the 
Amer.  Otol.  Society) ;  Hartmann  (Zeitschrift  fur  Ohrenheilkunde,  vol.  viii.) ;  and 
others.  The  author  has  never  observed  such  a  circumscribed  primary  inflammation 
of  the  mastoid  process ;  but  he  has  seen  many  cases  of  middle- ear  inflammation 
associated  with  a  mastoid  affection,  in  which  the  symptoms  of  the  latter  were  the 
prominent  ones ;  also  cases  in  which  the  symptoms  of  mastoid  inflammation 
occurring  in  the  course  of  a  median  otitis  remained  present  for  some  time  after 
symptoms  of  inflammation  of  the  other  parts  had  disappeared. 


^?TER   XIII. 

CARIES  AND  NECROSIS   OF    THE    TEMPORAL    BONE  AND   OF 
THE  A  VDITORY  OSSICLES. 


The  most  frequent  proximate  causes  of  caries  and  necrosis  of  the 
temporal  bone  are  found  in  purulent  inflammatory  processes  affect- 
ing either  the  bone  itself  or  its  periosteum.  A  purulent  meningitis 
may  likewise  favour  the  occurrence  of  these  affections,  since  the  dura 
mater  also  plays  the  part  of  periosteum.  Such  cases,  nevertheless,  arc 
very  rare* 

In  the  great  majority  of  cases  these  diseases  are  due  to  a  periostitis 
occurring  in  the  course  of  an  external  or  of  a  suppurative  median  otitis. 
They  are  seldom  of  primary  origin  in  the  bone  itself. 

The  greater  vascularity  of  the  periosteum  covering  the  temporal 
bone  in  early  years»  as  well  as  the  abundance  and  large  size  of  the 
branches  communicating  with  the  interior  of  the  bone,  which  is  then 
less  compact  in  its  structure,  furnish  the  explanation  of  the  relatively 
greater  frequency  of  these  affections  in  children.  The  circumstance, 
too,  that  a  strumous  tendency »  which  generally  favours  caries  and 
necrosis,  is  more  frequently  active  in  childhood,  may  be  another  reason! 
for  their  more  common  occurrence  at  this  period  of  life. 

These  processes  are  very  rarely  seen  in  perfectly  healthy  individuals,J 
but  when  they  are  observed  the  causes  are  usually  manifest.  Amoni 
such  may  be  mentioned  imperfect  cleansing  of  affected  structures,  wii 
consequent  decomposition  of  the  inflammatory  products  ;  the  invasion  of 
noxious  micro-organisms ;  and  accidental  obliteration  of  blood-vessels,  or 
their  separation  from  the  bone  with  entaik-d  arrest  of  nutrition. 

Struma,  tubercle,  and  syphilis  are  the  chief  constitutional  conditions 
by  which  the  development  of  caries  and  necrosis  is  promoted.  Anaemia, 
likewise,  and  certain  neuropathic  affections,  sometimes  favour  their  occur- 
rence. Inflammatory  aural  affections  coming  on  after  long-standing  and 
exhausting  diseases,  and  which  at  first  may  have  exhibited  only  insignificant 
symptoms,  may  lead  to  grave  disease  of  the  temporal  bone,  even  where 
no  morbid  constitutional  state  exists.  In  this  way  may  be  explained 
the  bone  affections  which  often  follow  upon  a  trifling  middle-ear  catai 


occurring  in    scarlet    or   typhoid    fever,    with    sometimes    even   a   fatal 
result. 

Primary  inflammation  of  the  bony  matter  of  the  auditory  ossicles  is 
extremely  rare  ;  *  but  they  often  become  affected  secondarily.  Suppurative 
inflammations  of  the  middle  ear,  especially  in  scarlatinal  diphtheria,  may 
lead  to  destructive  processes  in  the  auditory  ossicles,  since  the  affected 
mucous  membrane  acts  the  part  of  periosteum  in  relation  to  them,  and 
assists  in  the  construction  of  their  articulations.  Inflammations  of  the 
tympanic  membrane,  conveying  as  it  does  the  principal  blood-vessels  to 
the  handle  of  the  malleus,  may,  under  certain  circumstances^  lead  to 
the  destruction  or  obliteration  of  these  vessels,  and  to  consequent  necrosis 
of  the  bone.  With  a  perforation  also  of  ShrapnelFs  membrane,  carious 
inflammation  of  the  upper  parts  of  the  malleus  and  incus  may  be  brought 
about  by  the  impediment  to  the  escape  of  the  pus,  as  well  as  by  the 
influence  of  deleterious  micro-organisms. 

The  behaviour  of  the  auditory  ossicles  when  affected  by  these 
processes  resembles  on  the  whole  that  of  other  '*  long  bones  ** :  the 
articular  ends;  like  the  epiphyses,  are  attacked  more  often  by  caries  ; 
while  their  processes,  like  the  diaphyses  of  the  long  bones,  suffer  rather 
from  necrosis.  In  the  latter  case,  portions  crumble  off;  in  the  former, 
lacunar  disintegration  and  partial  or  total  destruction  occur  The  parts 
which  are  most  often  destroyed  by  necrosis  are  the  lowest  portion  or 
the  whole  of  the  handle  of  the  malleus,  and  portions  of  the  process  of 
the  incus  :  the  articular  extremities  may  meanwhile  remain  intact  ;  or, 
on  the  other  hand,  they  may  be  affected  in  a  certain  measure  without 
entirely  losing  their  vitality.  Partial  destruction  of  the  upper  extremities 
of  these  little  bones  sometimes  results  in  very  peculiar  conditions.  For 
example,  the  author  possesses  an  incus  from  a  patient  suffering  from 
caries,  the  crown  of  which  exhibits  a  canal  passing  obliquely  through 
it,  due  to  the  carious  process,  while  the  rest  of  the  bone  is  unaffected 
Cases,  again,  are  tolerably  common  in  which  the  head  of  the  malleus, 
or  the  crown  of  the  incus,  appears  hollowed  out  into  a  cup-like  shape. 
Others  even  are  met  with  in  which  the  articular  extremity  of  the  malleus 
has  been  completely  lost,  while  the  handle  still  remains  in  its  normal 
connection  with  the  drum -membrane. 

Since  in  the  various  inflammatory  processes  affecting  the   ear,  the 
tympanic  membrane  is  very  frequently  involved,  and  is  often  destroyed, 


*  Oscar  Woif  reporls  a  case  in  which  he  observed  a  primary  ostitis  of  the  malleus  with 
its  rcsultini^  necrosis  and  separation  ("  Mitthcilungen  tiber  die  necrotische  exfoliation  dcr 
GehOrknOchdchen.'  Zcitschrift  fflr  Ohrtnheiikundc,  Bd.  x, )-  The  patient  had  suffered 
from  otorrhoea  for  five  months,  and  some  granulations  in  the  region  of  Shrapncll's  membfane 
were  removed  with  a  sharp  spoon.  The  malleus  came  away  on  the  car  being  subsequently 
syringed  «ut.  Its  head  was  carious,  and  the  handle  had  partly  disappeared  from  necroiiis» 
Moos  also  reports  a  case  of  lacunar  caries  of  the  handle  of  the  malleus  in  vo',  xiv.  of  the 
Zeitscbritt  filr  Ohrenheilkunde. 
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it  is  natural  that  the  hammer  should  most  frequently  suffer  from  caries 
or  necrosis.  On  account,  however,  of  the  intimate  connections  of  the 
malleus  with  the  incus,  the  latter  usually  becomes  likewise  implicated  ; 
while  the  stapes,  on  the  other  hand,  is  much  more  likely  to  be  s[>are<l.i 
If  the  stapes  be  affected,  however,  only  the  crura  suffer  as  a  rule  ;  the 
base,  so  important  in  relation  to  the  hearing  faculty,  being  longest 
preserved. 

With  regard  to  the  relative  frequency  with  which  the  different 
parts  of  the  temporal  bone  are  attacked,  the  following  scale  represents 
the  experience  of  the  author  in  this  matter: — The  mastoid  process  is 
most  frequently  affected ;  next  to  this  comes  the  roof  of  the  tympanum  ; 
then  the  external  auditory  canal,  most  often  on  its  posterior  wall ;  then 
that  part  of  the  inner  wall  of  the  mastoid  portion  which  displays  the 
sulcus  sigmoideus  ;  less  often  the  floor  of  the  tympanum  and  the  posterior 
wall  of  the  carotid  canal ;  and  least  frequently  the  proper  petrous  portion 
of  the  bone.  Naturally  several  of  these  parts  may  suffer  at  the  same 
time,  and  cases  have  even  been  observed  in  which  ihe  entire  temporal 
bone  was  destroyed  by  caries  and  necrosis. 

Bezold^  gis'es  a  report  of  iii  cases  of  affection  of  the  temporal  bone.  In  76 
cases  the  mastoid  portion  was  either  the  exclusive  seat  of  disease  or  was  invoked 
in  it  In  42  of  these  cases  it  was  limited  to  the  mastoid  process ;  in  34  it  had 
extended  farther  from  it,  or  had  encroached  iipon  it  from  the  adjacent  parts.  Of 
the  42  cases  in  which  the  disease  was  limited  to  the  mastoid  process,  caries  existed 
in  15,  caries  necrotica  in  16,  and  necrosis  in  11  ;  while  of  the  other  34  cases,  caries 
was  present  20  times,  canes  necrotica  10  times,  and  necrosis  4  times. 

If  the  petrous  portion  of  the  bone  be  involved  in  the  morbid  process, 
it  may  happen  that  certain  portions  of  the  labyrinthine  capsule  become 
ulcerated  away  from  the  tympanum.  Thus,  the  promontory  may  be 
completely  or  partially  destroyed  by  caries,  or  the  canalis  FaMopii  may 
be  opened  up.  It  is,  however,  rarer  for  larger  portions  of  the  pars 
petrosa  to  become  necrosed  and  separated  from  their  connections. 

The  origin  and  course  of  caries  and  necrosis  of  the  temporal  is  just 
the  same  as  in  other  bones.  If  the  process  proceeds  from  inflammation 
in  the  interior  of  the  bone,  disintegration  of  the  osseous  matter  and  bone- 
abscesses  results  (central  caries)  :  larger  or  smaller  pieces  of  bone  may 
become  loosened  from  their  connections,  and  then  lie  as  sequestra  in  the 
suppurating  area,  or  may  be  accidentally  carried  to  other  situations  (caries 
necrotica).  Such  a  course  is  usually  taken  in  the  more  spongy  parts  of 
the  bone — c.g.^  in  the  mastoid  portion. 

Inflammation   arising   in    the    periosteum    and    affecting    the    bone^ 
secondarily  runs  a  similar  course.     The  osteoclasts  from  the  innermc 
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layer  of  the  periosteum  bring  about  disintegration  of  the  contiguous 
bony  matter  (lacunae) ;  or  a  larger  or  smaller  portion  of  bone  becomes 
necrosed  by  deprivation  of  its  nutrient  vessels  owing  to  pressure  of  an 
abundant  accumulation  of  pus  between  the  bone  and  periosteum.  This 
is  generally  the  case  in  the  petrous  portion,  the  penosteum  of  which  is 
sometimes  loosened  from  the  bone  to  a  considerable  extent* 

It  is  particularly  noteworthy  that  inflammatory  processes  originating 
from  the  middle  ear,  and  subsequently  leading  to  caries  and  necrosis  of 
the  mastoid  portion,  sometimes  before  doing  so  affect  in  the  first  place 
the  external  surface  of  this  region  of  the  bone,  from  which  the  deeper 
parts  become  involved  later.  The  author  has  observed  such  a  course 
more  often  in  children,  though  it  also  occurs  in  adults.  The  possibility 
of  such  a  mode  of  extension  should  not  be  overlooked  in  reference  to 
treatment. 

The  subjective  sympioms  present  nothing  characteristic*  They  agree 
almost  completely  in  nature,  duration,  and  even  in  locality  with  those 
associated  with  purulent  inflammatory  processes  of  the  various  aural 
structures.  As  with  these,  the  nature  of  the  pain  and  the  other  symptoms 
may  vary  very  much,  in  accordance  with  the  acute  or  chronic  course  of  the 
disease,  and  with  the  structure  affected.  A  carious  or  necrotic  process  may 
goon  in  the  temporal  bone  for  months,  or  even  for  years,  without  occasion- 
ing much  pain;  while  in  other  cases  agonising  pains  may  be  present  from 
the  commencement  to  the  termination  of  the  disease.  The  same  is  true  as 
regards  the  other  symptoms  occurring  with  the  suppurative  median  otitis 
which  may  accompany  the  bone  affection.  In  some  cases  complete  deaf- 
ness may  exist,  with  or  without  subjective  auditory  sensations ;  while  in 
others,  the  impairment  of  hearing  and  the  noises  in  the  ears  may  be  quite 
absent.  This  wall  depend  chiefly  upon  w^hether  or  not  the  auditory  nerve 
is  implicated  in  the  bone  disease. 

From  what  has  been  said  it  w^iM  appear  that  the  subjective  symptoms 
aiford  no  reliable  basis  for  diagnosis  ;  and  since  even  the  ohjecdve  signs  are 
also  sometimes  indeterminate  in  this  respect,  it  follows  that  in  certain  cases 
we  shall  be  unable  to  assert  conclusively  whether  disease  of  the  bone  is 
present  or  not.  The  diagnosis  will  be  most  perfect  when  signs  of  a  bone 
affection  are  discovered  by  the  probe  ;  but  as  this  is  not  always  possible 
even  when  such  disease  exists,  we  shall  in  doubtful  cases  have  to  fall  back 
upon  indications  derived  from  a  consideration  of  the  symptoms  taken 
as  a  whole. 

Particular  attention  is  to  be  paid  to  the  following  points:— (i)  The 
actual  condition  of  the  bone  itself;  (2)  the  character  of  the  pus  and  of  any 
granulations  present,  especially  such  as  appear  in  fistulous  openings  ;  (3) 
the  condition  of  the  lymphatic  glands  around  the  suppurating  area;  (4)  the 
state  of  fistulous  canals  leading  to  abscess-cavities  ;  (5)  the  condition  of  the 
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soft  structures  of  the  auditory  canal,  and  of  those  covering  the  mastoid 
process  :  long-standing  or  frequently  recurring  swelling  of  these  tissues, 
especially  if  accompanied  by  recurrent  abscess-formation,  is  often  associated 
with  caries  of  the  region  ;  f6)  the  duration  of  the  disease,  and  the  general 
condition  of  the  patient;  (7)  paralysis  of  parts  supplied  by  nerves  which 
run  either  through  or  in  the  vicinity  of  the  temporal  bone ;  and  (S),  as 
very  important,  the  presence  of  particles  of  bone  in  the  discharge. 

The  last  sign  constitutes  an  absolute  indication  of  an  affection  of  the 
bone»  With  every  case  of  caries  or  necrosis — in  the  latter,  it  is  true,  only 
at  an  advanced  stage  of  the  disease,  when  the  so-called  limiting  caries  ^ 
becomes  established,  but  in  caries  throughout  its  entire  course — more  or  j 
less  fine  particles  of  bone  (bone-sand)  are  carried  away  in  the  discharge. 
They  may  be  recognised  with  the  microscope,  and  when  unequivocally 
derived  from  the  aflected  structures,  furnish  certain  evidence  of  the 
existence  of  caries.  A  negative  result  from  a  single  examination  of  the 
discharge,  however,  by  no  means  justifies  the  exclusion  of  bone  disease,  and 
the  pus  must  be  examined  at  different  times  in  order  that  a  trustworthy 
conclusion  may  be  arrived  at.  A'  microscopical  examination  is,  however, 
sometimes  unnecessary,  as  the  osseous  particles  may  perhaps  be  recognised 
on  simple  inspection  when  a  fistulous  canal  is  syringed  out,  or  they  may 
possibly  even  be  detected  in  the  discharge  by  the  finger. 

With  regard  to  any  symptoms  of  paralysis  of  the  facial  nerve  which 
may  be  present,  the  association  of  an  otorrhoea  with  these  has  always  been 
regarded  by  surgeons  as  of  diagnostic  significance  in  respect  of  an  affection 
of  the  temporal  bone.  The  paralytic  affection  was  regarded  as  connected 
with  changes  \n  the  nerve  brought  about  through  destruction  of  the  walls 
of  the  Fallopian  canal,  and  this  is  actually  correct  in  a  large  number  of 
such  cases.  It  has,  however,  been  settled,  both  from  clinical  and  from 
post-mortera  observations,  that  such  a  paralysis  may  arise  without  any 
osseous  affection  whatever,  through  a  simple  serous  or  other  exudation  in 
the  Fallopian  canal  ;  or  by  a  congenital  or  acquired  defect  of  the  bony 
wall  of  the  horizontal  part  of  the  canal ;  or  again  from  simple  pressure 
of  an  exudation  in  the  tympanic  cavity  ;  or  from  a  neoplasm.  The  same 
symptoms  may  likewise  be  caused  by  a  co-existent  independent  affection 
situated  within  the  cranial  cavity.  It  will  thus  be  seen  that  the  value  of 
paralysis  of  the  facial  nerve  as  a  diagnostic  mark  of  caries  is  considerably 
lessened.  Nevertheless,  it  should  always  be  regarded  as  a  suspicious- 
symptom. 

Particular  emphasis  must,  however,  in  this  connection  be  laid  upon  the 
fact  that  the  absence  of  a  facial  paralysis  does  not  in  the  least  tend  to  show 
that  caries  of  the  temporal  bone  is  not  present,  or  that  the  Fallopian  canal 
is  not  affected.  The  author  had  the  opportunity  of  observing  a  case 
in  the  general   hospital    in    \ienna   under   the  care  of  Standihartner,  a 
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^^-x-ation  from  which  is  represented  in  Fig.  125.  In  this  both  the 
^^ontal  and  the  descending  portion  of  the  canalis  Fallopii  were  com- 
■^^ly  destroyed,  and  the  nerve  was  for  a  long  period  bathed  by  the  pus. 
"^  ^Vie  descending  part  of  the  nerve  even  the  sheath  was  absent,  yet  not 
.  ^^ce  of  paralysis  was  observed  during  the  whole  course  of  the  disease. 
^^  patient  remained  under  the  author's  observation  from  Aug.  6th,  1862, 
^^^U  Dec.  2 1  St  of  the  same  year,  when  he  died  of  haemorrhage  from 
^^^    bowel. 

Long-standing  tumefaction  in  the  neighbourhood  of  the  apex  of  the 

Fig.  125. 
Carious  temporal  bone  (external  view). 


/,  Z^'gomatic  process ;  w/  nf\  nj'\  facial  ner\'c  (at  nf  its  sheath  is  still  preserved,  but 
elsewhere  destroyed) ;  g^  anterior  wall  of  the  osseous  external  auditory  canal.  On  account 
of  the  great  destruction  of  bone,  the  tympanum,  external  auditory  canal,  and  mastoid  cells  are 
merged  into  a  large  abscess-cavity  communicating  with  the  cavity  of  the  cranium :  in  this 
abscess-cavity  the  facial  nerve  lies  exposed  ;  ztf,  remains  of  the  mastoid  process. 

mastoid  pirocess  is  of  much  diagnostic  importance  in  relation  to  caries.  It 
is  usually  dependent  on  gravitation  of  pus  derived  from  carious  disease  on 
the  inner  aspect  of  the  process,  or  in  the  region  of  the  incisura  mastoidea. 
A  careful  examination  of  the  region  should  never  be  omitted,  especially 
in  cases  of  middle-ear  affections  of  long  duration,  since  the  swelling  is 
sometimes  very  slight  in  the  beginning,  and  may  therefore  be  readily 
overlooked.^ 

The  after-course  of  caries  and  necrosis  depends  mainly  upon  the  site 
of  the  disease,  the  general  condition  of  the  patient,  and  upon  his  age  in  its 


*  Compare  Besold,   "  Erkrankungen  des   Warzontheiles."     Archiv   ftir  Ohrenheilkunde, 
xiii.  Bd. 
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soft  structures  of  the  auditory  canal,   and  of  those  covcriis 
process:  long-standing  or  frequently  recurring  swelling  ot  h 
especially  if  accompanied  by  recurrent  abscess-formation,  is  r-; 
with  caries  of  the  region  ;  (6)  the  duration  of  the  disease,  run. 
condition  of  the  patient;  (7)  paralysis  of  parts  supplied  ly 
run  either  through  or  in  the  vicinity  of  the  temporal  b.'i 
very  important,  the  presence  of  particles  of  bone  in  the  di--. 

The  last  sign  constitutes  an  absolute  indication  of 
bone.     With  every  case  of  caries  or  necrosis — in  the  latii  i . 
at  an  advanced   stage  of  the  disease,   when  the  so-calIi.< 
becomes  established,  but  in  caries  throughout  its  entire 
less  fine  particles  of  bone  (bone-sand)  are  carried  awa_v 
They  may  be  recognised  with  the   microscope,  and  w. 
derived    from    the   affected    structures,    furnish   certai. 
existence  of  caries.     A  negative  result  from  a  single  ^ 
discharge,  however,  by  no  means  justifies  the  exclusion  . .  . 
the  pus  must  be  examined  at  different  times  in  ord«.!   _. 
conclusion  may  be  arrived  at.     A' microscopical  exan'i^^-j 
sometimes  unnecessary,  as  the  osseous  particles  may  \ 
on  simple  inspection  when  a  fistulous  canal  is  syrir.^ 
possibly  even  be  detected  in  the  discharge  by  the  fin. 

With  regard  to  any  symptoms  of  paralysis  of  i  , 
may  be  present,  the  association  of  an  otorrhoea  with 
regarded  by  surgeons  as  of  diagnostic  significance  \\ 
of  the  temporal  bone.     The  paralytic  affection  wa  = 
with  changes  in  the  nerve  brought  about  through 
of  the  Fallopian  canal,  and  this  is  actually  corrr 
such  cases.     It  has,  however,   been   scuIcJ,  ^-    ^ 
post-mortem  observations,   that  such  a  par.ti 
osseous  affection  whatever,  through  a  simpl"- 
the  Fallopian  canal ;  or  by  a  congenital  or 
wall  of  the  horizontal  part  of  the  canal ;  nr 
of  an  exudation  in  the  tympanic  cavity  ;  or 
symptoms  may  likewise  be  caused  by  a  no-' 
situated  within  the  cranial  cavity.     It  will   < 
paralysis  of  the  facial  nerve  as  a  diagno:  1 
lessened.     Nevertheless,  it  should   alw*^ 
symptom. 

Particular  emphasis  must,  however,  ' 
fact  that  the  absence  of  a  facial  paraly    - 
that  caries  of  the  temporal  bone  is  no. 
is  not  affected.     The  author  had  tht- 
in  the   general   hospital   in   Vienna   ui« 


in  oUb- 


II  an  tk 


dne  » 


Sf  Sqoaraa;  IV,  mastoid  process;  Sfi,  apex  of  the  pyramid;  fr,  internal  opening  of  the 
carotid  canal ;  Z,  zygomatic  process ;  D,  £>',  a  large  cavity  caused  by  caries  necrotica  in 
which  the  sequestrum  (llj  lay  cjuite  toose.  On  the  sequestrum  is  seen :  j^,  foramen  ovale; 
/r,  the  recess  of  the  foramen  rotnndum ;  o,  superior  semicircular  canal  opened  up;  h,  apex  of 
Lhc  cochlea,  also  open  in  the  uppermost  coil  of  the  hamulus  Scarpx. 

Fig.  128. 

Secroscd  bone  from  the  left  petrous  portion: 
a,  bony  cochlea;  A,  portion  from  the  pars 
petrosa  in  the  region  of  the  vestibule 
(twice  the  actual  size). 


Of  the  greatest  interest  are  those  cases  in  which  large  portions  of  the 
pars  petrosa  have  been  exfoliated  through  the  external  auditory  canal,  or 
through  fistulous  tracts  in  the  mastoid  region,  and  the  patients  have  yet 
lived.  In  all  the  cases  known  up  to  the  present  time,  only  one  temporal 
bone  was  affected  ;  and  besides  deafness  of  the  corresponding  ear^  paralysis 
also  of  the  facial  nerve  was  almost  always  left  behind. 
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In  a  case  abserved  by  the  author,  and  reported  in  detail  in  tlie  jear 
1864  in  the  Allgem.  Wiener  Medidntscbe  Woehentidirtft,  nrfcBatkm  of 
both  ngfat  and  left  cochleae  took  place  (F%s.  128  and  129X  The  bof 
escaped  with  his  life,  and  wilbottt  any  resulting  paralysis  of  the  facial 
nerves.  Since  this,  a  number  of  cases  of  necrosis  and  exfoliatioii  of  the 
cochleae  have  been  reported ;  there  has  not,  howe\-er,  been  anotfier  in 
whidi  both  cochleae  were  thrown  offJ 

Two  other  cases  of  necrotic  exfoliation  of  the  cochlea,  occorrtng  in  the 
author^s  hospital  practice,  presented  considerable  interest  on  account  of  a 
certain  degree  of  hearing  capacity  in  the  corresponding  ear  which  was 
retained  during  the  entire  course  of  the  disease,  and  even  after  the 
exfoliation.  The  sequestrum  represented  in  Fig,  130,  in  which  are  seen  the 
upper  two  coils  of  the  cochlea,  came  away  on  s\Tinging  the  ear  after  removal 
of  a  polypus  which  grew  from  the  tympanum.  The  patient,  aged  fourteen, 
had  suffered  for  four  years  from  suppurative  median  otitis  of  the  left  side, 
with  perforation  of  the  tympanic  membrane,  and  facial  paralysis  of  the  same 


I 


Fig.  jja 

tainiiie  tbe 
two  coil%  %«1iaeli  was  ex£aaited 
t>jr'  waj  of  Uic  extemat  aadttarir  canal 
(fwi<x  the  acUial  sizi). 


Fi^.  lit- 

Capsule  of  the  cochlea,  cxmtaimaaig  all  Uk 
coila^  wbidi  mas  exfeltaled  bj  vraj  of  tlie 
external  auditory  canal  (twice  Ibe  actoal 

siiej. 


side.  On  the  right  side,  the  watch  was  heard  at  a  distance  of  145  cm. ;  on 
the  left,  on  contact  over  the  mastoid  process  before  the  removal  of  the 
sequestrum.  An  ordinary  tuning-fork,  if  struck  strongly^  was  also  audible 
when  held  before  the  left  auditory  canal  When  the  tuning-fork  was 
placed  upon  the  vertex,  it  was  heard  on  the  right  side  \  and  whenex-er  it 
was  pushed  over  somewhat  to  the  left,  the  patient  always  stated  that  he 
heard  it  on  the  left  side.  S>  also  when  it  was  pfaced  upon  the  mastoid 
process,  or  on  the  zygoma.  After  the  necrotic  cochlea  had  been  dis- 
charged, the  watch  was  heard  on  the  left  side  on  contact  with  the 
zygoma  or  the  mastoid  process.  The  tuning-fork  was  audible  when  held 
before  the  auditory  canal,  if  only  struck  with  moderate  strength,  and  in 
its  correct  pitch.  The  tuning-fork  W)  represented  on  p.  137,  of  the 
presence  of  which  the  patient  could  have  had  no  knowledge,  was  heard 


•  Bmt^ld  Ha»  collected  the  rcporte<l  cases  of  Ubynnlhinc  necrosis  with  ^eafoliation 
(ZeitBchfifl  ftlr  Ohrenhcilkundc,  voL  xn.).  Tbe  number  up  to  the  >ear  1BS6  amounts  to  46, 
to  wliich  another  case  recently  obser\'cd  by  the  author  U  to  be  added,  which  will  be 
reiifned  lo  dlrectJy.    Of  the  47  cases*  9  died  from  secondary  adections*  and  57  recovered* 


I#' 


quite  distinctly  before  the  left  ear^  when  the  right  auditory  canal  was 
completely  closed^ 

The  patient's  eyes  were  of  course  closed  by  an  assistant  during  these 
observations,  which  were  frequently  repeated.  In  the  author's  acoustic 
test  {vide  p,  145),  the  tuning-fork  was  invariably  heard  on  the  left 
side,  and  the  louder  the  nearer  it  was  brought  to  the  ear.  The  patient 
remained  under  observation  for  nearly  four  months,  during  the  last  three 
weeks  of  which  there  was  no  otorrhcea.  The  facial  paralysis  had  dis- 
appeared before  this,  and  the  hearing  capacity  on  the  left  side  continued 
unaltered,* 

The  second  case  was  that  of  a  labourer  thirty  years  of  age,  named 
Stikler  Dionisius,  from  Potsehach,  in  Lower  Austria,  who  on  June  12th, 
1885,  was  admitted  into  hospital  under  the  care  of  the  author,  with  a 
chronic  purulent  inflammation  of  the  right  middle  ear.  The  affection  arose 
from  a  severe  cold  ten  years  previously,  and  was  at  the  first  attended  with 
much  pain  and  with  tinnitus.  Otorrhcea  soon  followed,  upon  which  the 
pain  abated,  and  after  some  months  the  discharge  also  ceased.  Seven 
months  before  he  was  first  seen  by  the  author,  the  otorrhcea  recom- 
menced ;  but  to  this,  like  his  deafness,  he  paid  no  attention.  It  was  only 
when  periodical  hemorrhage  came  on  some  weeks  before  his  admission, 
and  lagophthalmus  appeared  during  the  previous  week,  that  he  resolved 
to  seek  advice.  On  examination,  he  heard  the  watch  at  a  distance  of 
57  cm.  on  the  left  side;  on  the  right  it  was  not  heard  on  contact  with 
the  auricle,  but  apparently  when  placed  on  the  zygoma  and  mastoid 
process,  A  vibrating  tuning-fork  held  before  the  right  external  auditory 
canal  was  not  audible  by  the  right  ear,  but  faintly  perhaps  when  placed 
upon  the  right  zygoma  or  mastoid  process.  Upon  the  vertex,  or  right 
frontal  tuberosity,  it  was  heard  on  the  left  side. 

Upon  inspection,  the  left  tympanic  membrane  was  partially  thickened, 
and  slightly  retracted ;  on  the  right  there  were  the  appearances  of  a  chronic 
suppurative  median  otitis.  The  auditory  canal  was  filled  with  inspissated 
secretion,  in  syringing  out  which  a  moderately  firm  polypus  about  as  large 
as  a  sweet  pea,  and  with  a  very  slender  pedicle,  came  away;  this  being 
followed  by  slight  bleeding.  On  re-inspection,  a  sequestrum  could  be 
made  out  in  the  depths  of  the  auditory  canal ;  it  was  readily  removed  by 
syringing,  and  proved  to  be  the  defective  cochlear  capsule.  It  contained 
the  entire  spiral,  as  shown  in  Fig,  131,  and  the  lamina  spiralis  ossea  is 
well  preserved  as  a  boundary  of  the  two  scalae. 

The  hearing  was  tested  immediately  after  the  removal  of  the  seques- 
trum, and  showed  no  difference  on  the  right  side.  The  watch  and  tuning- 
fork  were,  as  before,  audible  upon  contact  with  the  zygoma  or  the  mastoid 

'  The  complete  history  of  this  case  was  pubHshed  ia  the  Monataschrift  fQr  Oh.cnhcii- 
kande,  etc.,  xix.  Jahrg.,  S.  225. 

29 


450 


DISEASES  OF  THE  EAR. 


process.  With  the  author*s  method^  the  tuning-fork  was  heard  on  the 
right  side  the  more  distinctly  the  nearer  it  was  placed  to  the  ear  upon 
the  inserted  finger.  With  the  help  of  an  ear- trumpet,  the  patient  could 
clearly  distinguish  with  the  right  ear  words  spoken  with  a  moderate  degree 
of  loudness,  the  left  ear  having  been  closed;  on  the  other  hand,  he  made 
frequent  mistakes  concerning  the  direction  of  the  sound,  when  both 
auditory  canals  were  left  open,  and  the  eyes  closed.  He  was  dismissed 
improved  on  July  3rd,  1885,  the  otorrhoea  having  been  reduced  to  a 
minimum ;  there  was,  however,  no  diminution  in  the  facial  paralysis. 
For  the  slight  otorrhoea  still  present,  instillations  of  a  solution  of  boric 
acid  in  spirit  were  prescribed. 

About  two  years  afterw^ards^ — that  is,  in  June  1887 — the  patient,  at  the 
author's  request,  paid  him  a  visit  His  general  condition  was  good  ;  the 
facial  paralysis  had  somewhat  diminished,  but  had  not  quite  disappeared. 
The  tympanic  mucous  membrane  on  the  right  side  was  not  sclerosed, 
but  secreted  very  little.  When  asked,  he  said  that  he  heard  wnth  the 
right  ear  just  the  same  as  when  he  left  ;  that  once  only  had  he  heard  worse 
^'  in  the  right  ear,"  and  that  was  when  he  had  a  severe  cold  in  the  head,  but 
that  this  passed  away  again.  He  was  kept  under  observation  at  the 
hospital  for  eight  days,  duriog  which  time  numerous  tests  of  his  hearing 
power  were  applied,  and  they  all  confirmed  his  previous  statemenL 

Recent  publications,  both  before  and  after  the  report  of  the  first  case 
of  the  author's,  supply  a  series  of  cases  in  which,  after  necrotic  exfoliation 
of  the  cuchlea,  the  patients  still  retained  some  hearing  capacity  in  the 
corresponding  ear.  The  reports  referred  to  are  furnished  by  Casseiis^^ 
Christinmck  and  Schwarice^^  Lucct^  Burckhardt^Merian^^  Bezold^  Harl- 
mann!^'  and  Strpanow?  Particular  mention  must  be  made  of  Stepanows 
case.  It  was  that  of  a  man  aged  twenty- three,  in  whom,  as  a  sequela  of 
the  left  chronic  suppurative  median  otitis,  the  upper  section  of  the  cochlea 
(containing  the  upper  coil  and  a  half),  was  exfoliated  by  way  of  the 
external  auditory  canal.  Htaring  tests,  made  on  various  occasions,  showed 
that  the  patient  could  not  only  hear  with  the  corresponding  ear,  but  after 
careful  testing  "with  all  tones  within  the  limits  of  perception  of  the  human 
ear,  from  the  lowest  up  to  the  highesr/'  that  he  exhibited  no  defect  in  the 
perception  of  tone.  The  solitary  conspicuous  symptom  manifested  in  this, 
as  in  the  au thorns  cases,  was  that  Weber's  test  yielded  a  negative  result. 


*  Archiv  ffir  Ohrcnheilkunde,  ix.  Bd. 
»  M.,  xvti«\  IM. 

•  lb,,  X,  Bd. 

*  ticncht  Qbcr  bchandcUe  Obrerikranke. 
^  '*  Labyrinth  necrose  und  Paralyse  des  Nervus  fadatts/*    Zeitschrlft  fOr  Ohrenheilkuftde, 

jtvi  Bd. 

•  Bcriclil  der  59,     NaturfnrtcUcr-Versammtung:,  Berlin,  1866.     Otiatrischc  Section 
'  "Znr  Frage  ilbcr  die  Function  dcr  CocbleiL. '     MonaUschrift  fOr  Ohrenhcilkundc,  etc* 

xjt.  Jahrg.,  p.  116,  ttstq. 
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The  observations  which  have  been  cited  afford,  it  is  obvious,  very 
apposite  material  for  shaking  the  doctrines  prevalent  up  till  now  concern- 
ing the  function  of  the  labyrinthine  structures.  In  the  report  on  his  first 
case  of  this  kind,  the  author  maintained  the  view  that  partial  disease  of 
the  labyrinth,  even  when  leading  to  destruction  of  the  particular  portions 
of  the  structures  which  are  regarded  as  sound-perceiving,  does  not  neces- 
sarily occasion  total  deafness.  Notwithstanding  the  objections  to  this 
opinion  raised  by  Bezold  and  Harlmann^  he  still  holds  it  in  its  entirety. 
No  ground  exists  which  would  absolutely  exclude  its  correctness  :  on  the 
contrary,  the  facts  of  comparative  anatomy,  as  well  as  further  clinical  obser- 
vations, tend  to  support  this  view.  The  objection  advanced  by  the  defenders 
of  the  old  theories,  that  patients  with  defect  of  the  cochlea  cannot  localise 
their  acoustic  sensations,  and  that  they  refer  to  the  diseased  ear  the  per- 
ception made  with  the  sound  one,  is  entirely  opposed  to  the  every-day 
observation  that  individuals  deaf  on  one  side  are,  on  the  contrary,  much 
more  disposed  to  refer  the  auditory  perception  to  the  healthy  ear. 

In  a  case  again  of  extreme  unilateral  nervous  deafness,  in  which  the 
patient  states  that  he  hears  the  watch  on  contact  with  the  ear,  and  with 
the  cranium,  what  criterion,  the  author  would  ask,  have  we  for  estimating 
his  hearing  capacity  except  his  own  testimony?  and  why  are  his  state- 
ments to  be  accepted  in  every  other  case,  and  only  not  when  he  has  lost 
his  cochlea  ?  The  author  is  inclined  to  believe  that  if  any  one  taking  the 
opposite  view  in  this  matter  were  to  examine  one  of  the  above-described 
cases  without  being  aware  of  its  nature,  and  in  response  to  his  tests  should 
obtain  from  the  patient  the  statements  recorded,  he  would  entertain  no 
doubt  as  to  the  hearing  capacity. 

To  what  are  we  reduced  if  the  patient's  statements  be  not  accepted 
as  of  any  value  ?  The  author  willingly  admits  that  complete  proof  of  the 
position  which  he  supports  will  be  more  fully  obtained  when  a  like  obser- 
vation shall  have  been  made  in  a  case  of  bilateral  necrotic  exfoliation  ;  but 
the  objections  advanced  up  till  now  are  not  sufficient  to  alter  his  opinion. 
Further  observations  on  this  subject  will  doubtless  be  forthcoming.* 

These  cases  of  necrosis  and  exfoliation  of  the  osseous  parts  of  the 
labyrinth  have  occurred  almost  without  exception  in  young  individuals ;  a 
fact  due  to  the  looser,  more  spongy  texture  in  them  of  the  outer  stratum  of 
the  labyrinthine  capsule. 

Exfoliation  of  the  cochlea  is  moreover  more  readily  brought  about 
than  a  similar  process  in  respect  of  the  semicircular  canals  ;  perhaps  on 
account  of  the  different  positions  of  these  structures,  as  well  as  from  a 


'  Lucce  (Bericht  Qber  die  otiatrische  Section  der  59.  Versammlung  Deutscher  Natur- 
forscher  und  Aerztc  in  Berlin,  1886)  obsen'cd  a  case  of  necrotic  exfoliation  of  the  first  cochlear 
coil  in  a  patient  who  was  also  very  deaf  in  his  other  ear.  He  undoubtedly  heard  the  tones 
<!"  and  d'"  distinctly  by  af^rial  conduction. 
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difference  in  origin  of  the  vessels  supplying  the  various  sections  of  the 
labyrinth  J 

Haemorrhage  from  the  large  vessels  may  occur  from  perforation  of 
their  walls  after  carious  destruction  of  the  parietes  of  the  bony  canals 
which  surround  them  ;  principally  of  the  posterior  wall  of  the  carotid  canal ; 
of  the  lamella  dividing  the  sinus  sigmoideus  from  the  mastoid  cells;  or  of 
the  fundus  tyrapani.     Should  a  congenital  defect  exist  in  the  wall  of  a 

Fig.  132. 
Carious  temporal  bone  (external  aspect). 


nf 


The  cells  of  the  mastoid  process,  the  external  auditory  canal,  and  the  tyuipanitia  art 
merged  into  one  irregular  cavity,  commmiicating  at  several  places  with  thai  of  the  crmniuiti. 
At  w,  an  opening  into  the  mastoid  process  is  seen ;  r,  c',  the  carotid  artery  with  cxlrcmdy 
thickened  walls;  at  v^  the  lamella  of  the  sulcus  jugularis  has  been  destroyed^  but  the  walls 
of  the  bulb  of  the  jugular  vein  here  are  of  four  times  their  normal  thickness;  at  «/  are  seen 
the  remains  of  the  facial  ner\'e  with  its  sheath  greatly  hypcrtrophicd  ;  an  abnormal  vascular 
foramen  is  observed  in  the  squamous  portion  at  g. 

canal^  erosion  will  be  more  readily  brought  about.  Side  by  side  with  the 
destruction  of  bone  in  cases  of  chronic  caries,  a  new  tissue  formation 
generally  occurs,  which  provides  a  barrier  against  ulceration  of  the  vessels, 
and  thus  prevents  the  fata!  hsemorrhage  which  would  otherwise  happen 
much  more  frequently. 

Figs.  132  and  133,  which  represent   a  preparation  of  the  author^s, 


I 


■  Compare  Botkr^s  Inaugural  Dissertation,  Halle,  1875;  also  Afoos,  "Necrotiscbc  Aus* 
fitoasmtg  eines  KnOchemcn  (des  oberen  7)  Halbdrkclganges,*'  etc.  Zcitschrift  filr  Ohrenhcil 
kunde,  3ti.  Bd, 


CARIES  AND  N£  CMOS  IS  OF  THE  TEMPORAL  BONE, 


455 


will  serve  to  illustrate  what  has  just  been  said.  The  case  was  that  of  a 
patient  ot  Haikr's,  from  whom  the  author  removed  a  sequestrum  from  the 
interior  of  the  mastoid  process,  after  this  had  been  opened-  The  patient 
survived  the  operation  nearly  a  year  and  a  half»  succumbing  finally  to 
tuberculosis.  In  spite  of  the  great  destruction,  from  which  both  the  carotid 
artery  and  the  bulb  of  the  jugular  vein  projected  free  into  the  suppurating 

Fig.  133. 

The  temporal  bone  of  Fig.  132  (internal  aspect}* 
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In  order  that  the  parts  may  be  better  iccogniscd,  it  may  be  stated  that  g  represents 
llie  abnormal  vascular  foramen  of  the  squama,  and  ^^,  the  upper  border  of  the  petrous  portion. 
The  hyperplasia  above  mentioned  is  moM  marked  at  the  sulcus  sigmoideus,  ss\  where  it  led 
to  extensive  formation  of  osttophytes ;  also  in  Uie  internal  auditory  meatus,  where  it  was  so 
prooouficed  on  the  nerve  sheaths  of  the  facial  and  auditory  nerves  as  to  form  a  true  fibrous 
tumour,/.  There  was  also  an  appart.*nt  hypertrophy  of  the  sheath  of  the  rest  of  the  facial 
ner^'c,  of  which  the  horizontal  part  still  remained^  though  much  altered,  while  the  descending 
portion  was  lost. 

cavity,  and  were  for  a  long  vt^hile  bathed  in  pus,  no  serious  haemorrhage 
ever  took  place.* 

Slight  haemorrhages  from  the  ear  are  often  observed,  apart  from  such  as  are 
caused  by  injuries.  They  may  occur  in  the  course  of  the  various  forms  of  in- 
flammation, but  more  particularly  in  connection  with  polypoid  growths  in  the  ear^ 
which  may  either  bleed  spontaneously,  or  more  commonly  after  syringing,  or  the 
introduction  of  the  probe,  or  after  spontaneous  separation.     The  sources  of  such 

*  Further  details  concerning  this  case  will  be  found  in  the  hospital  report  by  the  author 
for  the  year  1865. 
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haemorrhages  may  almost  always  be  determined  from  inspection^  though  in  many 
cases  this  is  not  possible*  as  for  example  if  the  bleeding^  should  come  from  some 
neoplasm  in  the  tympanum  where  it  cannot  be  seen.  Local  application  of  the 
haemostatic  remedies  in  ordinary  use  as  a  rule  soon  arrests  the  bleeding  in  the^e 
cases.  It  is  otherwise  when  large  vessels,  especially  the  internal  carotid  artefy  or 
a  sinus  of  the  dura  mater,  are  eroded. 

When  haemorrhages  such  as  these  take  place»  the  blood  does  not  always  come 
through  the  tympanic  cavity,  but  may  pass  round  this*  Thus»  in  the  case  in  which 
Billroth  ligatured  both  internal  carotids,  the  blood  found  its  way,  according  to  the 
report  q\  Pilz^  through  an  abscess  situated  near  the  lower  jaw,  and  burst  through 
the  floor  of  the  cartilaginous  portion  of  the  auditory  canaL  On  post-mortem  exami- 
nation, the  inferior  w^all  of  the  caroti^d  artery  was  lying  quite  free,  and  was  eroded 
to  the  extent  of  8  mm.  in  length  and  6  mm.  in  width.  Similarly,  the  haemorrhage 
may  occur  exclusively  in  the  direction  of  the  pharynx,  without  touching  the  extemal 
auditory  canaL 

According  to  the  account  of  Hessler^  who  collected  all  the  cases  of  perforative 
ulceration  of  the  internal  carotid  reported  up  to  the  year  1882,  there  were  thirteen 
in  which  this  diagnosis,  made  during  life,  was  verified  ;  including  one  case  observed 
by  himself/  In  seven  other  cases,  haemorrhage  from  the  carotid  was  merely 
diagnosed  ;  whilst  in  three  others,  the  artery  lay  exposed  after  carious  destructioti 
of  the  carotid  canal,  without  hEcmorrhage  having  taken  place. 

Yet  another  case  of  carotid  hairaorrhage,  likewise  confirmed  post  mortem, 
occurred  recently  in  the  author's  hospital  practice.  A  brazier,  thirty- six  yeai^  of 
age,  with  pronounced  pulmonary  tuberculosis,  was  attacked  with  purulent  inflamma- 
tion of  the  left  middle  ear,  which,  after  three  months'  duration,  led  to  caries  with 
facial  paralysis.  The  patient  was  admitted  under  the  care  of  the  author  on 
Nov.  17th,  1884,  and  treated  in  the  usual  manner.  His  condition  so  far  improved 
that  the  pain  and  discharge  from  the  ear  diminished.  On  Nov.  i6th,  however, 
there  took  place  for  the  first  time,  and  without  obvious  cause,  a  haemorrhage 
through  the  left  auditor>'  canal:  it  was  not  very  profuse,  and  was  arrested  by 
the  author's  assistant,  Dr.  J.  Xeumann,  by  plugging  the  canal.  On  the  following 
night  the  bleeding  recurred,  but  was  again  soon  stopped.  On  the  evening  of 
Dec.  1 8th,  very  profuse  haemorrhage  occurred  after  a  somewhat  violent  ht  of 
coughing,  when  blood  escaped  in  large  quantity  from  the  ear.  nose,  and  mouth. 
The  bleeding  was  again  arrested  by  firm  plugging  and  employment  of  perchloride 
of  iron,  but  the  patient  seemed  subsequently  much  reduced,  and  complained  of 
headache.  On  Dec.  22nd  a  still  more  abundant  haemorrhage  took  place,  and 
could  only  be  checked  by  injection  of  a  strong  solution  of  alum  through  the  tube, 
and  by  filling  the  auditory  canal  with  tinely  powdered  alum  and  by  plugging.  No 
furth'L'r  ha:*morrhage  took  place  up  to  the  day  of  the  patient's  deaths  which 
occurred  on  Dec.  25th. 

On  post-mortem  inspection,  extensive  pulmonary  phthisis  was  found  ;  the  brain 
and  Its  membranes  were  anaemic,  but  without  signs  of  secondary  affection.  Exami- 
nation of  the  left  temporal  bone  showed  entire  loss  of  the  drum-membrane  and  all 
the  auditory  ossicles,  in  consequence  of  the  middle*ear  inflammation.  The  cavity  o( 
the  tympanum  appeared  enlarged  on  account  of  carious  erosion  of  its  inner  and 
posterior  walls.  Of  the  osseous  substance  forming  the  posterior  wall  of  the  carotid 
canal  and  the  inner  wall  of  Ihe  tympanum,  an  irregular  portion,  almost  5  mm.  in 
length  and  3  mm.  wide  in  places,  was  seen  to  be  separated.     This  sequestrum  was 
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'  Inaugural  Dissertation,  Berlin,  1865, 

■  "  Utbcr  arrosion  der  Arteria  carolis  interna  in  Folge  von  Felsenl>eincaricB.* 
for  Olirciihcilkundc,  xviii.  Hd. 
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very  pointed  at  its  lower  end,  which  was  found  lodged  in  an  openiny^  almost  2  mm. 
long,  and  with  irregular  fimbriated  edges,  in  the  posterior  wall  of  the  carotid  artery. 
In  the  vessel  itself  there  was  a  tolerably  firm  coagubm  ;  and  there  can  be  no  doubt 
that  its  presence^  as  well  as  the  impaction  of  the  sequestrum  which  brought  it  about, 
must  have  favoured  the  arrest  of  the  haemorrhage. 

BenneU  May  gives  a  report  of  two  cases  of  haemorrhage  from  ulceration  of  the 
carotid  observed  by  him.  In  one  of  them  tht;  bleeding  ceased  after  ligature  of 
the  carotid,  and  the  case  recovered  ;  in  the  other  one  the  child  bled  to  death  before 
a  ligature  could  be  applied  to  the  arteryJ 

Haemorrhages  from  the  sinuses  of  the  dura  mater  have  been  observed  much 
more  rarely  than  from  the  internal  carotid,  although  the  bone  limiting  the  sigmoid 
sinus  is  one  of  the  parts  which  suffer  most  frequently  from  caries.  The  cause  lies 
in  the  disposition  to  thrombus-formation  in  the  venous  system^  on  account  of  which 
the  sinus  readily  becomes  blocked.  Accordingly  we  sometimes  find  in  a  case  of 
long-standing  caries,  a  thrombosis  of  the  sinus  sigmoideus  side  by  side  with  well- 
marked  signs  of  previous  disease  during  Hfe,  without  any  considerable  haemorrhage 
having  taken  place. 

Mention  must  also  be  made  here  of  the  fact  that  destruction  of  the  temporal 
bone  may  occur  in  such  a  way  that  blood  from  diseased  vessels  may  likewise  be 
effused  into  the  crania!  ravity,  and  rapidly  bring  about  death  by  compression  of 
vital  parts  of  the  brain.  Such  a  result  occurred  in  the  case  of  a  very  weak  infant 
in  the  Foundling  Hospital  (Vienna),  in  whom  extensive  gangrene  of  the  soft 
structures  in  the  aural  region  occurred  in  the  course  of  a  middle  and  external 
otitis.  The  squamous  became  separated  from  the  pyramidal  portion  of  the 
temporal  bone  as  a  result  of  the  gangrene,  whereby  a  large  blood- VL*ssel  was 
opened  ;  internal  haemorrhage  took  place,  and  the  blood  was  for  the  most  part 
poured  out  into  the  cavity  of  the  cranium.  The  autopsy  revealed  a  considerable 
accumulation  of  coagulated  blood  in  the  middle  and  posterior  cranial  fossa;, 
with  corresponding  depression  of  the  brain  substance. 

Wreden^  obser\'ed  a  case  of  suppurative  inflammation  of  the  middle  ear, 
developed  as  a  sequela  of  typhoid  fever,  in  which  two  openings  in  the  transverse 
sinus  were  produced,  causing  internal  and  external  haemorrhage. 

The  theory  of  vicarious  haemorrhage  from  the  ear  may  be  relegated  to  the 
category  of  legends. 

Of  great  interest  also  is  a  case  described  by  the  author^  of  exfoliation  of 
almost  the  whole  of  the  mastoid  portion  of  the  temporal  bone  in  a  girl  fifteen 
years  of  age.  She  had  suffered  for  five  years  from  suppurative  median 
otitis,  occurring  in  the  course  of  scarlet  fever.  An  abscess  formed  behind 
the  right  auricle,  from  which,  on  being  opened,  a  sequestrum  was  removed 
later,  which  represented  almost  the  whole  of  the  mastoid  portion.  The 
sinus  sigmoideus,  which  bounded  the  abscess-cavity  internally,  was 
exposed,  but  no  haemorrhage  occurred.  After  healing  of  the  abscess, 
fresh  osseous  material  was  formed  in  the  place  of  that  lost,  so  that  on 
external  examination  merely  a  shallow  furrow  indicated  where  the  portion 
of  bone   had   been  thrown  off.      On  the  right  side,  where   the   drum- 


'  Monalsschrifl  fttr  Ohrenheiikundc,  xix»  Jahrg. 

"  "Ein  Fall  von  innerer  und  Susseren  Blututig  aus  dem  Qucrblutleiter  d<s  Hirns  in  Fo!ge 
von  Otitis  media  purulenia. "     Monalsschrift  far  OhrenhcUkundc,  iii,  Jahrp. 
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membrane  and  auditory  ossicles  had  already  been  lost,  no  hearing  powc 
existed,  and   the  osseous   auditory  canal   appeared  somewhat  narrowedJi 
Nothing  unusual  was  to  be  observed  in  the  position  of  the  patient's  head; 
the  stcrno-cleido-mastoid  muscle  acting  just  as  well  as  before  J     Zaufal\ 
also  observed  a  case  of  discharge  of  a  sequestrum  showing  a  part  of  the"^ 
sulcus  sigmoideus,  without  the  occurrence  of  haemorrhage. 

As  in  the  vascular  walls,  hyperplasia  also  occurs  in  other  structures 
adjacent  to  the  focus  of  disease  in  cases  of  chronic  caries.  On  the  non- 
carious  bone,  this  is  seen  in  the  extensive  development  of  osteophytes, 
as  well  as  in  a  more  or  less  distinct  sclerosis  of  the  tissue.  The  soft 
structures,  including  the  nerve  sheaths,  exhibit  a  similar  hypertrophy, 

The  hyperplastic  process,  so  beneficial  in  its  results  as  regards  the 
blood-vessels,  may^  however,  be  very  injurious  in  respect  of  the  structures 
concerned  directly  in  the  auditory  function. 

The  prognosis  in  caries  and  necrosis  of  the  temporal  bone  is  dependent^ 
on  the  site  of  the  disease,  upon  the  destruction  it  has  caused,  and  upon 
the  general  condition  and  age  of  the  patient.  Should  the  influence  of  the 
suppuration  have  manifested  itself  upon  the  general  organism  by  thcj 
appearance  of  serious  symptoms,  such  a  secondary  affection  wiH  necea 
sarily  affect  the  prognosis.  With  regard  to  the  localisation  of  the  disease, 
experience  shows  that  caries  of  the  pars  mastoidea  i?,  on  the  whole,  the 
least  dangerous.  Much  more  serious  is  disease  of  the  pars  tympanica ; 
while  recovery  from  a  carious  or  necrotic  process  involving  the  pyramid  is 
extremely  rare.  The  age  of  the  patient  is  significant,  since  exfoliation  of 
necrosed  portions  of  the  temporal  bone  is  brought  about  much  more  easily 
in  young  individuals  than  in  those  of  maturer  age.  It  may  be  considered 
one  of  the  greatest  rarities  for  a  child  to  die  from  an  affection  secondary 
to  a  caries  and  necrosis ;  and  it  is  very  exceptional  for  an  intra-cranial 
complication,  due  to  extension  of  the  bone  disease,  to  bring  about  a  fatal 
termination.  It  is  likewise  rare  for  death  to  result  from  a  sequela  of  caries 
in  this  region  in  advanced  years.  The  sclerosing  process,  which  is  always 
present  in  chronic  cases  {Voikmanpi)  in  the  vicinity  of  the  disintegrating 
osseous  tissue  in  the  suppurating  centre,  forms  round  the  latter  a  natural 
barrier  against  the  extension  of  the  disease  to  the  brain  and  its  membranes. 
Carious  processes  dating  from  youth  lead  extremely  seldom  to  dangerous 
consecutive  conditions  at  a  more  advanced  age. 

The  preparation  from  the  author's  collection  which  is  represented  in 
Fig*  134  is  from  the  case  of  a  woman,  sixty-eight  years  of  age>  who  died  of 
marasmus^  and  was  said  to  have  suffered  from  otorrhoea  since  her  youth. 
The  greater  part  of  the  petrous   bone  and   mastoid  process  had  been 


*  Monatatchrift  fOr  Ohrcnhcilkundc,  etc,  %i\l  Jthrg.,  Nr.  10. 

'  Summiiiacher  Btricht  dcr  Otiatr.  KHnik  dcs  Pfx>f,  E.  Zau/ai  ftlr  dia  Jahr  1S80,  voo 
/.  iinbtrmann^  Arcbiv  fOr  Ohrenheilkundr,  vol,  xviii. 
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destroyed,  and  nothing  could  be  discovered  post  mortem  which  could  be 
considered  as  a  consequence  of  the  caries  necroiica  which  was  present. 

All  the  above-mentioned  elements  in  the  prognosis  must  be  taken 
into  account  in  respect  of  the  question  as  to  the  patient's  chances  of  life. 
Concerning  the  hearing  power  and  the  other  symptoms,  the  principles 
previously  unfolded  in  connection  with  the  subject  of  inflammation  of  the 
middle  ear  will  be  valid  also  in  these  cases. 

The  treaiment  must  be  in  accordance  with  ordinary  surgical  principles ; 
its  chief  indications  being  to  check  the  inflammation,  and  to  prevent 
extension  of  the  carious  process  and  the  development  of  secondary 
complications.     As  with  caries  in  other  regions,  the  greatest  care  should 

Fig.  134, 
Carious  temporal  bone  from  a  woman  aged  sixty-eighL 
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St  s<|uamou.s  petition ;  wt^  mastoid  portion  ;  w,  mastoid  process ;  g^  external  auditory  canal. 

be  exercised  in  regard  to  cleanliness  of  the  diseased  parts.  Purulent 
accumulations  must  be  evacuated  early,  and  proper  openings  provided 
for  satisfactory  drainage.  When  an  external  or  median  otitis  exists,  the 
rules  laid  down  in  speaking  of  those  affections  must  be  followed.  The 
lumen  of  the  external  auditory  canal  and  that  of  the  Eustachian  tube 
should  be  maintained  as  wide  as  possible,  so  as  to  facilitate  the  escape 
of  discharges.  Abscesses  in  the  walls  of  the  auditory  canal,  or  in  the 
neighbourhood  of  the  ear,  should  be  opened  at  the  earliest  opportunity ; 
and  if,  on  examination,  the  bone  should  then  be  found  to  be  affected,  the 
further  treatment  must  be  regulated  in  accordance  therewith* 

If  the  bone  turns   out  to    be  carious,  it  will  be  best  to  expose  the 
diseased  parts  freely,  and  remove  with  a  sharp  spoon  the  softened  bony 
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WitJi  Mipcrficid  emes  snd  necrosis  in  tte  cAlnil  socStoiy  caul 
and  in  the  tympanic  cavity,  iViUr-Lki^  and  iitbcis  ii  wnvrntvA  tbe  ose  of 
Mlpliaric  add,  a  drop  (rf  which  is  applied  to  the  <fiscascd  port  by  means  of 
a  mmUX  piece  of  coctoo'irool  affi&ed  to  a  tSbmr  prabc  The  pbcc  shottU 
afioirafds  be  covered  with  a  tmle  coCtoft-wcnl  soaked  m  oIL  Wb^ka 
employs  dilute  sulpfawons  acid  (l  in  8),  which  he  drops  into  tbe  auditory 
canalf  and  allows  to  remain  there  for  half  an  hoar. 

As  pointed  out  by  H'^iOidm  M^for^  nlwIinHir  otorrboea  ts  often  kept 
itp  by  the  presence  of  carious  spots  on  the  promontory,  wUch  are 
frequently  covered  over  by  grmnlatioQs,  For  Ibis  ooodiikm  the  sniphiiric 
add  treatflient  may  be  adopted ;  or  the  cariots  places  may  be  scraped 
away  with  sharp  spoont,  and  tbe  antiseptic  method  snbsequently 
carried  out* 

The  rotiles  by  which  sequestra  are  irost  often  exfoliated  are  abscess- 
openings— spontaneous  or  artificial — over  the  mastoid  process^  fistulous 
canab  in  this  region,  and  the  external  auditory  canaL  If  a  piece  of 
necrosed  bone  should  be  found  in  a  fistulous  channel,  or  after  opening 
an  abscess,  an  attempt  should  be  made  to  remove  it  as  soon  as  possible, 
and  anything  tending  to  impede  its  escape  should  be  remo\*ed*  It  will 
therefore  be  necessary,  in  many  cases,  to  indsc  the  structures  coveriog 
abscessesj  to  dUate  fistulous  channels,  and  to  reduce  the  si2e  of  sequestnu 

If  the  bone  disease  be  accompanied  by  considerabie  swelling  over 
tbe  mastoid  process,  in  which  case  either  an  abscess  of  the  bone  or  a 
sequestrum  is  generally  present,  ptrfomtion  of  the  masioid  process  will 
be  indicated.      Reference  has   already   been  made  to  this  operation   in 

•  ••  Die  B^i.?i"*^^inir  MttperfideUer  Caries  ui»d  Necrose  Im  iii«»erm  GebOr^gmafe  und  in  der 
PiukeohOhk  leUAure.^     lionat&M-hrtft  fur  Ohrcnbcitkundc,  cic«,  six.  Jmhrf* 

'  **  Uebcr  %en  der  ckrontscben  TrofiuxieUidhlencitcntng.  Line  Studie.**      hrchx^ 

for  OhreaheiUiyjid^,  \'iA.  %mL 
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connection  with  otitis  media  purulenta,  and  it  will  be  spoken  of  in 
greater  detail  later  on. 

It  sometimes  happens  that  purulent  accumulations  caused  by  a  caries 
or  necrosis  of  the  osseous  portion  of  the  auditory  canal  exist  for  a  long 
time  between  the  bone  and  the  soft  structures  without  breaking  through 
the  latter.  As  a  result  of  this,  the  most  severe  pain  occurs,  and  the 
auditory  canal  becomes  contracted.  These  pus-deposits  are  connected 
most  commonly  with  caries  of  the  parts  where  the  tympaoico-squamosal 
fissures  are  found.  The  swellings  do  not  always  represent  true  abscesses  ; 
but  even  the  possibility  of  such  more  than  justifies  early  incisions,  made 
longitudinally,  and  penetrating  the  soft  parts  down  to  the  bone.  Even 
if  no  pus  be  present,  the  result  will  be  beneficial  from  the  relaxation  of 
tissue  thus  brought  about. 

With  the  chronic,  painless,  so-called  sympathetic  swelling  of  the  soft 
structures  of  the  canal,  which  sometimes  accompanies  caries  or  necrosis 
of  various  parts  of  the  temporal  bone,  pressure  may  be  employed  with  the 
view  of  distending  the  narrowed  passage*  If  the  narrowing  depend  on 
granulations  or  polypi,  these  should  be  removed  as  early  as  possible. 
As  with  carious  or  necrotic  affections  of  other  regions^  all  channels  for 
discharges  should  be  kept  open  until  every  morbid  product  is  separated 
and  thrown  off  from  the  bone. 

It  is  unnecessary  to  speak  further  of  the  need  for  special  treatment 
of  consecutive  pathological  conditions  accompanying  the  bone  disease.  It 
may,  however,  be  more  particularly  noted  that  such  processes  are  sometimes 
seen  in  the  structures  of  the  pharynx,  and  that  the  latter  region  therefore 
calls  for  careful  observation  during  the  whole  course  of  the  afleclion. 

More  particular  mention  seems  only  to  be  called  for  in  regard  to 
alleviation  of  the  intense  pain  which  often  accompanies  deeply  invading 
carious  processes.  The  remedial  measures  already  indicated  are  in  these 
cases  useless;  and  the  application  to  the  skin  of  more  severe  irritants,  the 
actual  cautery  if  necessary,  renders  good  service. 

The  author  is  not  at  all  inclined  to  attribute  to  the  potential  cautery 
any  special  action  upon  the  limitation  of  the  morbid  process  ;  nor  does  he 
believe  that  protection  can  be  afforded  to  the  brain  and  its  membranes  by 
the  establishment  of  an  inflammation  on  the  external  parts.  It  is  never- 
theless a  fact  that  insupportable  pains,  raging  day  and  night,  and  defying 
all  other  treatment,  sometimes  cease  at  once  and  for  a  long  period  on 
the  employment  of  very  strong  irritants,  so  that  the  patient  wonderfully 
improves,  and  his  life  may  be  considerably  prolonged  in  spite  of  the  progress 
of  the  disease.  The  author  stili  vividly  remembers  the  first  case  he 
treated  in  the  late  Prof,  Tiirck*s  wards,  in  which  the  most  violent  pains 
continued  in  spite  of  all  opiates  and  other  narcotics,  while  the  application 
of  the  cautery-iron  caused  them  rapidly  to  disappear.     The  patient,  after 


the  lapse  of  a  few  weeks^  being  again  attacked  by  the  pains,  begged 
earnestly  that  the  cautery  might  be  reapplied.  This  was  done  with  an 
equally  successful  result,  and  he  soon  after  left  the  hospital  to  follow  his 
usual  occupation^  aUhough  necrosis  of  the  petrous  portion  of  the  temporal 
bone  still  existed.  Instead  of  the  cautery-iron,  the  author  now  uses  the- 
galvano-cautery,  making  with  it  several  punctures  in  the  region  of  the^ 
mastoid  process.  After  the  sloughs  have  separated,  the  wounds  may  be 
dressed  with  such  medicaments  as  may  be  indicated  (quinine^  opiates,  etc.). 

Particular  attention  should  be  paid  to  the  possibility  of  haemorrhage^ 
Slight  bleeding  may  be  arrested  by  simple  pressure,  with  or  without  the 
employment  of  haemostatics.  The  author  uses  alum  (r  to  2  parts  in  lOO 
of  water)  instilled  as  may  be  needed  into  the  auditory  canal ;  or  the  latter 
may  be  plugged  with  cotton-wool  soaked  in  the  solution.  Powdered 
alum  may  also  be  used  for  this  purpose.  With  more  copious  bleeding, 
the  perchloride  of  iron  may  be  employed  :  a  piece  of  Bruns's  cotton-wool 
saturated  with  this  being  pressed  on  the  bleeding  spot,  so  that  an  eschar 
may  be  formed*  If  the  source  of  haemorrhage  cannot  be  reached  in  this 
way,  the  perchloride  diluted  with  water  may  be  poured  into  the  auditory 
canal,  which  should  then  be  plugged  with  cotton-wooL 

In  the  event  of  haemorrhage  from  a  perforated  carotid  or  a  cerebra 
sinus,  compression  of  the  carotid  in  the  neck  must  instantly  be  made  with 
the  object  of  checking  the  flow  of  blood,  and  then  if  the  above-mentioned 
means  prove  insufficient  to  arrest  it,  the  vessel  must  be  ligatured.  Even 
this  does  not  always  succeed ;  although,  as  in  Billroth's  case,  both  vessels 
are  tied.  It  must,  however,  always  be  undertaken  ;  and  it  therefore  behoves 
the  aural  surgeon  to  acquire  a  thorough  knowledge  of  the  operation. 


CHAPTER   XIV. 

PERFORATION  OF  THE  MASTOID  PROCESS. 

The  province  of  Surgery  is  ruled  throughout  at  the  present  day  by  the 
beneficent  doctrine  of  the  antiseptic  treatment ;  and  under  its  guidance 
the  surgeon  can  now  fearlessly  and  hopefully  undertake  the  performance 
of  operations  which  the  boldest  operator  of  former  times  scarcely  dared 
to  contemplate.  The  advantageous  results  have  been  seen,  as  elsewhere, 
in  the  practice  of  otology ;  and  the  history  of  the  operation  of  opening 
up  the  mastoid  process  demonstrates  this  fact  Though  formerly  so 
dreaded,  it  is  now  done  in  all  cases  in  which  it  may  be  indicated.  It 
is^  however,  not  alone  to  the  introduction  of  antiseptics  that  this  is 
owing  ;  but  also  to  zealous  investigations  in  the  domain  of  the  normal 
and  morbid  anatomy  of  the  ear,  which  have  thrown  light  upon  the  great 
importance  of  this  operation  in  practice.  There  is  thus  no  longer  any 
question  as  to  the  utility  or  advantage  of  the  measure^  but  merely  as  to 
the  indications  for  and  methods  of  its  performance,  and  the  nature  of  the 
after-treatment. 

In  regard  to  the  indications  for  cutting  into  the  mastoid  process,  the 
history  of  the  operation  shows  that  its  originators  had  in  view  two  quite 
distinct  objects.^  Some,  and  amongst  them  Johann  Rt'olan  the  younger, 
who  first  proposed  the  operation  more  than  a  hundred  and  fifty  years  ago, 
as  well  as  later,  the  Prussian  army  surgeon  Jasser,  proposed  to  improve 
the  hearing  and  remove  subjective  auditory  sensations  by  this  means.- 
Others,  e,g.  Petit,  advised  the  procedure  for  caries  with  purulent  collection 
in  the  mastoid  process.  It  appears  to  have  been  very  seldom  performed 
with  the  first-named  object.  The  Danish  court  physician  Bi'rga\  more- 
over, who  suffered  from  violent  vertigo,  headache,  and  tinnitus,  underwent 
the  operation  and  lost  his  life  in  consequence;  upon  w^hich  it  was  entirely 
abandoned,  even  when  the  above-mentioned  rational  indication  was  present. 

In  more  recent  times,  the  attention  of  aural  surgeons  was  again  turned 


'  Compare  Linckc's  Handbuch  dcr  Ohrcnheilkunde,  lS40»  ii.  Bd.,  p.  Si,  ei  seq. 

*  Johamt  Riotmt  recommended  the  operation  for  deafness  and  tinnitus  aurium  when 
these  ailments  are  due  to  ob2»truction  of  Uie  Eustachian  tube,  "  ut  detur  exitus  sptntibus  ibi 
lumultuantibus/' 
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to  this  operative  measure  by  Von  Trdllsch^  who  gave  as  indication  for  its 
performance :  "  Otitis  media  with  collection  of  pus  in  the  mastoid  cells, 
which,  even  with  co-existent  perforation  of  the  drum-membrane,  cannot  be 
otherwise  evacuated,  and  the  symptoms  are  too  urgent  to  justify  waiting 
for  spontaneous  opening  of  the  abscess/'  The  operation  has  been  per- 
formed on  these  grounds  with  more  or  less  good  results  by  Von  Trdltsdi} 
Tumbull^  Pagenstecher^  Follin,^  Schwartze^  the  author^  Mayer^  Jacohy}  and 
others.  It  first  came  into  more  extensive  use,  however,  in  consequence 
of  Schwartze's  zealous  advocacy.  Subsequently  to  having  made,  in  con- 
junction with  Eysellf  a  thorough  study  of  the  anatomical  relations  of  the 
temporal  bone,  he  performed  the  operation  on  a  large  number  of  patients, 
and  thereby  was  in  a  position  to  formulate  with  precision  the  indications 
for  the  procedure,  as  well  as  to  perfect  the  method  of  operating.  He 
published  a  large  series  of  successful  cases,  and  thus  interested  the  pro- 
fession so  much  in  the  operation,  that  it  gradually  became  established  as  a 
valuable  addition  to  aural  practice. 

The  indications  given  by  Schwartze^  for  perforating  the  mastoid 
process  are : — 

1.  Acute  inflammation  of  th#  mastoid  process  with  retention  of  pus 
within  the  mastoid  cells,  when  a  permanent  remission  of  the  symptoms  has 
not  been  brought  about  by  Wilde's  incision.  The  operation  ought  to  be 
performed  without  waiting  for  symptoms  of  cerebral  irritation  or  pyaemia. 

2.  Recurrent  swelling  of  the  mastoid  region,  which  has  undergone 
temporary  recession ;  or  has  led  to  abscess  formation  with  or  without 
fistulous  opening  in  the  integument;  even  though  no  threatening  symptoms 
exist  at  the  time. 

3.  When  after  discharge  of  an  abscess  in  the  mastoid  region,  examina- 
tion with  the  probe  reveals  a  fistulous  passage  in  the  bone. 

Besides  these  generally  recognised  indications,  the  author  considers 
the  operation  to  be  called  for — 

4.  If,  with  inflammatory  processes  in  the  ear,  severe  pains  which 
resist  all  other  treatment,  be  present  in  the  corresponding  side  of  the 
head,  even  though  no  inflammatory  appearances  can  be  detected  over  the 
mastoid  region. 

Experience  shows  that  in  certain  cases  of  this  kind,  the  violent  pains  are 

*  Virchow's  Archiv,  xxi.  Bd. 

•*  Med.  and  Surg.  Reporter,  Philadelphia,  1862. 

*  Archiv  fOr  klinische  Chirurgie,  1863,  Bd.  iv.,  S.  523,  et  seq. 

*  Gazette  des  H6pitaux,  1 864. 

*  Praktische  Heitrage  zur  Ohrenheilkunde,  1864. 

*  Record  of  aural  patients  treated  in  the  Vienna  General  Hospital  daring  the  year  1865, 
in  the  general  hospital  report. 

'  Archiv  far  Ohrenheilkunde,  i.  Bd. 

*  76.,  iii.  Bd. 

*  lb.,  xiv.  Bd,  S.  202, 
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alleviated  or  completely  removed  by  chiselling  into  the  bone,  even  when  no  pus  is 
found  there.  Pains  present  even  in  other  situations  in  the  head,  at  some  distance 
from  the  ear,  may  depend  upon  changes  in  the  mastoid  portion  of  the  bone,  and 
may  sometimes  be  relieved  by  the  operation  in  question.  Tilden  Brown  ^  trephined 
in  a  case  of  discharge  from  the  mastoid  process  in  which  there  was  complete 
absence  of  sensibility,  heat  and  swelling  of  the  structures  covering  the  diseased 
part,  with  constant  pain,  however,  in  the  region  of  the  occipital  protuberance. 
After  the  mastoid  process  had  been  perforated  to  the  depth  of  ij  cm,^  about 
5  grammes  of  pus  was  evacuated.  The  patient  recovered  in  spite  of  an  attack  of 
erysipelas  which  occurred  during  convalescence. 

5.  In  cases  of  tedious  otorrhoea,  the  obstinacy  of  which  is  not  suffi- 
ciently accounted  for  by  the  condition  of  the  Eustachian  tube  and  tympanum, 
and  which  resist  long-continued  and  approved  treatment  on  the  ordinary 
lines,  the  discharge  being  offensive  and  mixed  with  cholesteatomatous 
masses  or  bony  particles,  even  where  no  conspicuous  changes  can  be 
discovered  in  the  mastoid  region,  the  author  has  recourse  to  operation ; 
experience  having  taught  him  that  after  removal  of  the  cholesteatomatous 
masses  or  granulations  which  are  frequently  present  in  the  antrum  or 
mastoid  cells,  the  otorrhoea  ceases  and  recovery  takes  place.  Sometimes, 
moreover,  small  circumscribed  areas  of  inflammation  exist  in  the  mastoid 
process,  which  maintain  the  otorrhoea,  and  are  inaccessible  to  ordinary 
modes  of  treatment.  These  are  exposed  by  the  operation,  and  recovery 
is  thus  brought  about  more  readily. 

In  connection  with  the  two  last-named  indications,  the  operation 
acquires  an  exploratory  significance ;  and,  under  the  modern  favourable 
auspices  of  surgical  treatment,  it  may  the  more  readily  be  undertaken, 
on  account  of  the  danger  which  is  always  associated  with  a  continuance  of 
the  disease. 

Hotz  *  proposes  to  make  an  incision  down  to  the  bone  when,  in  the  course  of  an 
acute  purulent  median  otitis,  the  mastoid  region  becomes  red,  swollen,  and  painful, 
and  the  symptoms  do  not  disappear  under  ordinary  treatment.  If  the  periosteum 
is  found  to  be  in  an  inflammatory  condition,  nothing  further  is  to  be  done :  but  if 
on  the  other  hand  the  signs  of  acute  periostitis  are  absent,  trephining  is  to  be 
performed  at  once.  Clinical  experience  is,  however,  in  no  way  favourable  to  this 
proposal.  With  or  without  the  signs  of  periostitis,  changes  may  be  present  in  the 
bone  itself  which  necessitate  the  operation  ;  in  other  words,  the  state  of  the  peri- 
osteum is  no  criterion. 

In  regard  to  counter-indications^  certain  differences  of  opinion  still 
exist,  for  the  removal  of  which  more  extended  clinical  observation  is 
needed.  As  absolute  counter-indications  may  be  reckoned,  extreme 
prostration  of  the  patient,  or  the  concurrent  presence  of  some  other 
affection,  which  destroys  all  prospects  of  recovery. 


*  Zeitschrift  fUr  Ohrenheilkunde,  xiii.  Bd. 

*  "Die  frahzeitige  Perforation  des  Warzenfortsatzrs  bci  Otitis  media  purulenta  acuta 
complicirt  durch  acute  EntzQndung  der  Warzenzellen."  Zeitschrift  far  Ohrenheilkunde, 
z.  Bd. 
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It  must  be  specially  noted,  however,  that  neither  a  local  tuberculosis 
of  the  bone,  nor  a  perhaps  further  advanced  co-existent  pulmonary  tuber- 
culosis, is  per  se  an  absolute  reason  for  not  operating.  On  the  contrary, 
recovery  from  the  caries  after  operation  is  in  certain  cases  observed  to  be 
followed  by  gradual  improvement  in,  or  even  cessation  of,  the  pulmonary 
disorder.  In  corroboration  of  this  view,  the  author  can  adduce  cases  in 
his  hospital  practice  in  which  recovery  took  place  after  operation.  Woip 
operated  with  good  results  in  cases  of  caries  necrotica  tuberculosa  of  the 
mastoid  process  and  of  the  hip-joint.  Schwartse  showed  in  the  Otological 
Section  of  the  German  Society  of  Naturalists  in  Berlin,  the  case  of  a  man 
who  was  cured  by  operation  of  tuberculosis  of  the  temporal,  parietal, 
and  occipital  bones ;  and  Gilette  *  likewise  brought  about  recovery  in  a 
patient,  whose  mastoid  process  he  opened  up  on  account  of  violent 
pains,  and  who  suffered  from  pulmonary  tuberculosis  with  already 
developed  cavities. 

The  presence  of  symptoms  which  usually  precede  or  accompany 
the  dreaded  secondary  results  of  a  suppurating  process  in  the  temporal 
bone— ^.^.,  rigors,  vomiting,  vertigo,  cervical  pain,  and  high  fever— furnish 
reasons  for,  rather  than  against  operating.  Focal  symptoms  on  the  other 
hand,  such  as  aphasia,  unilateral  contraction,  or  paralysis  of  the  extremities 
or  clonic  spasms,  are  good  grounds  for  relinquishing  it,  as  insisted  on  by 
Schwartze,  unless  extraordinary  circumstances  should  enjoin  otherwise. 
It  will  scarcely  be  too  much  to  say  that  the  symptoms  mentioned  as  contra- 
indications for  operation  will  in  the  course  of  time  be  probably  held  to  be 
of  less  significance  in  this  respect.  Nevertheless,  caution  in  this  direction 
must  always  be  advisable,  in  order  that  the  procedure  may  not  be  brought 
into  discredit. 

Methods  of  operation, — It  must  in  the  first  place  be  noted  that  perfora- 
tion of  the  mastoid  cells  is  at  the  present  day  performed  almost  invariably 
from  without—/.^.,  behind  the  auricle  in  the  region  of  the  mastoid  process ; 
and  but  very  seldom  from  the  external  auditory  canal,  as  recommended  by 
Wolf  and  others.  The  latter  method  is  indicated  only  in  those  extremely 
rare  cases  in  which,  with  extensive  destruction  of  the  tympanic  membrane, 
the  mucous  membrane  of  the  cavity  of  the  tympanum  is  dry,  while  pus 
oozes  through  a  carious  fistula  on  the  posterior  wall  of  the  auditory  canal  p 
or  when  under  similar  circumstances  the  posterior  wall,  as  a  result  of  in- 
flammation, appears  considerably  swollen  up,  thus  narrowing  the  canal 
very  much,  and  the  swelling  resists  ordinary  treatment  for  an  unusually 
long  while.  The  operation  through  the  canal  is  especially  indicated 
when  the  morbid  changes  there  are  associated  with  long-continued  pains; 


'  "Zur  ErOflhung  dcs  Warzenfortsatzes."     Berliner  klin is  :he  Wochenschrift,  1S77, 
■'  "Ann.  dcs  mal.  dc  Tor.,  etc."  v.,  p.  249. 
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or  when  abscess  formation  has  repeatedly  occurred  in  this  situation  ;  as 
experience  proves  that  such  a  state  of  things  is  sometimes  dependent  upon 
a  circumscribed  suppuration  in  the  bone,  the  site  of  which  may  perhaps  be 
reached  most  easily  from  this  direction. 

Instances  occur,  it  is  true,  in  which,  although  the  above-mentioned 
changes  in  the  canal  are  present,  it  is  yet  advisable  to  operate  from  without, 
as  Schwartze  has  shown ;  and  the  author  would  unconditionally  recommend 
the  latter  operation  where,  with  such  a  fistula  as  is  above  alluded  to, 
there  exist  at  the  same  time  external  signs  pointing  to  mastoid  disease. 
Experience  confirms  Kiesselbach*s  opinion  that  retention  of  pus  is  more 
likely  to  happen  when  the  operation  is  performed  through  the  external 
auditory  canal ;  and  on  this  account  again  preference  is  to  be  given  to 
perforation  of  the  bone  from  the  outside. 

The  operation  itself  is  at  the  present  day  almost  always  performed,  as 
Schwartze  recommends,  with  the  hammer  and  chisel ;  very  few  surgeons 
employing  drills  or  trephining  instruments.  The  author  now  always 
operates  with  the  chisel  or  with  sharp  spoons. 

The  preparations  necessary  comprise  haemostatics,  such  as  ice  and 
perchloride  of  iron,  besides  the  arrangements  for  anaesthesia  ;  antiseptic 
materials ;  the  needful  apparatus  for  washing  out  the  middle  ear  and  the 
external  auditory  canal ;  and  the  special  instruments  for  the  operation. 
Regarding  the  cleansing  processes,  several  sponges  should  be  at  hand  in  a 
5  per  cent,  solution  of  carbolic  acid,  and  a  larger  number  of  small  wads  of 
Bruns's  cotton-wool,  about  the  size  of  a  hazel  nut.  The  latter  are  also  to  be 
saturated  with  the  carbolic  solution,  and  then  squeezed  out.  They  are  to 
be  held  with  the  forceps,  and  are  very  suitable  for  freeing  the  wound  from 
blood  and  other  matters  during  the  operation.  Besides  these,  there  should 
be  some  ordinary  cotton- wool ;  drainage  tubes  of  different  sizes ;  several 
Eustachian  catheters  ;  Weber's  catheter  for  the  tympanum ;  vessels  for  the 
discharges ;  some  ear-syringes ;  a  glass  syringe  with  nozzle  for  injection 
through  the  catheter ;  an  irrigator ;  and  some  2  per  cent,  carbolic  acid 
solution,  both  warm  and  cold. 

For  the  operation  itself  are  needed  :  a  razor ;  a  strong  scalpel ;  a  sharp 
knife  for  incising  the  soft  structures ;  a  pointed  bistoury  for  dividing  up 
possibly  existing  fistulae  upon  a  director  ;  a  blunt-pointed  bistoury ;  a 
strong  raspatory  for  scraping  the  periosteum  from  the  bone ;  two  blunt  and, 
if  necessary,  two  sharp  hooks  for  keeping  apart  the  edges  of  the  wound; 
some  blunt-pointed  metal  and  whalebone  probes ;  a  director  ;  several  straight 
chisels  and  gouges  of  various  sizes  (2-10  mm.)  ;  a  surgical  hammer  ;  sharp 
spoons  of  different  forms  and  sizes,  amongst  them  one  or  two  curved 
ones,  as  shown  in  Fig.  135.  The  author  employs  these  by  preference, 
after  having  penetrated  the  bone  to  a  greater  depth  than  I  cm.  If  in  using 
them  the  sharp  edge  be  directed  some.vhat  laterally,  there  will  be  less  risk 
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Fig.  135. 

Sharp  spoon 
(two-thirds  the 
usual  size). 


of  injuring  the  structures  of  the  cranial  cavity.  There  will  be  required, 
besides,  some  blunt  spoons ;  at  least  three  catch-forceps ;  a  small  and  a 
large  dissecting  forceps ;  several  needles,  with  antiseptic  silk  (placed  in  a 
5  per  cent,  carbolic  solution) ;  a  corresponding  number  of  similar  sutures ; 
a  needle-holder ;  a  small  and  a  large  pair  of  scissors  ;  and  a  proper  dressing 
— iodoform  gauze,  Bruns's  cotton-wool,  gutta-percha  tissue,  and  a  calico 
bandage  8-10  nt.  long.  Care  must  of  course  be  taken  that  everything 
else  is  at  hand  which  may  be  required  in  a  major  opera- 
tion, in  order  to  meet  emergencies. 

The  operation  is  performed  in  the  following  manner : 
The  hair  in  the  region  and  for  a  small  distance  beyond 
is  first  removed  with  the  razor,  and  the  skin  well  washed 
with  a  2  per  cent,  carbolic  solution.  Anaesthesia  having 
then  been  induced,  the  patient's  head  is  placed  in  such  a 
position  that  the  affected  ear  is  directed  towards  the 
operator  standing  at  the  side,  and  is  well  illuminated. 
An  assistant  fixes  the  head,  and  at  the  same  time  draws 
forwards  the  auricle.  The  surgeon  now  divides  the  soft 
structures  down  to  the  bone  with  the  scalpel.  If  these 
are  quite  intact,  the  author  makes  the  incision,  almost  like 
Schwarlze,  at  a  distance  of  5  to  10  mm.  from  the  attach- 
ment of  the  auricle  ;  commencing  about  I J  to  2  cm.  above 
the  auditory  canal,  and  dividing  the  soft  parts  along  the 
whole  mastoid  process.  If  a  fistulous  opening  already 
exist,  it  will  possibly  be  necessary  to  cut  through  this; 
and  in  general  it  may  be  stated  that  the  pathological  con- 
ditions present  must  govern  the  situation  as  well  as  the 
direction  and  extent  of  the  incision. 

The  author  considers  it  inadvisable  to  make  the  incision  close 
to  the  attachment  of  the  auricle,  as  the  separation  of  the  peri- 
osteum from  the  bone  is  thus  rendered  more  difficult.  The 
latter  may  be  exposed  much  more  readily  when  the  raspatory 
can  be  used  in  two  directions ;  and  this  is  not  practicable  if  the 
incision  be  made  as  described.  Polifzer's  proposal  to  make  a 
transverse  cut  backwards  from  the  upper  extremity  of  the  longi- 
tudinal incision  and  at  right  angles  to  this,  and  then  to  loosen  up  the  flap  thus 
made  from  the  bone,  cannot  be  recommended.  Pus  may  easily  gravitate  beneath 
such  a  flap  ;  and  besides  this,  it  is  often  necessary',  in  the  course  of  the  operation, 
to  prolong  the  incision  in  different  directions,  whereby  by  this  plan  a  complicated 
and  unfavourable  wound  would  be  produced. 


The  soft  structures  having  been  divided,  any  haemorrhage  which  takes  .^ 
place  must  be  arrested  by  pressure  or  torsion,  or  if  necessary  by  ligature,  ^-^ 
and  the  wound  washed  with  some  carbolic  solution.  An  examination  wither*' 
the  probe  is  then  made  to  determine  the  condition  of  the  bone,  previous  tci^  - 
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laying  it  bare  for  trephining.  In  many  instances,  although  the  soft  parts 
have  exhibited  no  trace  of  disease,  yet  the  underlying  bone  is  denuded  of 
periosteum  to  a  considerable  extent.  In  other  cases,  however,  the  periosteum 
is  firmly  adherent,  and  must  be  raised  from  the  bone  with  the  raspatory. 
The  process  should  be  carried  out  thoroughly  but  carefully,  in  order  to 
preserve  the  connection  of  the  periosteum  with  the  soft  parts ;  and  for 
a  good  distance,  so  as  to  render  the  subsequent  chiselling  easier  of 
performance. 

The  bone  having  been  properly  exposed,  the  edges  of  the  wound  are 
to  be  held  apart  with  hooks  by  an  assistant,  and  the  probe  again  employed 
to  ascertain  whether  any  opening  in  or  softening  of  the  bone  may  exist 
through  which  a  passage  may  be  gained  into  the  deeper  parts.  If  so,  it  will 
be  best  to  advance  through  such  a  place ;  but  if  not,  then  it  is  advisable  to 
penetrate  the  bone  in  the  direction  of  the  antrum  mastoideum  in  order  thus 
to  reach  the  tympanic  cavity.  Schwartze  recommends  the  opening  to  be 
made  at  the  level  of  the  external  auditory  canal,  close  under  the  linea 
temporalis.  The  author  generally  observes  the  rule  whereby  the  upper 
third  of  the  perforation — which  should  not  measure  more  than  15  mnu 
across — lies  above  an  imaginary  line  drawn  horizontally  backwards  from 
the  upper  margin  of  the  external  auditory  meatus.  He  exceeds  the  limit 
just  mentioned  only  if  the  probe  reveals  a  cavity  in  the  bone  which  can 
be  enlarged  outwards  without  danger:  usually,  however,  he  makes  the 
necessary  enlargement  downwards,  or  towards  the  auditory  canal.  The 
perforation  of  the  cortical  substance  of  the  bone  is  to  be  made  with  the 
chisel  and  hammer,  and  very  little  at  a  time.  During  the  process  occasional 
examination  should  be  made  with  the  probe,  in  order  to  ascertain  the  con- 
dition of  the  deeper  parts.  If  spongy  or  carious  bone  be  found,  a  sharp 
spoon  should  be  used  instead  of  the  chisel  to  make  a  way  through  this  if 
possible.  In  proceeding  thus  inwards,  one  should  advance  from  behind 
forwards  in  the  direction  of  the  external  auditory  canal,  as  in  this  way 
there  is  less  danger  of  penetrating  into  the  cranial  cavity,  perhaps  into 
the  sinus  sigmoideus.  If  the  bone  has  been  perforated  to  the  depth  of 
\\  cm.  or  more  without  the  site  of  disease  or  the  antrum  having  been 
reached,  it  is  particularly  advisable,  in  proceeding  further,  to  advance  more 
towards  the  auditory  canal,  and  if  necessary  to  establish  a  direct  com- 
munication between  the  antrum  and  the  canal  by  perforating  the  posterior 
wall  of  the  latter. 

Frequent  exploration  with  the  probe  during  the  course  of  the  operation, 
with  the  view  of  gaining  information  as  to  the  condition  of  the  deeper  parts, 
has  already  been  insisted  upon ;  and  it  is  obvious  that  the  necessity  for 
doing  so  will  be  the  more,  the  greater  the  depth  to  which  the  bone  has 
been  penetrated. 

When  the  site  of  the  disease  has  been  reached,  all  unhealthy  tissue 
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should  be  removed.  Carious  bone,  as  well  as  luxuriant  granulations,  are 
to  be  carefully  scraped  away  with  the  sharp  spoon;  and  any  sequestra 
present  should  be  taken  away,  their  size  having  been  first  diminished 
if  necessary.  Cholesteatomatous  and  other  retention-products  are  to  be 
removed  by  syringing  or  by  the  spoon. 

In  the  further  course  of  the  disease,  it  is  advisable  in  all  cases  in 
which  one  has  to  deal  with  inflammatory  conditions  in  the  middle  ear,  to 
advance  into  the  antrum  mastoideum  if  the  operation  has  been  successful, 
and  in  this  way  to  establish  a  communication  externally  with  the  tympanic 
cavity.  Diseased  parts  may  in  this  way  be  more  easily  removed,  and  the 
irrigation  of  the  middle  ear  more  readily  carried  out.  It  is  not  in  all  cases 
essential  to  penetrate  as  far  as  the  antrum,  since  the  bone  affection  is 
sometimes  limited  to  the  mastoid  process ;  in  which  case  it  is  sufficient 
to  have  reached  the  site  of  disease. 

As  shown  in  the  previous  chapter,  the  mastoid  process  sometimes 
consists  entirely  of  diploetic  structure  without  a  trace  of  air-containing 
cells.  In  other  cases  it  is  actually  eburnated,  in  consequence  of  a  chronic 
inflammatory  process  in  the  bone.  '  We  possess  no  mode  of  examination 
which  affords  any  tolerably  trustworthy  evidence  of  the  existence  of  this 
unfavourable  condition.  Neither  palpation,  percussion,  nor  auscultation  of 
the  region  yields  the  slightest  information  in  this  matter  {Lacmiec).  Some- 
times very  large  mastoid  processes  are  completely  sclerosed ;  while,  at 
times,  small  ones  enclose  remarkably  large  cavities  filled  with  pus.  It  may 
thus  readily  happen  that,  although  the  indications  for  operation  are  most 
distinct,  and  the  operation  itself  carried  out  correctly,  the  bone  may  be 
penetrated  deepl}'  without  coming  upon  an  air-cell,  or  pus,  or  any  other 
morbid  product.  Cases  occur  likewise  in  which  the  antrum  itself  is 
completely  closed  up,  and  in  which,  after  all,  the  establishment  of  a 
communication  with  the  tympanum  would  afford  no  further  advantage. 
On  the  other  hand,  with  a  more  extensive  perforation,  the  facial  nerve 
or  the  labyrinthine  structures  might  easily  suffer  injury.  On  these 
grounds  it  is  in  such  cases  advisable  to  penetrate  only  to  a  certain 
depth,  and  then  to  desist  from  any  further  exploration  if  the  required 
object  has  not  been  attained.  Schwartze  is  of  opinion  that  one  should 
not  penetrate  to  a  greater  depth  than  25  ;;/;;/.  (i  inch),  and  this  rule 
ought  in  general  to  be  observed. 

It  is  not  at  all  a  rare  occurrence  that,  although  the  bone  has  beei 
perforated  to  a  sufficient  depth,  the  communication  between  the  wouni 
and  the  cavity  of  the  tympanum  is  not  manifest  immediately  after  the 
operation ;  liquid  injected  through  the  Eustachian  tube  or  the  externa 
auditory  canal  does  not  at  once  flow  through  the  wound,  nor  vice  versa 
while,  however,  this  is  the  case  in  a  few  hours  or  a  day  later. 

Certain  unpleasant  accidents  may  occur  in  the  course  of  the  operatioc 
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Among  these  may  be  mentioned  :  profuse  haemorrhage  from  the  bone  ; 
opening  up  the  Fallopian  canal,  with  injury  of  the  facial  nerve  ;  injury  to 
the  structures  of  the  labyrinth ;  injury  to  the  dura  mater  or  the  brain- 
substance ;  or  opening  up  the  sinuses  of  the  meninges.  Still,  none  of 
these  mishaps  necessarily  occasions  a  fatal  result. 

Knapp  >  had  the  misfortune  to  open  up  the  transverse  sinus,  though  he  had 
penetrated  to  the  depth  only  of  6  mm.^  upon  which  copious  haemorrhage  occurred. 
The  patient  recovered.  Hessler  *  exposed  and  penetrated  the  dura  mater  in  a  boy 
eight  years  old  during  the  removal  of  a  carious  piece  of  bone.  In  a  second  case 
he  exposed  the  sinus  transversus.  In  neither  instance  did  a  bad  result  ensue.  In 
the  first  case,  death  took  place  later  in  consequence  of  an  idiopathic  abscess 
in  the  occipital  and  temporal  lobes,  and  the  dura  mater  was  at  the  autopsy  seen 
to  be  cicatrised,  but  not  inflamed.  In  the  other  patient,  respiration  ceased  during 
the  operation  for  more  than  half  a  minute.  Hessler  attributes  this  to  a  laceration 
of  the  transverse  sinus  produced  in  the  extraction  of  the  sequestrum.  The  pulse 
remained  strong.  The  case  is  recorded  in  the  twenty-second  volume  of  the  "  Archiv 
fur  Ohrenheilkunde." 

In  spite  of  numerous  and  thorough  investigations  respecting  the  relations  of 
the  mastoid  cells  to  the  different  intra-cranial  structures,  and  especially  to  the  sinus 
sigmoideus,  we  are  still  unable  to  obtain  satisfactory'  information  regarding  them 
during  life.  It  may  therefore  readily  happen  that  the  most  experienced  operator, 
though  perforating  the  mastoid  process  with  the  greatest  care,  may  penetrate  into 
the  cranial  cavity,  and  wound  the  dura  mater  or  open  the  sigmoid  sinus.  Kdrner^ 
has  recently  endeavoured  to  acquire  some  data  for  estimating  the  topographical 
relations  of  these  structures  in  the  living  body,  and  they  are  here  appended  on 
account  of  the  importance  of  the  subject. 

According  to  Korner^  the  floor  of  the  middle  cranial  fossa  in  dolichocephalic 
skulls  lies  higher  above  the  external  auditory  meatus  and  the  spina  supra  meatum 
than  in  those  of  the  brachycephalic  order.  In  the  latter,  the  sinus  transversus  is 
placed  more  externally  than  in  the  dolichocephalic,  and  on  the  right  side  is  situated 
on  the  average  farther  externally  than  on  the  left ;  this  being  independent  of  the 
form  of  the  skull.  He  obtains  an  expression  of  the  cranial  formation  by  measuring 
with  the  calipers  the  distance  from  the  bridge  of  the  nose  to  the  most  prominent 
point  of  the  occiput,  and  also  that  of  the  parietal  tuberosities  from  each  other. 
The  first  measurement  being  then  divided  by  the  second  gives  a  number  called  by 
Korner  the  cranial  index. 

With  a  cranial  index  1*55  to  1-40,  the  floor  of  the  middle  cranial  fossa  lies, 
according  to  this  author,  11*5  mm.  on  an  average  above  the  external  auditory 
meatus,  at  the  most  17  mm.,  and  at  the  least  7  tnm,  ;  with  a  cranial  index  1*39  to 
1*30  the  average  distance  is  8*8  mm.,  at  most  15  mm.,  and  at  least  4  mm, ;  with 
cranial  index  1*29  to  120  the  average  is  5*1  mm.,  maximum  9  mm.,  minimum 
2  mm,\  with  cranial  index  119  to  1*07,  average  4*8  mm.,  maximum  7  mm., 
minimum '2  mm.  With  a  cranial  index  155  to  1*40  the  floor  of  the  middle  cranial 
fossa  is  situated  above  the  spina  supra  meatum  15-3  mm.  on  the  average,  at  the 
most  17  mm,^  and  at  the  least   10  mm.-,   with  a  cranial  index  1*39  to   1-30  the 

'  "  Aufmeisseln  des  Warzenfortsatzes  in  cinem  Falle  von  chroniszhem  Ohrcatarrh  mil 
intactem  Trommelfelle.  ErOffnung  des  Sinus  transversus.  Hcilung  per  primam  intentionem." 
Zcitschrift  fiir  Ohrenheilkunde,  xi.  Bd. 

*  '' Casuistische  Beitrage  zur  operativen  Behandlung  der  Eiterungen  im  Warzcnfortsatze.*' 
Archiv  fQr  Ohrenheilkunde,  xxiii.  Bd. 

■  "  Ueber  die  MOglichkeit  einige  topographisch  wichtige  Verhaltnisse  am  Schlafenbeine 
aus  dcr  Form  des  Schadels  zu  erke.nnen."     Zeitschrift  fOr  O.'irenheilkundc.  xvi.  Bd. 


average  distance  is  in  mm*,  at  most  17  mm.,  and  at  least  7  mm. ;  with  craaial 
index  1-29  to  1*20  the  average  is  7*6  mm.^  Tnaximum  12  mm.^  niinimum  5  mm.  i 
with  cranial  index  1*19  to  107,  average  5*8  mm.,  maximum  9  mm.,  minimuin 
4  mm. 

With  a  cranial  index  1-55  to  i'5o»  the  thickness  af  the  osseous  wall  of  the 
sulcus  trans\Tr$us»  in  its  thinnest  parts  on  the  mastoid  process,  amounts  on  an 
average  on  the  right  side  to  7*83  ///w.»  at  the  most  to  9  mm,,  and  at  the  least  to 
7  mm. ;  on  the  left  the  average  is  10  mm.,  the  maximum  1 1  mm.,  and  the  minimum 
9  mm, :  with  cranial  index  1*49  to  i^o  the  average  on  the  right  side  is  8"2a  mm., 
maximum  15  mm ,  and  minimum  4  mm,  ;  on  the  left  the  average  is  972  mm,, 
maximum  12  mm.,  minimum  7  mm,  :  with  cranial  index  1*39  to  I'jo,  average  on 
the  right  6  mm.^  maximum  14  mm.,  minimum  3  mm.  j  on  the  left,  average 
7*86  mm,,  maximum  15  mm,,  minimum  3*50  mm,  :  with  cranial  index  1*29  to  1*20, 
right  side,  average  5*05  mm,,  maximum  7-50  mm.,  minimum  2  mm, ;  left  side. 
average  7-34  mm.,  maximum  11  mr/i,,  minimum  175  mm.  r  with  cranial  index  rig 
to  1*07,  average  right  side  4  2 2  mm.,  maximum  5*50  mm.,  minimum  2  30  mm, ;  on 
left  side,  average  5*50  mm.,  maximum  8  50  mm.,  minimum  310  mm. 

The  average  difference  between  right  and  left,  in  favour  of  the  left  slde>  is  2*17 
with  a  cranial  index  i'$$  to  1-50  ;  with  index  i  49  to  1*40  it  is  1*50  ;  with  index  1*39 
to  1-30,  r86 ;  with  index-  1*29  to  1-20,  2*29 ;  and  with  index  1-19  to  107,  1*28. 

Korner  proposes  to  perforate  in  all  cases  as  far  forward  as  possible  :  in  adults 
with  a  cranial  index  of  1  "30  and  less,  before  the  line  of  attachment  of  the  auricle,  if 
this  can  be  done.  The  author  does  not  approve  of  the  proposal*  because  then  the 
bony  substance  of  the  posterior  wall  of  the  auditory  canal  which  remains  would 
become  greatly  thinned,  and  in  this  way  prejudicial  to  recovery. 


I 
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If  the  operation  has  been  successful  in  establishing  a  communication 
between  the  opened  mastoid  cells  and  the  tympanum,  the  cavities  should 
be  washed  out  copiously  with  an  antiseptic  solution  by  way  of  the 
Eustachian  tube  with  the  aid  of  a  catheter,  in  order  to  remove  all 
morbid  products.  If  necessary,  a  Weber*s  catheter  for  the  tympanic  cavity 
may  also  be  employed  for  this  purpose.  In  those  very  rare  cases  in  which 
the  drum-membrane  is  not  already  perforated,  it  should  be  incised  before 
the  irrigation  (yoimaud)} 

When  the  injected  solution  has  flowed  away  quite  clear  for  some  time 
and  alt  bleeding  has  ceased,  the  parts  may  be  dried  and  a  proper  dressing 
applied.  A  suitable  piece  of  drainage  tube,  previously  placed  in  a  5  per  cent 
carbolic  solution,  is  first  introduced  as  far  as  possible  into  the  wound : 
it  should  be  cut  obliquely  at  the  inner  end,  and  perforated  at  several  places 
along  its  length.  The  space  around  the  tube  is  then  to  be  filled  up  with 
strips  of  iodoform  gauze.  If  haemorrhage  has  occurred  or  is  threatened^  it 
is  advisable,  before  inserting  the  drainage  tube,  to  plug  the  whole  cavity 
firmly  with  the  gauze,  only  introducing  the  tube  on  renewing  the  dressing, 
and  when  the  danger  of  haemorrhage  has  ceased.  After  plugging  the 
wound,  it  is  to  be  covered  with  several  layers  of  iodoform  gauze,  which 
should  extend  for  some  little  distance  around  it.     Upon  this  a  layer  of 


•  Dcs  Absc^  mastoid  lens  ct  leur  traitcmcnt."    These  de  Pjiri%  1877. 
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Bruns's  cotton-wool  or  several  thicknesses  of  carbolic  gauze,  covered  over 
with  a  piece  of  gutta-percha  tissue,  are  spread,  and  the  whole  fastened  by 
several  turns  of  a  calico  bandage  -carried  round  the  head.  Lastly,  the 
external  auditory  canal  should  be  loosely  plugged  with  iodoform  gauze. 

Truckenbrod  recommends  as  a  dressing  small  cambric  bags  filled  with  wood- 
wool. Before  use  they  are  to  be  placed  in  hot  water  (80-90"  C),  and  then  allowed 
to  cool.  It  is  unnecessary  to  render  these  pads  antiseptic,  since  they  already 
possess  this  property  from  the  evaporating  resins  and  ethereal  oils  which  they 
contain.     (*'  Der  Waldwollenverband.'    Archiv  fiir  Ohrenheilkunde,  xxii.  Bd.) 

The  patient  should  under  any  circumstances  keep  his  bed  during 
the  first  few  days,  even  though  no  fever  be  present.  The  diet  is  to  be 
regulated  in  accordance  with  his  general  condition.  The  dressing  must  be 
changed  as  required.  It  may  remain  untouched  for  from  one  to  three 
days,  but  ought  at  any  rate  to  be  changed  then.  Should,  however, 
otorrhoea  continue  after  the  operation,  or  the  dressing  become  soiled 
with  the  discharges,  or  the  patient  complain  of  severe  pain  in  the 
wound,  or  if  the  neighbouring  parts  become  reddened  and  swollen,  or 
the  temperature  sensibly  increased,  the  dressings  must  be  removed 
earlier.  With  each  renewal  of  the  dressing,  the  cavities  of  the  middle 
ear  must  be  thoroughly  washed  out  with  an  antiseptic  solution,  and  in 
general,  everything  done  which  the  state  of  the  aural  structures  and 
wound  at  the  time  may  demand. 

The  excavation  in  the  bone  must  be  kept  open  as  long  as  any  disease 
is  present  therein  and  suppuration  still  goes  on,  even  though  the  latter 
may  have  considerably  diminished.  If  an  elastic  drainage  tube  does  not 
suffice  to  maintain  an  open  passage,  it  should  be  replaced  by  a  suitable 
silver  tube,  or  the  lead  spigot  recommended  by  Schwartze  may  be  employed. 
Fresh  sequestra  should  of  course  be  extracted,  and  any  granulations  which 
may  fill  the  channel  are  to  be  removed,  and  their  re-development  retarded. 
The  treatment,  in  short,  must  be  regulated  according  to  the  ordinary  rules 
of  surgery,  and  the  wound  should  only  be  permitted  to  close  when  the 
inflammatory  process  and  all  morbid  changes  in  the  deeper  parts  have 
disappeared. 

lGruder*s  "Secondary  Suture''  after  Operations  on  the  Mastoid  Process, '\ 

[Since  the  second  German  edition  of  this  work  appeared,  Professor  Gruber  has 
published  two  important  papers,^  in  which  he  describes  a  method  of  dealing  with 
wounds  remaining  open  after  perforation  of  the  mastoid  process,  which  materially 
shortens  the  after-treatment  in  many  cases.  The  editors,  believing  that  this  new 
mode  of  treatment  will  prove  highly  useful  in  suitable  cases,  have  thought  it  well  to 
give  here  a  summary  of  Prof.  Gruber'' s  views. 

'  Die  Spatnaht  nach  der  kunstlichen  ErOflnung  (Trepanation)  des  Warzenfortsatzes. 
Sonder-Abd ruck  aus  der  "  Internationalen  Klinischen  Rundschau,"  Nr.  31,32,  und  33,  1891. 
Wicn  1891  ;  and  Monatsschrift  fQr  Ohrenheilk.,  Dec.  1892. 


The  chief  causes  of  prolonged  suppuration  are  usually  to  be  found  either  in  th* 
anatomical  pcculianties  of  the  affected  part  or  in  the  constitutional  state  of  the 
patient.  Cases  are  frequently  met  with  in  which  the  diseased  structures  have  not 
been  wholly  removed  ;  under  such  circumstances  it  is  necessary  to  keep  the  wound 
open  to  allow  free  exit  to  injurious  pathological  products.  This  is  especially  the 
case  when  one  has  to  do  with  tuberculous  or  scrofulous  subjects.  The  affections  of 
the  ear  (temporal  bone)  in  which  the  process  ts  purely  local  and  trepanation  is 
required^  may  be  divided  into  two  great  groups:— (i)  Those  in  which  an  inflamma- 
tor)'  process,  acute  or  chronic,  of  the  mucous  membrane  of  the  middle  ear  has 
spread  to  the  lining  membrane  of  the  mastoid  cells,  without  any  serious  implication 
of  the  bone  itself*  but  accompanied  by  threatening  symptoms;  (2)  those  in  which 
the  temporal  bone  is  affected  in  a  manner  that  makes  this  procedure  necessary* 
(osteomyelitis,  caries^  necrosis,  etc.).  The  first  of  these  two  groups  may  be  sub- 
divided into  (u)  cases  in  which  the  mastoid  is  found  in  the  course  of  the  operation 
to  be  perfectly  sound,  or  at  the  most  hypera^mic,  without  a  trace  of  air-containing 
cells  ;  and  (if)  those  in  which  a  greater  or  lesser  number  of  cells  are  found  filled  with 
inflammatory  products  requiring  removal.  In  such  cases  the  process  is  either 
recognised  as  being  distinctly  limited,  or  symptoms,  local  or  general,  may  be 
present  which  give  rise  to  uncertainty,  so  that  the  question  can  only  be  definitively 
settled  by  prolonged  obser\'ation. 

The  second  of  these  groups  includes  those  very  numerous  cases  in  which  the 
diseased  parts  are  not  removed  at  the  operation,  and  in  which  consequently  it  is  in 
accordance  with  surgical  principles  that  the  wound  should  be  kept  open.  Even  in 
*uch  cases  the  healing  process  may  be  materially  hastened  and  the  duration  of  the 
disease  lessened  if  Grader's  method  of  "  secondary  suture  "  be  employed.  Hitherto 
it  has  been  the  practice  of  surgeons  to  keep  the  wound  open,  and  to  allow  it  to  heal 
by  granulation  from  the  bottom  or  from  within  outwards,  the  external  portion  being 
kept  open  by  means  of  a  drainage  tube,  a  strip  of  iodoform  gau^e,  etc.,  the  regenera* 
tion  of  bone  being  delayed  longer  than  necessary  by  the  introduction  of  foreign 
substances  between  the  raw  surfaces.  Grttber  remarks  that  it  has  long  been  knos^-n 
that  operation  wounds  of  the  head  heal  more  readily  and  completely  if  the  soft 
structures  be  brought  into  apposition  by  a  suitable  suture.  His  experience  of  the 
**  secondar)'  suture,"  after  mastoid  operations,  has  satisfied  him  as  to  the  efficacy 
of  the  method  in  hastening  repair  of  lost  bone  and  union  of  soft  parts.  It  should  1 
explained  that  by  '•  secondary  suture  *'  Gruber  does  not  mean  a  suture  inserted  afier"' 
the  first  change  of  dressing ;  this  had  already  been  employed  by  many  surgeons. 
The  **  secondary  suture  **  here  described  is  used  only  in  cases  in  which  the  wound 
in  the  mastoid  process  has  suppurated,  with  or  without  communication  with 
neighbouring  cavities,  and  healing  is  taking  place  slowly  by  granulation. 

Gruber^s  **  secondary  suture  **  is  recommended  by  him  in  the  following  cases: — 
(1)  In  exploratory  operations,  where  it  is  inexpedi.'nt  to  close  the  wound  immedi- 
ately,  but  whtre  later  on  there  is  nothing  to  contra-indicate  this  procedure  ;  (2) 
whenever  the  local  and  gentral  symptoms  do  not  make  it  necessary  to  keep  the 
wound  open,  even  if  it  be  verj'  deep  and  not  yet  covered  by  granulation  tissue,  pro- 
vided the  bony  tissue  forming  its  base  be  healthy.  Gruber  does  not  think  the  depth 
of  the  wound  in  itself  a  contra-indication,  particularly  if  no  communication  exist 
between  it  and  the  tympanic  cavity,  and  if  the  disease  be  limited  to  the  mastoid 
portion,  even  though  suppuration  may  have  taken  place  at  some  preWous  lime  in 
the  tympanum. 

It  must  not,  however,  be  undertaken  if  the  wound  communicates  with  a 
neighbouring  suppurating  cavity,  It  is  sometimes  not  an  easy  matter  to  decide 
this  point.  Occasionally  the  otorrhii-a  speedily  ceases  after  the  operation,  but  this 
result  is  not  permanent.     The  reappearance  of  pus  in  the  middle  ear  does  not 
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always  injuriously  influence  the  healing  process  in  the  mastoid  region,  nor  does  it 
always  produce  dangerous  consequences  even  if  the  cavity  in  the  mastoid  have  been 
quickly  closed.  On  the  other  hand,  the  possibility  of  such  an  occurrence  must 
never  be  lost  sight  of,  and  every  precaution  must  be  taken  to  prevent  it.  It  is 
obvious,  therefore,  that  no  definite  rule  can  be  laid  down  as  to  the  exact  time  at 
which  the  secondary  suture  should  be  inserted  ;  in  this  the  surgeon  must  be  guided 
by  the  special  conditions  of  each  case. 

Griiberhx\w%s  together  the  edges  of  the  wound  in  the  mastoid  by  a  "  secondary 
suture*'  (a)  if  there  be  no  communication  between  the  wound  and  the  tympanum, 
or  if  any  communication  between  them  that  may  have  existed  have  closed  up  ;  {b) 
if  the  suppuration  in  the  wound  be  not  too  profuse,  and  the  granulations  not  too 
exuberant.  He  sometimes  uses  the  suture  even  in  cases  wherj  there  is  a  communi- 
cation between  the  wound  and  the  tympanum,  provided  the  suppurative  process  in 
the  latter  has  long  subsided,  and  there  is  nothing  else  in  the  patient's  condition  that 
centra-indicates  the  procedure.  The  wound  must  be  placed  in  the  most  favourable 
conditions  for  healing.  It  should  be  thoroughly  cleansed  and  disinfected ;  fungating 
granulations  must  be  scraped  away,  bleeding  checked,  and  the  wound  washed  out 
with  a  I  in  looo  solution  of  corrosive  sublimate.  The  suture  should  then  be  passed 
through  the  skin  and  soft  tissues,  including  the  periosteum,  so  as  to  bring  the  whole 
extent  of  both  surfaces  of  the  wound  into  intimate  apposition.  The  more  closely 
they  are  brought  together,  the  greater  is  the  probability  of  their  uniting.  Should 
there  be  any  suspicion  that  suppuration  continues,  and  should  it  therefore  appear 
expedient  to  leave  an  outlet  for  drainage,  a  small  portion  of  the  wound  may  be  left 
open,  such  a  situation  being  chosen  that  the  aperture,  if  it  prove  to  be  inadequate, 
can  easily  be  enlarged.  The  most  dependent  part,  that  is  to  say,  the  lower  corner 
of  the  wound,  is  usually  the  most  suitable  for  the  purpose.  A  **  wick  *'  of  iodoform 
gauze  may  be  left  there  to  serve  as  a  drain.  If  there  be  no  signs  pointing  to  an 
accumulation  of  pus,  the  **  wick  "  may  be  gradually  made  smaller  and  finally 
altogether  dispensed  with.  Whatever  other  measures  may  be  required  must  be 
carried  out  in  accordance  with  ordinary  surgical  principles.  The  author  has  tried 
his  **  secondary  suture"  in  several  cases,  the  results  of  which  show  that  the  after- 
treatment  of  trephining  of  the  mastoid  process,  which  is  often  so  tedious,  may  be 
considerably  shortened  by  this  method.] 


[CHAPTER   XIVa.] 

INTRA-CRANIAL  COMPLICATIONS  OF  EAR  DISEASE. 

[The  study  of  the  intra-cranial  complications  of  ear  disease  has  in  recent  times 
acquired  an  interest  proportionate  to  the  noteworthy  advances  which  have  been 
made  in  their  diagnosis  and  treatment.  The  inherent  importance  of  the  subject 
could  indeed  scarcely  be  exaggerated.  Still  the  successes  attained  of  late  years 
in  this  branch  of  surgery  have  been  so  prominent  as  to  demand  a  particular  con- 
sideration of  the  pathology  and  course  of  these  cases,  the  prognosis  of  which  had 
so  long  been  regarded  as  almost  hopeless.  Spontaneous  recovery  from  any  of  the 
conditions  in  question  is,  in  fact,  of  such  rarity  as  to  justify  the  statement  that,  once 
thoroughly  established,  the  consequences  must  be  regarded  as  fatal,  unless  timely 
operative  measures  be  undertaken ;  and  even  then  the  prospects  are  in  general  of 
the  gravest  kind.  Nevertheless,  the  work  already  accomplished  in  connection  with 
these  affections  has  been  on  the  whole  so  gratifying  in  its  results  as  to  give  fair 
promise  of  further  advances  in  the  future.  This  greatly  improved  knowledge  and 
practice  is  attributable  to  more  than  one  cause.  Modem  views  on  the  nature  of 
most  suppurative  inflammations,  and  the  antiseptic  treatment  based  thereon,  must 
no  doubt  be  accounted  potent  factors  in  this  progress.  The  dangers  of  purulent 
disease  of  the  ear  have  been  elucidated  by  the  discoveries  of  bacteriology ;  while 
the  introduction  of  antiseptic  methods  has  not  only  emboldened  surgeons  to  cany 
out  operations  upon  the  cranium  and  its  contents,  which  none  would  formerly  have 
contemplated,  but  has  indisputably  averted  their  necessity  by  tending  to  remove 
the  causes  of  the  diseases  themselves.  It  may  reasonably  be  hoped  that  the  vulgar 
belief  in  the  trivial  nature  of  a  discharge  from  the  ear  is  disappearing,  and  that 
it  is  coming  to  be  clearly  understood  not  only  that  it  is  not  **  wrong  to  stop  it,'*  and 
that  the  sufferer  will  not  **grow  out  of  it,"  but  that,  as  a  direct  consequence,  and 
at  any  moment,  he  may  develop  a  cerebral  abscess,  a  meningitis,  or  a  septic 
phlebitis,  by  which  his  life  is  placed  in  jeopardy. 

Increased  precision  in  the  localisation  of  cerebral  symptoms  may  likewise  be 
looked  upon  as  having  given  a  marked  impetus  to  intra-cranial  surgery,  and  opera- 
tions instigated  by  the  observation  of  such  symptoms  have  been  followed  in  several 
instances  by  most  brilliant  results. 

The  intra-cranial  complications  now  under  review  are  traceable  in  by  far  the 
greatest  number  of  cases  to  suppurative  disease  of  the  middle  ear.  Affections  of 
the  internal  ear  can  exceedingly  seldom  be  adduced  as  the  primary  cause  of  these 
lesions  ;  nor  does  external-ear  disease  play  any  considerable  part  in  provoking 
them,  even  where  the  tympanic  membrane  has  been  destroyed. 

The  large  majority  of  cases  met  with  in  aural  practice  consist  of  middle-ear 
affections.  A  comparison  of  statistics  derived  from  various  sources  shows  that  at  a 
low  estimate  they  comprise  at  least  two -thirds  of  all  cases  of  ear  disorder  coming 
under  our  observation.     Of  this  number,  nearly  one-half  are  made  up  of  cases  of 
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suppurative  disease.  Taking  30  per  cent,  to  represent  the  frequency  of  occurrence  of 
purulent  median  otitis,  further  analysis  discloses  the  fact  that  the  aurist  is  called  upon 
to  treat  chronic  cases  of  this  kind  five  times  as  often  as  acute  ones  :  in  other  words, 
one-fourth  at  least  0/  the  aural  affections  of  all  kinds  which  call  for  treatment 
consist  of  chronic  suppurative  diseases  of  the  middle  ear. 

It  is  these  which  constitute  the  staple  material  out  of  which  arise  the  secondary 
intra-cranial  affections  under  consideration.  Primary  acute  inflammations  of  the 
ear  are  but  rarely  directly  followed  by  these  dreaded  sequelae,  which  appear 
rather  to  result  from  a  renascence  or  exacerbation  of  an  old-standing  latent  focus 
of  infection,  incited  to  renewed  activity  by  some  fresh  irritation,  whether  of  a 
traumatic  or  zymotic  character. 

Bacteriological  researches  in  connection  with  this  subject  have  demonstrated 
the  constant  presence  of  certain  micro-organisms  in  the  discharges,  and  in  the 
intra-cranial  lesions  following  upon  them.  In  the  latter,  Zaufal  has  shown  that  the 
streptococcus  pyogenes  exists  in  very  large  numbers,  and  his  observations  have 
been  amply  confirmed.  Other  organisms,  e.g.,  bacilli,  may  also  be  found  in  these 
secondary  affections,  but  it  seems  likely  that  the  pyogenic  cocci  constitute  the 
principal  pathogenic  elements.  According  to  Rohrer,  who  examined  a  hundred 
cases  of  purulent  discharge  from  the  ear,  there  appears  to  be  a  notable  distinction 
in  this  matter  between  offensive  and  non-offensive  discharges.  In  the  foetid  secre- 
tions, micrococci  and  bacilli  were  always  found  together ;  whereas  in  the  non-foetid, 
only  micrococci  were  present.  From  culture  and  inoculation  experiments  upon 
animals,  he  arrived  at  the  conclusion  that  the  bacilli  present  in  the  foetid  discharges 
were  not  pathogenic,  but  possessed  merely  saprophytic  properties;  while  as  regards 
the  micrococci,  no  doubt  existed  as  to  their  virulence,  their  inoculation  being 
invariably  followed  by  fatal  septic  manifestations.  It  is  thus  evident  that  the 
offensiveness  of  a  discharge  from  the  ear  is  no  criterion  of  the  dangers  to  be  appre- 
hended from  it. 

Netter  describes  four  kinds  of  micro-organisms  as  found  in  cases  of  acute  sup- 
purative otitis  :  viz.,  the  streptococcus  and  staphylococcus  pyogenes,  the  diplococcus 
(pneumococcus)  of  Frdnkel,  and  the  pneumobacillus  of  Friedldnder,  The  various 
streptococci  and  staphylococci,  as  well  as  the  pneumococcus,  are  very  commonly 
present  even  in  health  in  the  alimentary  tract  and  upper  air  passages,  so  that  their 
constant  instrumentality  in  the  production  of  middle-ear  suppuration  is  readily 
accounted  for.  The  streptococcus  pyogenes,  as  we  have  seen,  occurs  abundantly  in 
the  intra-cranial  lesions  secondary  to  chronic  purulent  otitis.  This  and  the  staphylo- 
coccus are  the  most  widely  distributed,  and  probably  the  most  active  of  the  pyogenic 
micro-organisms  ;  the  suppurative  processes  occasioned  by  the  latter,  e,g.,  furuncle 
and  acute  osteomyelitis,  tending  as  a  rule  to  remain  localised,  while  the  strepto- 
coccus is  apt*  to  become  more  generally  disseminated  and  produce  metastatic 
abscesses  in  various  parts  of  the  body.  Many  cases  of  purulent  inflammation  of 
the  middle  ear  have  been  recognised  as  dependent  upon  the  presence  of  the 
pneumococcus  of  Frdnkel  {Netter,  Moos,  Zaufal,  and  others).  The  microbe 
appears  to  be  constantly  associated  with  the  occurrence  of  acute  croupous  pneumonia, 
and  has  been  proved  to  be  not  only  the  active  cause  of  many  abscesses  found  in 
various  parts  of  the  body  during  the  course  of  or  after  that  disease,  but  likewise 
of  suppuration  in  patients  who  are  not  suffering,  and  never  have  suffered,  from  the 
lung  affection.  In  thirty  fatal  cases  of  purulent  cerebro-spinal  meningitis  examined 
hy  Netter,  the  pneumococcus  was  alone  present  in  more  than  half;  and  parallel 
observations  have  been  made  by  Weichselbaum  and  others. 

The  marked  difference  which  has  been  very  generally  observed  between  acute 
and  chronic  purulent  ear  diseases  in  regard  to  their  liability  to  be  followed  by 
secondary  infective  lesions  cannot  evidently  be  ascribed  to  any  deficiency  in  the 
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former  in   respect   of  the   pathogenic   elements   competent  to  bring  about  such 
results. 

The  relative  proneness  of  these  cases  to  the  development  of  such  complications 
finds  its  explanation  panly  in  the  particular  conditions  of  the  aural  structures  which 
are  the  seat  of  the  primary  morbid  changes,  and  partly  in  certain  considerations 
affecting  the  pathogenic  activity  of  the  micro-organisms  concerned.  In  acute 
disease,  where  the  muco-periosteum  is  yet  intact,  absorption  of  the  virulent  products 
of  these  organisms  takes  place  probably  only  to  a  limited  extent,  resulting  merely 
in  a  certain  degree  of  pyrexia  and  constitutional  disturbance  ;  while,  as  regards 
the  bacteria  themselves,  the  epithelium  and  still  vigorous  leucocytes  (phagocytes) 
are  able  to  withstand  their  inroads.  When,  however,  in  consequence  of  their  pro- 
longed siege,  the  lining  membrane  of  the  tympanum  or  its  accessory  cavities  has 
become  destroyed,  and  the  underlying  bone  carious,  the  small  blood-vessels  and 
lymph- tracts  are  apt  to  become  exposed  to  the  further  invasion  of  the  parasites, 
which  may  in  this  way  gain  access  to  the  circulation  and  internal  organs. 

The  circumstances  in  which  an  acute  infective  process  may  be  lighted  up  in  an 
ear,  which  is  the  site  of  a  chronic  purulent  discharge  or  of  inspissated  and  de- 
generated inflammatory  products— ^.^.,  a  secondary  cholesteatoma — are  as  yet 
somewhat  obscure.  Nevertheless,  certain  interesting  and  suggestive  facts  may  be 
cited  which  appear  to  bear  upon  the  subject.  It  has  been  shown  that  the  inoculation 
of  an  animal  with  certain  innocuous  micro-organisms  may  lead  to  a  fatal  result  if 
certain  others  are  introduced  at  the  same  time.  For  example,  inoculation  of 
attenuated  cultures  of  the  staphylococci  have  always  proved  fatal  when  a  culture 
of  a  non-pathogenic  organism  was  injected  simultaneously  {Monti),  Again, 
inoculation  of  an  attenuated  culture  of  the  tetanus  bacillus,  which  would  of  itself 
no  longer  cause  tetanus,  is  at  once  followed  by  the  symptoms  of  this  disease  if  the 
puncture  be  exposed  to  the  access  of  the  common  pyogenic  organisms.  It  has 
been  likewise  proved  that  injection  into  an  animal  of  the  products  secreted  by  a 
given  microbe,  predisposes  it  to  infection  by  the  same  micro-organism.  It  would 
thus  appear  that  pyaemia  or  these  intra-cranial  complications  may  possibly  be  set 
up  secondarily  to  chronic  purulent  otitis,  either  as  the  result  of  a  regrafting  of  some 
new  organism  upon  the  old  ones  of  the  discharge  which  had  perhaps  lost  their 
initial  virulence,  or  that  an  accidental  absorption  of  microbial  products  may 
facilitate  their  otherwise  flagging  pathogenic  activity. 

Whatever  may  be  the  proximate  causes  of  the  secondary  infection,  the  par- 
ticular form  and  extent  of  the  lesion  produced  may  be  very  different  in  different 
cases.  If  the  number  and  activity  of  the  besieging  microbes  be  great,  a  general 
state  of  pyaemia  may  ensue,  accompanied  by  the  appearance  of  metastatic  abscesses 
in  the  brain  and  other  parts  of  the  body.  If  the  attacking  force  be  smaller  or  less 
virulent,  or  the  resisting  force  of  the  tissues,  as  evinced  by  the  formation  of  plastic 
lymph  barriers,  be  more  pronounced,  then  a  more  localised  process  may  follow, 
which  may  find  expression  in  the  development  of  a  diffused  or  circumscribed  septic 
meningitis,  a  septic  phlebitis  or  thrombosis  of  the  lateral  sinus,  or  a  subdural  or 
encephalic  abscess. 

From  what  has  been  already  stated,  too,  it  would  seem  likely  that  the  variety  or 
varieties  of  micro-organism  concerned  in  the  production  of  the  primary  disease 
of  the  ear  may  also  exercise  an  influence  in  determining  the  particular  nature 
of  the  intra-cranial  lesion,  and  that  fuller  observations  in  this  field  of  research 
may  perhaps  afford  some  assistance  in  the  diagnosis  and  prognosis  of  these 
secondary  affections. 

The  precise  mode  of  extension  of  the  primary  disease  is  subject  to  considerable 
variation,  but  may  be  broadly  described  as  taking  place  either  by  direct  continuity 
or  indirectly  through  the  mediation  of  the  blood  and  lymph  currents.     Thus  caries 
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of  the  petrous  bone  or  inner  wall  of  the  mastoid  process  may  lead  directly  to 
subdural  abscess  or  to  phlebitis  of  the  lateral  sinus,  which  may  in  turn  give  rise  to 
a  septic  meningitis  or  other  lesion.  On  the  other  hand,  an  abscess  may  develop  in 
the  temporal  lobe  as  a  result  of  infection  conveyed  through  the  blood-vessels,  while 
the  overlying  brain  substance  may  remain  apparently  unaffected. 

The  path  of  infection,  though  sometimes  obscure,  is  more  or  less  direct,  as 
shown  by  the  fact  that  an  intra-cranial  lesion  is  almost  invariably  on  the  same  side 
as  that  of  the  primary  ear  affection,  from  which  it  may  often  be  traced  along  a 
definite  course. 

A  septic  phlebitis  and  thrombosis  of  the  venous  radicles  leading  from  the 
tympanic  tissues  to  the  lateral  and  petrosal  sinuses  constitutes  probably  one  of  the 
commonest  methods  by  which  septic  material  is  conveyed  to  the  intra-cranial 
structures.  Septic  thrombus  formation  may  gradually  extend  inwards  so  as  to 
involve  the  sinuses  in  a  like  process,  or  septic  matters  may  be  carried  by  the  same 
route  into  the  general  circulation,  or,  perhaps,  retrogressively  into  the  interior  of 
the  brain  by  means  of  the  small  veins  running  from  the  surface  of  the  temporal 
lobe  to  the  superior  petrosal  sinus,  and  from  the  anterior  surface  of  the  cerebellum 
to  the  lateral  sinus.  Similar  venules  may  sometimes  be  observed  coursing  from  the 
temporal  lobe  to  the  dura  mater  covering  the  roof  of  the  tympanum.  Propagation 
of  infection  by  a  reflux  blood  current  may  probably  be  brought  about  the  more 
readily  in  this  region  on  account  of  the  absence  of  valves  in  the  intra-cranial  veins 
and  sinuses. 

The  free  inosculation  of  the  small  arteries  of  the  ear  and  dura  mater  is  doubtless 
also  frequently  responsible  for  the  spread  of  disease  inwards  by  development  of  a 
septic  arteritis,  followed  by  a  progressive  thrombosis  or  embolic  process.  The 
internal  carotid  itself  may  be  the  means  of  transmitting  infective  substances  to  the 
brain,  as  a  sequel  to  septic  inflammation  of  its  walls,  which  are  here  in  such  close 
contiguity  with  those  of  the  tympanum.  There  can  be  little  question  that  the 
lymphatics  of  the  region  are  likewise  intimately  concerned  in  the  dissemination  of 
foci  of  disease  to  the  cranial  contents,  as  well  as  to  the  lymphatic  glands  and  the 
general  organism. 

It  has  been  shown,  too,  that  infection  may  extend  from  the  middle  ear  to  the 
meninges  and  brain  along  the  course  of  the  nerves  passing  through  the  internal 
auditory  canal. 

It  is  a  matter  of  considerable  difficulty  to  estimate  the  relative  frequency  of 
the  various  intra-cranial  complications.  Our  conclusions  in  this  respect  must 
naturally  be  dependent  upon  the  accuracy  of  our  diagnosis  ;  besides  which  there  is 
good  reason  to  believe  that  the  results  of  special  practice  are  insufficient  for  the 
formation  of  an  accurate  judgment  on  this  point.  Many  of  these  cases  never  come 
under  the  observation  of  the  aural  surgeon,  but  only  under  that  of  the  general 
practitioner,  as  **  head  cases"  ;  and  in  former  times,  at  least,  their  true  character 
often  remained  unrecognised.  For  these  reasons,  therefore,  it  would  seem  to  be 
suggested  that  the  most  trustworthy  available  facts  upon  which  an  attempt  to  form 
an  opinion  on  this  subject  can  be  based,  may  probably  be  found  in  the  post-mortem 
records  of  general  hospitals. 

From  an  examination  of  the  statistics  of  three  large  London  hospitals  extending 
over  a  period  of  twelve  years.  Barker  finds  that,  out  of  a  total  of  about  72,000  cases 
of  disease  of  all  kinds  treated  during  that  period,  there  were  forty-five  fatal  cases 
due  to  ear  disease.  From  these  and  others  in  his  own  practice,  he  concludes  that 
the  greater  number  of  deaths  are  attributable  to  meningitis,  pyzemia,  and  septic 
phlebitis.  Thus,  out  of  fifty  fatal  cases,  'j2  per  cent,  are  recorded  as  caused  by 
meningitis  and  pyaemia  together.  Barker  believes,  however,  that  the  real  prepon- 
derance of  these  conditions  is  much  larger:  in  fact,  that  many  so-called  **  obscure" 
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cases  of  meningitis  and  pyaemia  originate  in  unrecognised  disease  of  the  ear.  He 
considers  that  cases  of  abscess  in  the  cerebrum  or  cerebellum  do  not  constitute 
so  much  as  a  tenth  part  of  the  ordinary  complications  of  suppurative  aural 
affections,  but  that  more  than  nine-tenths  probably  consist  of  cases  of  meningitis, 
septic  phlebitis ,  and  pycemia . 

Different  complications,  however,  are  frequently  observed  to  coexist  in  the 
same  case.  Sinus  phlebitis  may  be  combined  with  intra-dural  abscess,  and  either, 
no  doubt,  often  leads  directly  to  the  development  of  meningitis.  There  is  good 
evidence  to  indicate  that  in  many  instances  an  encephalic  abscess  had  existed 
for  some  time  before  bringing  about  a  fatal  meningitis  or  pyaemia.  In  complicated 
cases,  however,  it  is  generally  very  difficult  or  impossible  to  determine  which  con- 
dition preceded  another,  or,  indeed,  whether  they  were  not  concomitant.  Pyaemia 
of  aural  origin  again  may  either  set  up,  or  be  caused  by,  an  intra-cranial  lesion, 
or  it  may  be  present  alone  unassociated  with  any  such  affection. 

The  age  at  which  secondary  intra-cranial  complications  are  most  prone  to 
occur  appears  to  correspond  more  or  less  completely  with  that  at  which  suppurative 
middle-ear  disease  is  most  common.  Examination  of  methodical  records  indicates 
that  this  affection  is  observed  twice  as  often  in  patients  above  fifteen  as  in  those 
below  that  age,  and  a  similar  proportion  may  be  noted  in  regard  to  the  occurrence 
of  secondary  lesions.  The  greater  liability  of  adults  to  these  attacks  is  usually 
ascribed  to  the  more  perfect  development  of  the  mastoid  cells  in  them  than  in 
children,  as  well  as  to  the  relatively  larger  size  of  the  tympanic  orifice  of  the 
Eustachian  tube  in  early  life,  whereby  the  escape  of  purulent  accumulations  from 
the  cavities  of  the  middle  ear  is  facilitated. 

The  relative  frequency  of  the  various  forms  of  intra-cranial  disease  seems  to  be 
about  the  same  at  all  ages. 

We  may  now  proceed  to  consider  in  somewhat  greater  detail  some  of  the 
circumstances  attending  the  development  of  the  several  complications  above 
enumerated. 

Phlebitis  of  the  Lateral  Sinus  is  generally  confined  to  that  portion  which 
corresponds  to  the  sulcus  on  the  inner  surface  of  the  mastoid,  though  occasionally 
the  morbid  process  extends  into  the  internal  jugular  vein.  It  seldom  spreads 
backwards  in  the  opposite  direction  ;  but,  when  this  does  happen,  it  probably  does 
so  by  the  occurrence  of  thrombosis,  and  is  brought  about  either  by  a  retrogressive 
formation  and  infection  of  the  thrombus,  or,  possibly,  by  transmission  of  septic 
material  from  the  latter  by  back  flow  of  the  blood  current. 

Thrombosis,  on  the  other  hand,  while  arising  out  of  a  septic  phlebitis,  is,  as  a 
rule,  not  so  limited,  but  often  extends  downwards  into  the  jugular  vein,  as  well  as 
upwards  into  other  sinuses.  The  thrombus  is  sometimes  firm,  showing  but  little 
septic  degeneration,  and  may  completely  block  the  vessels.  Sometimes  again  it  is 
friable,  and  only  loosely  adherent  to  the  vascular  walls :  in  such  instances,  the 
central  portion  of  the  clot  may  be  softened  as  the  result  of  purulent  infection,  and 
is  then  of  course  more  likely  to  set  up  tertiary  pyicmic  lesions. 

With  regard  to  Subdural  Abscesses,  two  situations  appear  to  be  specially  prone 
to  their  development.  The  more  common  is  in  the  vicinity  of  the  petro-squanwsal 
suture,  where  pus  may  form  in  consequence  of  the  conveyance  of  septic  matters  by 
the  small  vessels  which  pass  through  the  suture  from  the  ear.  Such  an  abscess 
may  extend  itself  in  different  directions.  Most  commonly,  perhaps,  it  spreads 
downwards  and  backwards  to  the  sulcus  lateralis ;  while,  in  other  instances,  it 
may  follow  an  upward  and  backward  course  along  the  inner  aspect  of  the  squamous 
portion  of  the  bone. 

The  pus  in  this  latter  situation  has  in  certain  cases  perforated  the  overlying 
bone,  usually  a  little  above  and  behind  the  external  auditory  meatus,  simulating  in 
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this  way  a  simple  periosteal  abscess.  The  second  most  frequent  primary  site  of 
subdural  abscess  is  the  lateral  sulcus^  whence  it  may  extend  upwards  towards  the 
surface  of  the  petrous  portion.  Here, 'also,  the  abscess  may  discharge  itself 
outwards  through  the  bone  into  the  mastoid  ;  or  it  may  rupture  into  the  lateral 
sinus,  and  thus  bring  about  pyaemia.  Occasionally,  too,  the  pus  has  been  observed 
to  evacuate  itself  through  the  mastoid  foramen,  and  point  behind  over  the  mastoid 
process.  A  fatal  termination  in  cases  of  subdural  abscess  is  most  commonly 
attributable  to  septic  inflammation  of  the  dura,  resulting  either  in  intra-dural 
abscess  or  in  a  diffused  purulent  meningitis. 

Meningitis. — Secondary  inflammation  affecting  the  meninges  varies  in  intensity 
and  extent  in  different  cases ;  probably,,  as  already  intimated,  in  accordance  on  the 
one  hand  with  the  nature  and  quantity  of  the  initiatory  infective  elements,  and  on 
the  other  hand  with  the  vigour  of  resistance  displayed  by  the  invaded  tissues.  In 
some  instances  the  process  becomes  limited  by  more  or  less  plastic  exudation 
which  confines  it  to  its  original  site,  usually  in  the  neighbourhood  of  the  tympanum 
and  squamous  portion  of  the  temporal  bone,  or  near  the  lateral  sulcus.  At  other 
times  the  morbid  condition  is  more  widely  extended,  with  little  or  no  formation  of 
lymph,  appearing  as  a  diffuse  septic  inflammation  over  a  large  area  of  the  base 
of  the  brain,  and  has  been  even  observed  to  involve  the  spinal  canal  for  a  consider- 
able distance. 

Encephalic  abscess  is  due  in  a  large  proportion  of  cases  to  suppurative  median 
otitis.  Estimates  of  the  relative  frequency  of  this  cause  enlarge  most  suggestively 
with  the  increased  attention  which  has  been  paid  to  the  subject  in  late  years ;  and 
the  most  trustworthy  recent  statistics  point  unmistakably  to  the  fact  that  disease  of 
the  ear  is  accountable  for  more  than  half  the  number  of  abscesses  from  all  causes 
occurring  in  various  parts  of  the  encephalon. 

The  seat  of  predilection  of  these  secondary  suppurations  is  the  temporo- 
sphenoidal  lobe  of  the  cerebrum,  though  they  may  also  develop  in  other  situations  : 
viz.,  in  the  frontal  or  the  occipital  lobe,  the  centrum  ovale,  the  cerebellum,  the 
pons  Varolii,  or  in  the  cerebellar  peduncles.  Picque  and  F^vrier  have  analysed 
the  reports  of  a  hundred  and  twenty  cases  of  encephalic  abscess  treated  during 
the  last  four  years ;  and  from  these  and  others  it  would  appear  that  about  75  per 
cent,  occur  in  the  cerebrum,  and  25  per  cent,  in  the  cerebellum.  In  nine  cases 
out  of  ten,  cerebral  abscess  is  situated  in  the  temporo-sphenoidal  lobe.  It  follows, 
therefore,  that  two-thirds  of  the  total  number  of  encephalic  abscesses  secofidary 
to  middle-ear  inflammation  may  be  looked  for  in  this  region.  One-fourth,  as 
just  remarked,  are  found  in  the  cerebellum ;  and  here  their  site  is  equally 
constant :  they  are  nearly  always  seen  in  the  anterior  part  of  the  lateral  lobe. 

The  reasons  for  the  preponderance  of  cerebral  over  cerebellar  abscesses  cannot 
be  said  to  be  entirely  clear;  but  there  can  be  little  doubt  that  the  localisation  of 
the  intra-cranial  complication  is  considerably  influenced  by  the  seat  of  the  primary 
aural  affection.  It  may  be  broadly  stated  that  the  cerebellum  is  more  likely  to 
become  involved  when  the  original  lesion  is  of  the  mastoid  cells  or  the  posterior 
part  of  the  petrous  bone ;  while  tympanic  disease  is  apt  rather  to  set  up  abscess  of 
the  cerebrum. 

In  accordance  with  this  is  the  well-ascertained  fact  that  in  children,  in  whom 
the  mastoid  cells  are  as  yet  undeveloped,  these  collections  are  found  almost 
exclusively  in  the  cerebrum,  very  rarely  in  the  cerebellum  ;  while  in  the  adult  they 
are  observed  with  relatively  much  greater  frequency  in  the  latter  organ,  particularly 
when  extensive  mischief  is  present  in  or  beneath  the  dura  mater  in  the  vicinity  of 
the  lateral  sulcus  or  the  internal  auditory  meatus. 

Gruber,  however,  rejects  this  explanation.  Although  the  cellular  structure  of 
the  mastoid  process  remains  undeveloped  for  some  time,  it  is  otherwise  with  the 
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antrum*  which  is  already  a  well- developed  cavity  even  in  the  newly  bom  child.  He 

believes  that  the  ver>'  rare  occurrence  of  cerebellar  abscess  in  children  depends  upon 
the  fact  established  by  him  that  the  bony  material  intervening  between  the  mastoid 
antrum  and  the  cranial  cavity  exists  in  relatively  much  larger  amount  in  early  life 
than  at  a  later  period.  The  extension  of  disease  in  this  direction  would  therefore 
probably  be  impeded  ;  while  on  the  other  hand  it  is  more  likely  to  take  place  with 
greater  facility  from  the  tympanic  cavity  through  the  tegmen  tympani  and  the 
petro- squamosal  suture.  It  must  be  remembered,  however,  that  the  propagation  of 
aural  disease  in  whatever  direction  is  exceedingly  seldom  observed  in  children  of 
tender  years. 

Korner  regards  the  conformation  of  the  skull  as  important  in  this  connection. 
He  states  that  the  middle  cranial  fossa  is  at  a  higher  level  above  the  tympanic 
cavity  in  dolichocephalic  than  in  brachycephahc  skulls;  that  is  to  say,  the  roof  of 
the  tympanum  in  the  latter  form  of  cranium  is  thinner;  often  indeed  it  is  fissured. 
According  to  homer,  such  a  structural  variation  would  favour  intra-cranial  sup- 
puration in  the  region  of  the  upper  portion  of  the  petrous  bone. 

Pitt  thinks  the  position  of  the  sulcus  for  the  lateral  sinus  affects  the  direction 
in  which  ear  disease  may  be  propagated.  In  some  temporal  bones,  the  groove  is 
placed  farther  forwards  than  in  others,  and  so  is  nearer  to  the  mastoid  cells- and 
the  posterior  wall  of  the  tympanum :  a  disposition  which  would  probably  tend  to 
facilitate  the  spread  of  disease  backwards. 

Such  varieties  of  coniig'iration  as  those  alluded  to  may  perhaps  serve  in  some 
instances  to  elucidate  the  particular  mode  of  extension  of  the  morbid  process 
continuity.     In   regard,  however,  to  the  many  cases  of  indirect  infection,    thes 
considerations    are    scarcely   applicable,   and    the    exact    method   of  anatomical 
incidence  must  often  remain  undetermined. 

Abscess  of  the  encephalon  is  usually  single ;  but  sometimes  a  small  colJection 
of  pus  is  seen  close  to  a  larger  one  ;  and  now  and  again  an  abscess  of  the  cere- 
bellum has  been  recorded  as  coexistent  with  another  in  the  cerebrum.  Suppuration 
between  the  dura  mater  and  the  inner  surface  of  the  temporal  bone  has  often  been 
observed  in  cases  of  abscess  of  the  brain  itself.  The  combination  is  of  special 
import  in  reference  to  treatment,  since  subdural  abscess  may  be  regarded  as 
directly  provocative  of  intra-cerebral  or  intra-cerebellar  suppuration  through  imph- 
cation  of  the  intervening  dura  mater. 

The  si^e  of  these  intra-dural  accumulations  is  very  variable.  Some  consist  of 
but  a  few  drops  of  pus,  while  in  others  as  much  as  three  or  four  ounces  may  be 
present.  The  character  of  the  pus  also  varies.  Sometimes  it  is  thick  and  yellow ; 
sometimes  again  it  is  sanious,  greenish,  and  ftetidi  and  may  contain  broken-down 
particles  of  brain  substance  :  occasionally  a  fxcal  odour  has  been  noticed.  The 
abscess  cavity  is  generally  bounded  by  a  definite  lining  membrane;  though  at 
times  such  a  distinct  barrier  to  the  spread  of  the  infective  process  is  not  to  be 
obser\"ed.  When  left  to  themselves,  however,  all  these  abscesses  tend  to  undergo 
a  gradual  enlargement,  their  walls  become  thinner,  and  rupture  eventually  ensue 
either  outwards  into  the  arachnoid  space  or  inwards  into  the  lateral  ventnclct«1l 
VVlierever  situated,  their  development  is  usually  accompanied  by  that  of  other 
intra*cranial  complications,  such  as  meningitis  and  sinus  phlebitis.  Finally,  there 
is  little  or  no  ground  to  suppose  that  a  spontaneous  cure  ever  takes  place. 

Symptoms  and  Diagnosis.— T^rmw^^  to  the  practical  aspect  of  the  subject,  it 
is  necessary  to  consider  the  various  symptoms  which  may  be  called  forth  during 
the  inception  and  development  of  the  different  complications  the  pathogene^s 
which  has  been  thus  shortly  discussed.  At  the  same  time  an  attempt  may  be  mad 
to  differentiate  such  symptoms  with  a  view  to  the  diagnosis  of  the  particular  legion 
or  lesions  present. 


In  the  first  place  it  is  to  be  remarked  that  the  initial  phenomena  attendant  on 
the  production  of  secondary  inira-cranial  mischief  may  closely  resemble,  if  indeed 
they  be  not  identical  with,  those  provoked  by  the  mere  presence  of  pent-up  pus  in 
the  middle  ear.  They  are,  in  fact,  due  to  the  absorption  of  septic  products  and  their 
action  upon  the  general  organism.  It  is  from  this  cause  too  are  to  be  explained 
the  fever,  with  loss  of  appetite,  general  malaise,  and  perhaps  a  rigor,  which  have 
sometimes  supervened  upon  active  treatment  undertaken  in  old  standing  and 
neglected  cases  of  purulent  middle-ear  disease,  or  for  the  removal  of  cholesteato- 
maious  accumulations. 

Allusion  has  previously  been  made  to  the  fact  that  it  is  not  common  for 
secondary  complications  to  arise  in  cases  of  acute  disease,  but  chiefiy  in  those  in 
which  suppuration  has  existed  for  a  considerable  time,  with  intervals  possibly  of 
apparent  freedom  from  discharge.  The  patient  being  often  quite  well  in  other 
respects,  and  suffering  little  or  no  inconvenience  from  the  discharge,  which  may 
perhaps  be  very  small  in  amount,  becomes  suddenly  conscious  of  heat  and  dis- 
comfort in  the  ear,  and  the  discharge  frequently  ceases,  although  no  obstruction, 
as  from  inflammatory  swelling  or  polypoid  granulations,  may  be  present,  which 
might  possibly  account  for  this  cessation.  At  the  same  time  he  feels  out  of  sorts, 
and  is  seized  perhaps  with  vomiting  or  a  sensation  of  nausea.  The  temperature 
is  found  to  be  raised,  and  sometimes  a  rigor  is  observed.  The  pulse  is  accelerated, 
the  tongue  becomes  coated,  and  an  attack  of  diarrhoea  often  occurs  at  first.  With 
regard  to  pain  in  the  ear,  this  may  or  may  not  be  present,  though  in  most  cases 
dull  aching  is  complained  of  in  the  mastoid  region,  and  this  may  extend  down  the 
neck  or  up  towards  the  temples. 

These  symptoms,  though  they  certainly  indicate  acute  septic  infection,  are, 
as  just  intimated,  not  necessarily  associated  at  this  stage  with  the  presence  of 
a  definite  secondary  lesion.  If,  however,  such  a  condition  should  actually  be  in 
process  of  development,  other  and  more  characleristic  symptoms  make  their 
appearance.  Severe  headache,  is  often  observed,  which  is  sometimes  localised  in 
a  definite  region.  It  would  appear,  however,  that  its  extent  and  situation  offer 
little  or  no  guidance  to  those  of  the  lesion  from  which  it  arises.  Thus  with 
meningitis  the  headache  may  be  intense  and  general,  even  though  the  morbid 
process  be  localised;  or,  on  the  other  hand,  there  may  be  no  pain  at  all  in  the 
head.  Again,  abscess  seated  in  the  temporo-sphenoidal  lobe  may  be  accompanied 
by  pain  over  the  occiput;  while  cerebellar  abscess  has  occasionally  been  observed 
in  conjunction  with  frontal  headache.  Notwithstanding  these  anomalies  it  may 
probably  be  affirmed  that  with  meningitis  the  pain  as  a  rule  is  severer  and  more 
generalised  ;  while  that  occurring  in  connection  with  abscess  is  usually  duller  in 
character  and  more  limited  in  extent. 

Nor  is  tenderness  a  more  trustworthy  indication  than  pain.  It  may  be  diffused 
even  though  the  existing  lesion  be  quite  circumscribed.  In  some  cases  of  cerebral 
abscess,  however,  localised  tenderness  has  certainly  been  noticed  in  the  correspond- 
ing part  of  the  scalp:  with  subdural  abscess  also,  swelling  and  tenderness  have 
been  in  many  instances  observed  over  the  temporal  or  the  posterior  mastoid  region. 

The  course  of  the  temperature  frequently  gives  important  indications  of  the 
nature  of  an  intra-cranial  or  general  infective  complication.  The  difficulty  commonly 
met  with  in  connection  with  this  symptom  is  that  the  several  varieties  of  secondary 
affection  rarely  occur  alone,  but  that  one  or  more  of  them  are  often  present  together 
in  the  same  case*  Pyaemia  is  associated  with  well-recognised  irregular  oscilla- 
tions, varying  between  subnormal  and  very  high  temperatures,  and  without  obvious 
relation  to  time,  or  to  escape  or  retention  of  discharge.  With  meningitis,  though 
the  temperature  generally  reaches  a  very  high  point,  the  extreme  irregularity 
characteristic  of  pyemia  is  not  present ;  the  temperature  ordinarily  remaining  at 
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a  high  level  throughout  the  course  of  the  disease.  Phlebitis  of  the  sinuses  may 
resemble  pyaemia  to  a  considerable  extent  in  respect  of  the  accompanying  fever^ 
though  the  temperature  variations  are  not  usually  so  extreme.  With  the  progress 
of  the  affection,  the  temperature  curve  becomes  Icps  irregular,  till  at  a  later  stage 
it  subsides  gradually  to  the  normal  A  ngor  at  the  commencement  is  accompanied 
as  usual  with  a  sudden  rise  of  temperature,  but  does  not  recur  unless  pyaemia 
should  likewise  become  established,  which,  indeed,  is  very  commonly  the  case. 

With  regard  to  subdural  abscess,  no  very  definite  type  of  fever  is  observable. 
If  the  condition  be  uncomplicated  with  others — an  uncommon  occurrence  however — 
the  temperature  is  ordinarily  high  and  persistent.  In  cases  of  encephalic  abscess, 
the  temperature,  after  an  initial  rise,  usually  falls  gradually  until  the  lesion  become* 
fully  developed.  If  abscess  be  alone  present,  the  temperature  generally  remains 
at  or  below  the  normal,  and  rises  again  to  normal  should  the  pus  be  evacuated^ 
Other  complications,  however,  usually  coexist  with  abscess—^.jf^. ,  meningitis  or 
pyarmia ;  and  then  a  characteristic  temperature  chart  is  not  seen.  Cerebellar 
abscess  appears  to  occur  alone  less  often  even  than  cerebral,  and  is  commonly 
combined  with  sinus  phlebitis  or  circumscribed  meningitis*  Oscillations  of 
temperature  in  uncomplicated  cases  of  encephalic  abscess  are  as  a  rule  but 
slightly  marked 

Rtgors  are  frequently  observed  at  the  commencement  of  an  attack  of  sious 
phlebitis  or  intra-cranial  abscess,  as  in  many  other  affections ;  and  recurrent 
attacks  are  a  well-known  accompaniment  of  pyxmia,  Frona  a  diagnostic  point 
gf  view,  however,  the  symptom  is  of  little  value. 

VomiiingXs  common  at  the  onset  of  intra-cranial  disease,  as  well  as  in  simple 
pyaemia.  The  phenomenon  is  not  necessarily  due  to  the  presence  of  an  abscess, 
hut  may  depend  merely  upon  the  absorption  of  the  products  of  septic  inflammation. 
When  occurring  at  an  early  stage,  in  conjunction  with  high  fever,  it  Is  more  often 
attributable  to  such  absorption  from  septic  phlebitis  than  to  cerebral  or  cerebellar 
abscess.  It  may  also  result  from  meningitis,  and,  in  this  case,  the  diagnosis  may 
be  supported  by  the  rapid  supervention  of  delirium  or  coma.  At  a  later  period, 
especially  if  associated  with  a  normal  or  subnormal  temperature,  it  is  more  probably 
referable  to  the  presence  of  intra-dural  abscess. 

The  state  of  the  boivcls  is  sometimes  a  useful  indication.  Constipatton  is  the 
rule  in  encephalic  abscess  or  meningitis ;  the  bowels  being  often  obstinately  con- 
fined, except  towards  the  end  in  fatal  cases.  In  other  intra-cranial  complications, 
constipation  is  not  usually  observed  ;  frequently,  indeed,  there  is  diarrhtra.  If, 
therefore,  the  bowels  be  not  confined,  or  if  diarrhoea  be  present,  encephalic  abscess 
and  meningitis  may  with  much  probability  be  eliminated  from  the  diagnosis. 

The  characters  of  the  pulse  and  of  respiration  are  often  of  service  also 
in  an  attempt  to  determine  the  nature  of  the  existing  lesion,  A  slow,  regular  pulse, 
of  fair  volume,  is  suggestive  of  uncomplicated  cerebral  or  cerebellar  abscess  ;  and* 
in  such  cases,  the  respiration  also  is  almost  always  slow,  regular,  and  shallow. 
With  ordinary'  meningitis,  on  the  other  hand,  the  breathing  is  generally  rapid 
and  irregular  ;  while  the  pulse  is  likewise  small,  rapid,  and  frequently  extremely 
irregular.  In  some  cases  of  basal  meningitis,  **Cheyne-Stokes  respiration"  has 
been  recorded,  particularly  where  the  posterior  cranial  fossa  has  been  implicated. 
In  other  complications  the  breathing  usually  becomes  accelerated,  but  is  not 
necessarily  irregular. 

spasm  and  paralysis  are  of  great  importance  in  the  localisation  of  sntra-cninial 
disease.  Neither  the  one  nor  the  other  symptom,  however,  may  be  present ; 
indeed,  this  is  the  rule  in  cases  of  ordinary'  temporo-sphenoidal  abscess.  If  there 
be  limited  paralysis  sequent  to  previous  local  spasm,  this  is  of  the  utmost  value, 
as  an  indication  not  only  of  the  site,  but  also  of  the  nature  of  the  lesion.    Thu^ 
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Barker  records  a  case  in  which  obscr\*ation  of  these  symptoms  led  to  successful 
evacuation  by  him  of  a  collectioD  of  mening'itic  exudation  situated  in  the  fissures 
of  Sylvius  and  Rolando. 

Delirium  is  of  small  assistance  in  the  diagnosis  of  these  cases.  It  may 
appear  towards  the  last  in  any  of  these  complications  ;  but  when  obbcrved  at  an 
early  stage  it  points  rather  to  meningitis  than  to  other  morbid  processes*  In 
encephalic  abscess,  coma  is  more  commonly  seen,  and  delirium  is  frequently 
absent.  In  pyaemia,  the  mind  often  remains  quite  clear  until  just  before  a  fatal 
termination, 

A  peculiar  mental  symptom  is  sometimes  met  with  in  cases  of  encephalic 
abscess.  It  is  usually  described  as  ** sluggish  cerebration^**  and  must  not  be 
confounded  with  deafness.  If  a  question  be  put  to  a  patient  in  this  condition,  he 
appears  not  to  have  heard,  and  takes  no  notice  of  it;  though  after  a  while  he  begins 
to  answer  very  slowly  and  deliberately,  but  still  quite  lucidly.  Should  evacuation 
of  the  pus  take  place,  the  normal  mental  state  at  once  returns.  The  symptom 
occurs  in  cases  of  cerebellar  as  well  as  cerebral  abscess,  but  is  apparently  not  seen 
in  other  intra-cranial  affections. 

Rapid  emaciation  U  another  symptom  which  has  been  long  recognised  as 
occurring  in  certain  brain  lesions.  It  may  be  due,  however,  to  high  fever  or 
diairhcea,  apart  from  intra-cranial  disease.  Where  therefore  the  temperature  is 
low,  as  in  cases  of  encephalic  abscess ;  and  especially  when  constipation,  sluggish 
mental  action,  and  localised  pain  in  the  head  are  also  present,  the  diagnosis  of 
such  a  condition  would  be  strongly  corroborated  by  the  appearance  of  rapid  wasting 
of  the  body.  A  peculiar  ding)'  yellow  or  mud^y  cotour  of  the  skin  is  often  seen  in 
these  cases,  as  well  as  in  pyaemia.  If  then  the  latter  disease  can  be  excluded,  the 
existence  of  abscess  would  bL*  rendered  still  more  probable,  since  this  appearance 
is  not  notable  in  other  head  complications. 

The  development  of  optic  neuritis  gives  further  evidence  of  intra-cranial 
mischief;  though  it  is  apparently  of  no  value  in  distinguishing  the  particular  form 
of  lesion  present. 

In  reviewing  the  foregoing  symptoms,  it  would  appear  to  be  only  from  the 
occurrence  of  certain  combinations  of  these  that  any  degree  of  probability  can  be 
reached  in  the  diagnosis  of  a  particular  case.  The  entire  history  and  course  of 
each  case  must,  in  fact,  be  carefully  studied  in  order  to  arrive  at  an  opinion  as  to 
the  actual  condition ;  and  even  then  it  will  often  be  found  ver)^  difficult  or  perhaps 
impossible  to  form  a  definite  conclusion  upon  the  matter.  An  exploratory  operation 
is  in  roost  instances  necessary  to  clear  up  the  case;  and  such  a  procedure  will  be 
the  more  strongly  indicated,  since  nothing  but  timely  operative  measures  offers  any 
practical  hope  of  recover)'. 

Treatment. — If  in  a  case  of  long-standing  otorrhcea  due  to  middle-ear  disease, 
suspicious  symptoms  such  as  have  been  already  described  should  arise,  the  first 
step  will  be  to  make  a  careful  examination  with  a  view  to  determine  whether  they 
may  not  possibly  be  due  to  retention  of  discharge  from  some  temporary  obstruction 
in  the  external  auditory  canal  or  tympanum. 

Among  such  causes  may  be  mentioned  inflammatory  swelling  of  the  lining 
membrane  of  the  meatus,  increased  proliferation  of  polypoid  granulations,  exostoses, 
or  perhaps  blocking  from  accumulation  of  boric  acid  or  other  powder  used  for 
insufiaation.  Should  any  such  condition  be  detected,  its  removal  must  of  course  be 
at  once  attempted  by  the  adoption  of  suitable  measures. 

In  the  event  of  failure  to  re-establish  an  adequate  passage  for  the  escape  of 
retained  secretions,  or  if  the  symptoms  should  continue  or  become  exacerbated 
although  no  otn'ious  obstruction  be  discoverablci  it  will  become  incumbent  upon  the 
surgeon  to  establish  free  drainage  of  the  middlu  ear  without  los^j  of  time  by  opening 
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up  the  mastoid  antrum  from  the  outside.  This  is  best  accomplished  by  perforating 
the  mastoid  process  at  a  point  from  a  third  to  half  an  inch  behind,  and  the  satnc 
distance  above  the  centre  of  the  external  auditory  meatus.  The  soft  parts  should 
be  divided  by  a  vertical  incision  behind  the  attachment  of  the  auricle,  and  by 
another  meeting  this  from  behind  at  right  angles  at  about  its  middle.  The  flaps 
are  to  be  turned  back,  and  the  bone  gouged  away  until  the  cavity  is  laid  well  open. 
The  spaces  of  the  middle  ear  may  be  then  thoroughly  washed  out  through  the 
aperture  by  an  antiseptic  solution,  which  escapes  through  the  auditory  canal. 

As  a  result  of  these  measures,  the  dangerous  symptoms  frequently  subside  in  a 
short  time.  lf»  however^  they  should  continue  unabated,  they  may  depend  upon 
the  presence  of  subdural  or  encephalic  abscess,  phlebitis  of  the  venous  sinuses, 
meningitis,  or  pyaemia,  either  alone  or  in  various  combinations.  Subdural  abscess 
cannot  be  accurately  diagnosed  except  by  exploration.  As  a  rule  it  occurs  only  io 
very  chronic  cases,  with  obstructed  discharge  from  the  ear,  and  is  often  atleoded 
with  cedema  and  tenderness  over  the  mastoid  process  and  the  squamous  portion  of 
the  temporal  bone,  A  collection  of  pus  between  the  inner  table  of  the  skull  and 
the  dura  mater  may  be  found,  as  before  intimated,  either  on  the  posterior  surface 
of  the  petrous  bone  in  the  groove  for  the  lateral  sinus,  or  over  the  roof  of  the 
tympanum  close  to  the  petro-squamosal  suture,  and  it  may  extend  from  one  to 
the  other  situation. 

It  will  be  proper  under  these  circumstances  therefore  to  proceed  carefully  to 
gouge  away  the  bone  more  deeply  and  layer  by  layer  until  the  membranous  lateral 
sinus  is  laid  bare.  The  dura  mater  may  thus  be  exposed  for  some  distance  in  this 
situation  to  an  extent  sufficient  to  examine  both  the  spots  just  mentioned,  and  to 
give  free  exit  to  any  purulent  matter  which  may  be  present ;  while  at  the  same  time 
the  removal  of  diseased  bone  cuts  at  the  origin  of  the  infective  process  itself. 

In  favourable  cases,  the  patient  may  rapidly  improve  after  the  above  procedures, 
followed  by  thorough  irrigation  of  the  affected  parts.  In  many  instances,  however, 
matters  will  not  end  here,  owing  to  the  fact  ihat  other  complications  may  have  been 
set  up:  e,g.t  circumscribed  or  diffused  meningitis,  phlebitis  or  thrombosis  of  the 
lateral  sinus,  encephalic  abscess,  or  pyiemia,  or  some  combinations  of  these 
conditions  ;  and  further  action  must  be  guided  by  the  actual  state  found  to  exist. 

Phlebitis  of  the  sinuses  may  sometimes  subside  with  the  removal  of  a  subdural 
accumulation,  even  when  the  occurrence  of  repeated  rigors  has  given  evidence  of 
commencing  septicaemia.  If  thrombosis  of  the  lateral  sinus  and  internal  jugular 
vein  have  become  developed,  deep-seated  induration  may  perhaps  be  distinguished 
over  the  course  of  the  latter,  and  tlie  conjunctiva  and  face  on  the  same  side  may  be 
congested. 

A,  Lane,  following  a  suggestion  of  HorsUy,  introduced  the  operation  of 
complete  removal  of  the  septic  thrombus,  and  subsequent  irrigation  of  the  sinus 
after  preliminary  ligature  and  resection  of  the  vein ;  and  since  the  successes 
obtait>ed  by  him  in  these  cases,  equally  remarkable  ones  have  been  recorded  by 
other  surgeons  {Baliance,  R.  Parker,  Salzer,  Makins,  Clutton).  Even  in  cases 
of  meningitis,  operative  treatment  is  sometimes  applicable,  and  may  be  attended 
with  signal  success,  as  in  the  case  of  Barker's  before  alluded  to.  The  prognosis 
will  of  course  be  largely  influenced  by  the  extent  and  character  of  the  morbid 
process,  as  well  as  by  the  possible  concomitance  of  pyaemia.  Where,  as  occasionally 
happens,  the  meningeal  in^ammation  is  limited  in  amount,  proceeding  from  the 
roof  of  the  tympanum  upwards  over  the  temporal  lobe  in  the  neighbourhood  of  the 
fissure  of  Sylvius,  it  would  be  proper  to  explore  this  region  should  the  ^mplocnf 
point  with  any  degree  of  probability  to  the  presence  of  such  a  condition.  The 
trephine  will  be  best  applied  over  the  lower  and  anterior  portion  of  the  area 
comprised   within    a   circle   with   a   radius  of   \\  inch,  the  centre  of  which  lies 
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\\  inch  behind  and  the  same  distance  above  the  middle  of  the  osseous  auditory 
meatus.  This  space,  described  by  Barker  as  the  ''dangerous  area,"  will  be 
referred  to  immediately  in  connection  with  cerebral  abscess.  If,  after  exposing 
and  incising  the  dura  mater,  the  presence  of  plastic  meningitis  be  revealed, 
successive  segments  of  bone  may  be  further  freely  removed  if  necessary  with  the 
object  of  laying  bare  a  larger  area  of  the  affected  region.  Subsequent  irrigation 
and  the  application  of  a  suitable  antiseptic  dressing,  e.g.y  powdered  iodoform  and 
cyanide  or  sublimate  gauze,  will  then  offer  a  fair  prospect  of  a  favourable  termination, 
provided  of  course  the  mischief  has  not  extended  more  deeply  still  into  the  interior 
of  the  brain  substance  itself.  Cerebral  abscesses  due  to  ear  disease  are  found 
almost  always  within  the  "dangerous  area"  just  described — />.,  at  about  the 
middle  of  the  temporal  lobe ;  though  in  some  instances  they  may  extend  either 
forwards  or  backwards  beyond  these  limits.  If  the  region  has  been  exposed  in  the 
search  for  a  presumed  meningitis,  the  brain  may  be  then  further  explored  with  a 
hollow  needle  in  different  directions  with  the  view  of  discovering  a  possibly 
coexistent  temporo-sphenoidal  abscess.  If,  however,  this  comparatively  large  area 
has  not  been  already  laid  bare  by  the  trephine,  a  modified  operation  recommended 
by  Barker  may  be  adopted.  This  consists  in  making  a  small  opening  with  a 
J-inch  trephine  over  the  centre  of  the  area  indicated,  and  exploring  the  whole  of 
the  suspected  region  in  various  directions  through  this  with  the  needle.  The 
procedure  possesses  the  advantage  of  necessitating  a  much  smaller  incision  through 
the  scalp,  and  consequently  limits  the  amount  of  bleeding,  which  is  occasionally 
considerable.  By  this  method  valuable  lime  is  saved ;  while  if  pus  be  found,  the 
trephine  opening  may  be  easily  enlarged  afterwards,  should  it  be  thought  desirable. 
A  small  incision  through  the  soft  parts  is  particularly  advisable  in  a  preliminary 
exploration  for  cerebellar  abscess,  owing  to  the  greater  thickness  and  vascularity  of 
the  tissues  to  be  divided. 

Cerebellar  abscess  appears  to  occur  invariably  in  the  outer  and  anterior  pait  of 
the  lateral  lobe,  where  this  rests  against  the  petrous  portion  of  the  temporal  bone. 
The  trephine  should  be  applied  over  a  spot  i^  inch  behind  the  centre  of  the  bony 
meatus,  and  an  inch  below  "  Reid's  base  line"  :  i.e.,  a  line  passing  through  the 
middle  of  the  meatus  and  the  lower  edge  of  the  orbit. 

After  the  evacuation  of  a  cerebral  or  cerebellar  abscess,  the  cavity  must  be 
thoroughly  washed  out  with  some  mild  antiseptic  solution,  and  a  drainage  tube  intro- 
duced, through  which  frequent  irrigation  should  be  carried  out.  Some  antiseptic 
gauze  covered  with  oil  silk  will  probably  form  the  best  dressing  in  these  cases. 

The  comparatively  rare  instances  in  which  threatening  secondary  symptoms 
supervene  upon  acute  suppurative  inflammation  of  the  middle  ear  will  usually  be 
found  to  depend  upon  distension  of  its  cavities  by  pus,  associated  with  bulging  of 
an  intact  tympanic  membrane.  Upon  evacuation  of  the  retained  matters  by  free 
incision  of  the  membrane,  the  fever  and  other  signs  of  general  septic  contamination 
may  soon  disappear.  If,  however,  after  thorough  cleansing  and  drainage  of  the 
middle  ear,  the  headache  should  become  more  severe,  the  temperature  remaining 
high  and  the  pulse  rapid,  in  combination  perhaps  with  other  suggestive  symptoms, 
such  as  the  presence  of  optic  neuritis,  cervical  opisthotonos,  or  the  "cephalic 
cry,"  there  would  be  good  grounds  for  suspecting  the  existence  of  an  acute 
meningitis.  If,  again,  the  headache  should  disappear,  but  the  temperature  be- 
come characterised  by  the  occurrence  of  very  irregular  and  extreme  variations, 
associated  with  the  appearance  of  occasional  rigors,  the  presence  of  pyaimia  would 
be  rendered  very  probable. 

Sinus  phlebitis  and  subdural  abscess  are  not  commonly  observed  in  connection 
with  acute  middle-ear  disease,  and  the  development  of  secondary  encephalic 
abscess  in  such  cases  is  almost  unknown. 
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heiten  zu  Gottingen  beobachteten  Krankheitsfalle."  Archiv  fur  Ohrenheilk., 
1887,  Bd.  25. 

"Bericht  uber  die  in  der  Zeit   vom   i.  Jan.  1887  bis  31.  Marz    1888  in  der 

Poliklinik  fiir  Ohrenkrankheiten  zu  Gottingen  beobachteten  Krankheitsfalle." 
Archiv  fur  Ohrenheilk.,  1888,  Bd.  26. 

**  Bericht  iiber  die  im  Etatsjahr  1888-89  in  der  Poliklinik  fur  Ohren- 
krankheiten zu  Gottingen  beobachteten  Krankheitsfalle."  Archiv  fiir  Ohren- 
heilk., 1889,  Bd.  28. 

Cozzoltno.  **  Resoconto  statistico  degli  ammalati  d'orecchio,  naso,  e  gola,  osser- 
vati  negli  anni  scolastici  1887-88  e  1888-89  all'  Ospedale  Clinico  di  Napoli/' 
Gazzetta  Medica  delle  Puglie,  An.  X.,  Maggio  1890. 

Hecke,  **  Bericht  iiber  die  in  meiner  Poliklinik  und  Klinik  fiir  Ohrenkrankheiten 
zu  Breslau  im  Jahre  1888  beobachteten  Krankheitsfalle."  Archiv  fiir  Ohren- 
heilk., 1890,  Bd.  30. 

Kbrner,  **  Statistische  Beitrage  zur  Kenntniss  des  otitischen  Himabscesses." 
Archiv  fiir  Ohrenheilk.,  1890,  Bd.  29. 

Panse,  **  Bericht  iiber  die  Thatigkeit  der  Kgl.  Universitats-Ohrenklinik  zu  Halle 
a.  S.  vom  I.  April  1890,  bis  31.  Marz  1891."   Archiv  fiir  Ohrenheilk.,  1891,  Bd.  33. 

Rohden  und  Kretschmann.  **  Bericht  iiber  die  Thatigkeit  der  Konigl.  Universi- 
tats-Ohrenklinik zu  Halle  im  Jahre  1886."  Archiv  fur  Ohrenheilk.,  1887,  ^^  25. 

Schubert  **  Bericht  iiber  das  zweite  ohrenarztliche  Lustrum."  Archiv  fiir  Ohren- 
heilk., 1890,  Bd.  30. 

Szenes.  "Bericht  iiber  die  im  Jahre  1885  und  1886  behandelten  Ohrenkranken." 
Archiv  fiir  Ohrenheilk.,  1887,  Bd.  25. 

'*  Bericht  uber  Prof.  Boke's  Ambulatorium  fur  Ohrenkranke  im  Rochusspital 

im  Jahre  1886." 

"  Bericht   uber   Prof.  Boke's  Abtheilung  fur    Ohrenkranke  im  Rochusspital 

im  Jahre  1887."     Archiv  fur  Ohrenheilk.,  1888,  Bd.  26.] 


CHAPTER    XV. 

ON  CERTAIN  SECONDARY  RESULTS    OF  INFLAMMATION"  IN 
THE  REGION  OF  THE  MIDDLE  EAR, 

1.    Changes  in  the  Membrana  Tympani, 

Inflammatory  processes  in  the  middle  ear  sometimes  leave  behind 
them  changes  in  the  tympanic  membrane  resembling  those  dependent 
on  myringitis.  Those  observed  most  frequently  consist  in  secondary 
thickenings  due  to  a  new  connective-tissue  formation,  or  to  variously 
metamorphosed  inflammatory  infiltrations.  More  rarely  are  noticed 
alterations  which  owe  their  origin  to  duplicature  of  certain  portions 
of  the  membrane,  with  subsequent  adhesion  of  the  folded  parts  to  one 
another.  The  segments  referred  to  mostly  correspond  to  the  posterior 
folds  of  the  drum-membrane,  which  have  become  more  strongly  developed 
as  a  consequence  of  defective  ventilation  of  the  tympanic  cavity.  Less 
commonly  they  result  from  marginal  duplications,  chiefly  on  the  posterior 
superior  section  of  the  membrane  quite  near  the  external  auditory  canal, 
and  proceed  from  a  relaxation  of  the  tissues.^  With  regard  to  the 
significance,  the  prognosis^  and  the  general  treatment  of  these  conditions^ 
the  remarks  made  in  connection  with  myringitis  are  equally  valid  here. 
The  operative  treatment,  however,  yet  remains  for  consideration. 

In  other  cases  the  drum-membrane  appears  atrophic,  or  cicatricial,  or 
perforated  ;  the  roost  diverse  secondary  changes  being  often  found  combined 
in  the  same  case.  Plate  U.,  Fig.  13,  represents  an  atrophic  membrane 
remaining  after  a  chronic  catarrh  of  the  tympanic  cavity.  Plate  U,, 
Fig,  20,  shows  a  membrane  which,  after  a  similar  process,  had  become 
internally  adherent,  partly  cicatricial  and  partly  atrophic.  Fig.  21  depicts 
a  partially  calcified  membrane  in  which  great  loss  cf  substance  had  resulted) 
firom  inflammation.  A  cicatrix  was  subsequently  developed,  which  was  1 
lax  and  movable  that,  on  Valsalvan  inflation,  it  was  driven  outwards  to] 
Ihc  extent  represented  in  Fig.  22,  Plate  II. 

The  relaxations  of  the   tympanic  membrane  sofnetimes  left  after 
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inflammations  of  the  middle  ear  are  of  much  interest.  They  may  be 
either  partial  or  total,  and  occur  both  in  cicatricial  and  in  otherwise 
normal  membranes.  The  change  is  in  many  instances  a  consequence  of 
a  long-existing  tubal  contraction.  If  the  membrane  happen  to  be  situated 
at  some  distance  from  the  inner  wall  of  the  tympanum,  the  obstacle 
presented  by  the  latter  to  its  inward  displacement  is  lacking,  so  that  on 
narrowing  of  the  Eustachian  tube  it  is  not  only  forced  inwards,  but  also 
distended  by  the  persistent  pressure,  and  a  permanent  relaxation  of  tissue 
thus  results.  Such  a  relaxation  takes  place  the  more  readily  if  the  rest  of 
the  membrane  should  be  thickened  or  abnormally  adherent.  Conditions 
(relaxation  with  atrophy)  which  have  originated  in  this  manner  are  of 
common  occurrence,  and  have  been  described  by  Toynbee. 

In  other  cases,  the  relaxation  is  often  the  consequence  of  long- 
continued  or  frequently  induced  pressure  from  the  side  of  the  tympanic 
cavity.  In  this  way  is  to  be  explained  relaxation  of  the  membrane  in 
individuals  who  have  for  a  long  time  been  subject  to  nasal  catarrh, 
and  who  blow  the  nose  repeatedly  and  forcibly  ;  likewise  in  patients 
on  whom  the  air-douche  has  been  very  frequently  employed ;  or  in 
those  who,  having  wide  Eustachian  tubes,  have  suffered  a  long  while 
from  severe  pulmonary  catarrh,  with  violent  paroxysms  of  coughing. 

Under  the  above  conditions  it  is  the  posterior-superior  quadrant 
which  becomes  first  of  all  relaxed,  and  to  the  greatest  degree,  since  it  is 
most  exposed  to  pressure  from  a  powerful  condensation  of  the  air  in 
the  tympanum.  The  relaxation  of  the  membrane  is  attended  with  an 
attenuation  of  its  structure  (atrophy).  The  relaxed  posterior- superior 
quadrant  very  often  moves  so  far  inwards  as  to  be  obscured  by  the  margin 
of  the  auditory  canal.  It  appears  as  a  dark  depression,  from  which,  on 
Valsalvan  inflation,  the  membrane  bulges  outwards,  In  other  instances 
the  relaxed  portion  of  the  membrane  lies  in  folds,  which  are  turned  either 
towards  the  auditory  canal  or  towards  the  tympanic  cavity.^ 

If,  with  patent  Eustachian  tubes,  such  pathological  conditions  exist 
in  the  naso-pharyngeal  space  as  disturb  respiration,  these  may  also  bring 
about  relaxations  of  the  drum-membrane.  With  extreme  stenosis  or  total 
atresia  of  the  naso-pharynx,  the  forced  inspiration  or  expiration  which 
then  prevails,  produces  abnormal  pressure  variations  in  the  tympanic 
cavity.  The  air  in  inspiration  is  forcibly  aspirated  from  the  middle  ear, 
while  with  expiration  it  is  forced  through  the  tube  into  the  tympanum. 
The  membrane  may  in  this  way  become  so  relaxed  in  the  course  of  time 
that  the  effect  of  the  movements  of  respiration  upon  it  may  be  distinctly 
recognised.     With  each  inspiration  the  drum-membrane  is  seen  to  sink 

'  Stiftcr's  contention  as  to  the  impossibility  of  relaxation  of  the  drum-membrane  being 
brought  about  by  immoderate  employment  of  the  air-douche,  is  ccntradictcd  by  facts.  Bayr. 
arztl.  Intellig.-Bl.,  xxiii.  Jahrg. 
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inwards,  and  with  each  expiration  to  move  outwards.     Figs.  12  and  13, 
Plate  II.,  represent  such  membranes  displaced  inwards. 

Since  the  conditions  just  described  may  be  combined  with  more  or 
less  pronounced  atrophy^  or  with  partial  thickening,  with  synechiae^  etc., 
it  follows  that  the  actual  appearance  of  the  membrane  may  be  \'cry 
different  in  different  cases,  and  that  the  exact  diagnosis  must  rest  upon  the 
results  of  the  various  methods  of  examination. 

Plate  IL,  Fig.  26,  represents  the  thickened  and  partially  relaxed  left 
tympanic  membrane ;  and  Fig,  27,  the  same  patient*s  right  membrane 
bulged  out  like  a  bladder,  and  very  relaxed  and  attenuated,  esp>ecially  on 
its  posterior  segment.  The  relaxation  may  possibly  have  been  due  to  the 
air-douche,  which  had  been  employed  by  the  patient  himself  and  his 
medical  attendant  during  two  years.  The  right  Eustachian  tube  was  so 
wide  that  the  respiratory  movements  could  be  distinctly  seen  on  the 
drum-head.  The  latter  is  depicted  during  a  strong  expiration^  and 
shows  lines  of  light-reflex  running  obliquely  on  the  posterior  segment. 
Fig.  28  exhibits  a  drum-membrane  with  considerable  relaxation  of  the 
posterior-superior  quadrant,  which  is  partly  folded,  partly  displaced 
inwards.  Upon  Valsalvan  inflation  it  assumed  the  appearance  represented 
in  Fig.  29.  Fig.  30  shows  relaxation  of  the  posterior  segment,  with 
distinctly  developed  folds  directed  outwards  near  the  posterior  margin 
and  lower  segment.  Fig,  3  r  is  the  same  membrane  on  Valsalvan  inflation* 
Fig,  32  depicts  a  case  of  considerable  relaxation  of  the  posterior  segment. 
The  posterior-superior  quadrant  is  drawn  inwards,  and  so  much  thinned 
that  the  descending  process  of  the  incus  and  the  chorda  tympani  are 
distinctly  visible.  When  the  middle  ear  was  inflated  by  Valsalva's 
process,  the  membrane  appeared  as  in  Fig.  33.  On  the  membrane 
represented  in  Fig.  54,  a  white  cord  could  be  distinctly  seen  running 
obliquely  backwards  from  the  lower  part  of  the  handle  of  the  malleus ; 
and  above  and  below  this,  the  membrane  was  depressed  inwards  for  some 
distance,  appearing  partially  folded.  On  Valsalvan  inflation,  the  relaxed 
part  bulged  out  towards  the  auditory  canal  on  the  posterior  segment  in 
the  form  of  a  bladder  about  the  size  of  a  sweet  pea  and  obliquely  grooved, 
as  seen  in  Fig.  35.  The  groove  on  the  bladder  corresponded  to  the  white 
cord  previously  mentioned  along  the  posterior  segment,  which  must 
probably  be  considered  as  the  line  of  attachment  of  a  false  membrane 
connecting  the  drum-head  with  the  inner  wall  of  the  tympanum. 

The  subjective  symptoms  associated  with  relaxation  of  the  membrana 
tympani  are  to  be  referred  to  the  impairment  of  function  of  the  membrane 
itself,  and  likewise  to  the  secondary  changes  which  the  condition  brings 
about  in  the  adjoining  structures— ^.^.,  the  auditory  ossicles.  They 
consist  in  deafness  in  varying  degree,  in  subjective  auditory  sensations, 
in   vertigo,  etc.       It  is  not  at  all   uncommon    for   patients   of  this  kind 


to  make  instmctive  efforts  to  improve  the  hearing  for  the  moment  by 
various  manceuvres.  For  example,  they  may  inflate  the  middle  ear  by  the 
Valsalvan  method ;  or,  by  blowing  the  nose,  force  some  of  the  air  through 
the  Eustachian  tube,  and  so  further  stretch  the  drum-membrane.  The 
hearing  power  does  not^  however,  always  improve  by  condensing  the  air 
in  the  tympanic  cavity  in  this  way.  Sometimes,  indeed,  it  is  made  even 
worse,  and  only  becomes  better  again  when  by  an  energetic  movement 
of  deglutition  the  membrane  is  restored  to  its  previous  position.  The 
increased  defect  in  sound-conduction  is  due  in  such  cases  partly  to  the 
extreme  tension  of  the  membrane  produced  by  the  forcible  pressure,  and 
partly  to  the  associated  changes  brought  about  in  the  deeper  structures. 

That  excessive  icnsion  of  the  iympanic  memhmne,  with  all  the  resulting 
subjective  and  objective  changes,  may  be  induced  by  a  middle-ear 
inflammation,  needs  no  further  demonstration.  Amongst  its  most  frequent 
causes  are  to  be  enumerated  thickenings  of  the  membrane^  abnormal 
adhesions  implicating  it  (synechiae),  and  persistence  of  an  abnormally 
developed  posterior  fold  occasioned  by  adhesion  of  its  duplicatures. 

2.  Abnormal  Adhesions  of  the  Structures  of  the  Middle  Ear. 

As  mentioned  in  the  description  of  inflammations  of  the  middle  ear, 
it  not  unfrequently  happens  during  their  course  that  abnormal  connections 
of  different  parts  are  brought  about,  either  by  direct  adhesion  of  displaced 
structures  which  have  remained  in  contact  for  a  lengthened  period,  or  by 
union  of  new  connective-tissue  formations  derived  from  various  situations 
in  this  region. 

Such  abnormal  adhesions  sometimes  persist  throughout  life  without 
producing  any  auditor}'  derangement  or  any  other  morbid  symptoms,  so 
that  neither  the  patient  nor  the  examining  surgeon  may  have  had  any 
suspicion  of  their  presence.  In  other  instances,  on  the  other  hand,  they 
may  occasion  very  considerable  disturbance  of  function,  partly  by  displace- 
ment of  structures  from  their  natural  position,  partly  by  impeding  these 
in  their  movements,  and  partly  by  dislodgment  of  the  media  concerned  in 
the  normal  conduction  of  sound.  Under  these  circumstances  they  then 
become  a  proper  object  for  aural  treatment. 

(a)  Abnormal  Adhesions  of  (he  Membrana  Tympani. 

These  are  the  most  common  of  all  the  varieties  of  morbid  con- 
nections between  the  different  structures  of  the  middle  ear,  and  may 
be  present  when  the  membrane  is  in  other  respects  normal,  or  also  when 
it  is  perforated,  cicatricial,  or  in  other  ways  the  subject  of  pathological 
changes; 

The  adhesions  most  often   exist   between   the  promontory  and    the 
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Fig.  136. 

Synechiae  between  the  anterior  seg- 
ment of  the  membrane — between 
which  and  the  malleus  the  connec- 
tion remained — and  the  internal  wall 
of  the  tympanum.  The  posterior 
segment  of  the  membrane  has  been 
lost.  (Twice  enlarged.) 
k 


central  portion  of  the  membrane;  or  between  the  posterior-superior 
quadrant  of  the  latter  and  the  descending  process  of  the  incus :  more 
rarely  in  other  situations.  Synechias  of  this  description  are  frequently 
combined  with  stenosis  of  the  Eustachian  tube.  If  perforation  of  the 
drum-membrane  has  occurred,  union  of  the  deeper  structures  with  the 
margin  of  the  aperture  may  arise,  or  with  a  cicatrix,  if  this  has  been 
formed.  In  this  way  it  sometimes  happens  that  the  cavity  of  the 
tympanum  is  subdivided  into  spaces  communicating  with  each  other,  or 
with  neighbouring  passages,  such  as  the  Eustachian  tube  or  the  external 
auditory  canal,  or  the  mastoid  cells.     In  the  case,  for  example,  represented 

in  Fig.  136  and  in  Fig.  17,  Plate  II.,  the 
posterior  segment  of  the  membrane  had 
been  almost  completely  lost  as  a  result 
of  the  inflammation  ;  the  anterior  segment 
together  with  the  malleus  was  still  pre- 
served, but  adhered  so  intimately  to  the 
promontory  that  upon  Valsalvan  inflation 
the  remains  of  the  membrane  was  puffed 
out  without  the  air  escaping  from  the 
tympanic  cavity,  in  spite  of  the  absence 
of  the  posterior  segment  There  was 
likewise  present,  as  seen  in  the  figure,  a 
dislocation  between  the  incus  and  stapes^ 
as  well  as  much  newly  formed  connective 
tissue  in  the  posterior  half  of  the  tym- 
panum. The  watch  was  heard  quite 
distinctly  on  contact  with  the  ear  and 
with  the  adjoining  bone,  and  no  subjective 
auditory  sensations  were  present. 

Fig.  137  exhibits  the  appearances  in 
another  case,  in  which  several  spaces  were  separated  from  one  another; 
the  most  anterior  communicating  with  the  tube,  the  most  posterior  with 
the  mastoid  cells,  and  both  with  the  external  auditory  canal.  This  patient 
also  heard  the  watch  on  contact  with  the  auricle.  There  was  in  addition 
violent  tinnitus,  due  probably  to  a  new  connective-tissue  formation  in  the 
region  of  the  fenestra  ovalis  which  involved  the  stapes  and  incus,  and 
in  this  way  had  doubtless  an  injurious  effect  upon  the  labyrinth. 

The  subjective  symptoms  produced  by  irregular  adhesions  of  the 
tympanic  membrane  declare  themselves  by  impaired  conduction  of  sound, 
as  well  as  by  the  phenomena  of  increased  intra-auricular  pressure  which 
may  follow.  With  the  resulting  diminution  in  hearing  capacity,  internal 
noises  and  other  troublesome  consequences  may  arise,  with  which  we 
have  already  become  suff.ciently  acquainted. 
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ky  Short  process  of  the  hammer ; 
g,  handle  of  the  hammer ;  «,  descend- 
ing process  of  the  incus ;  5,  stapes ; 
/,  eminentia  pyramidalis  (the  tendon 
of  the  stapedius  has  disappeared) ; 
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Fig.  137. 

Adhesion  between  the  remains  of  the 
tymfranic  membrane  and  the  inner 
wall  of  the  tympanum  (twice  en- 
larged). 

h 


Adhesions  of  the  drum-membrane  with  the  inner  wall  of  the  tympanum, 
or  with  the  descending  process  of  the  incus,  are  as  a  rule  very  easy  to 
diagnose.  Inspection  of  the  membrane  before  and  after  inflation  of  the 
middle  ear,  examination  with  Siegle's  speculum,  and  auscultation  during 
the  employment  of  the  air-douche,  yield  tolerably  conclusive  data. 

Before  inflation  with  the  air-ball,  the  drum-membrane  appears  very 
concave,  with  the  handle  of  the  malleus  drawn  directly  inwards,  inwards 
and  forwards,  or  inwards  and  backwards,  even  perhaps  till  it  appears 
horizontal  (5,  Fig.  16,  Plate  II.).  If  the  membrane  be  adherent  to  the 
promontory,  a  yellow,  more  or  less  rounded  disc  with  faded  margins  is 
generally  to  be  seen  marking  the  adherent 
area.  If  the  union  be  an  indirect  one 
by  means  of  a  band  of  connective  tissue, 
the  concavity  of  the  membrane  is  less 
conspicuous,  and  instead  of  the  above- 
mentioned  yellow  disc,  one  or  more 
white  spots  of  various  size  are  visible 
on  the  membrane,  indicating  the  p>oints 
of  attachment  of  the  connective-tissue 
bands. 

If  the  membrane  be  united  with  the 
descending  process  of  the  incus,  the  latter 
appears  through  it  as  a  whitish-yellow 
streak;  and  if  in  addition  an  abnormal 
connection  exist  between  the  lower  end 
of  the  incus  and  the  malleus,  these  form 
an  angle  opening  upwards,  or  the  tissue 
connecting  them  fills  up  the  interspace, 
and  may  be  recognised  as  a  whitish- 
yellow  spot. 

After  employment  of  the  air-douohe, 
the  appearances  will  be  considerably  altered,  if  air  can  enter  the  tym- 
panum. If  the  adhesion  be  strong  enough  to  resist  the  current  of  air, 
no  change  will  appear  on  inspection  on  the  adherent  sites  ;  but  in  the 
surrounding  parts,  or  in  certain  other  areas,  the  membrane  will  be  forced 
outwards,  and  this  may  be  recognised  by  different  reflex-phenomena. 
If,  however,  the  abnormal  connection  be  broken  through  by  the  force 
of  the  inflated  air,  then  the  membrane  which  is  pressed  outwards  will 
exhibit  an  appearance  more  nearly  approaching  the  normal ;  and  in 
certain  cases  the  haemorrhage  resulting  from  the  rupture  of  the  adhesion 
may  be  distinctly  seen. 

When  the  process  of  the  incus  is  adherent  to  the  membrane,  and  the 
structures  are  separated  by  the  air-current,  the  image  of  the  incus  will 
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hf  Malleus  in  connection  with  a 
residual  portion  of  the  drum-mem- 
brane, and  h'f  posterior-inferior  quad- 
rant of  membrane,  both  firmly  adherent 
to  the  inner  wall  of  the  tympanum  ; 
pt  anterior-inferior  section  of  the  inner 
wall  of  tympanum  (promontory) ;  /, 
posterior-superior  section  of  the  tym- 
panum. The  auditory  ossicles  are 
imbedded  in  the  mucous  membrane  of 
the  tympanic  cavity,  which  is  thick- 
ened by  connective  tissue. 


disappear ;  if,  however,  the  parts  are  not  thus  discooDectcd,  the  ap 
aBoes  remain  much  the  same  after  as  before  the  Inflation. 

Auscultation  will  in  many  instances  give  fuller  infoimation  regarding 
what  has  been  perceived  on  inspection-  With  adhesion  between  the 
membrane  and  the  inner  t^Tnpanic  wall,  if  the  posterior  portion  of  the 
latter  be  separated  from  the  anterior,  the  inflated  air  will  not  advance  so 
far  as  usual,  and  this  may  be  recognised  by  a  practised  ean  When  on 
inflation  abnormal  connections  become  separated  by  the  pressure  of  the  air, 
the  auscultating  ear  may  distinguish  quite  distinctly,  even  if  less  dearly 
than  the  patient  himself,  the  short  sound  associated  with  the  rupture, 
which  resembles  that  produced  by  tearing  threads  or  membranes.  Lastly, 
protracted  secondary  auscultation-sounds  likewise  furnish  information  as 
to  the  condition  present  When  with  abnormal  connections  of  the  drum- 
membrane,  inflation  of  the  middle  ear  is  practised,  the  various  free  portions 
of  the  membrane  are  pr^^ed  outwards  to  a  greater  or  less  extent,  and  then 
return  to  their  previous  positions,  though  not  all  exactly  at  the  same 
moDieiitg  from  which  arises  a  prolongation  of  the  secoodary  soaod.  More 
deficate  adhesions  may  be  broken  down  by  inflation  of  the  middle  ear, 
without  the  rupture  giving  rise  to  any  recognisable  atiscultatton-sound, 
ciren  though  they  ma^^  have  occasioned  distinct  morbid  symptoms.  The 
fact  that  such  symptoms  have  either  diminished  or  quite  disappeared  after 
the  employment  of  the  air-douche,  renders  such  an  explanation  probable  in 
the  absence  of  other  cause  for  the  improv^ement. 

In  the  majority  of  cases,  the  use  of  the  air-douche  will  bring  about  the 
division  of  abnormal  adhesions  of  the  drum-membrane.  For  this  of  course 
a  varying  amount  of  force  h  requisite  in  accordance  with  the  kirni  of  con- 
nection  which  exists.  Instances,  however,  occur  in  which  even  a  powerful 
current  of  air  from  a  force-pump  apparatus  is  unable  to  sever  the  adhesion, 
the  membrane  itself  being  ruptured  instead*  In  these  cases,  di\isioa  of 
the  adhesion  may  be  attempted  by  operative  measures,  which  will  be 
referred  to  later. 

A  permanent  shortening  of  the  tendon  of  the  tensor  lympani  muscle 
readily  takes  place  in  tong*standing  cases  of  its  relaxatioii  hroiight  about 
by  long-existif^  syncthiae  of  the  drum-membrane.  The  ptescfice  of  this 
secondary  retraction  of  the  tendon,  together  with  the  tendency  of  the 
adhesions  to  reunite  after  separation,  renders  frequent  emplo3inent  of 
the  air-douche  necessary,  with  the  view  of  preventing  their  reunion.  If 
the  contraction  of  the  tendon  should  render  nugatory  the  eflect  of  the  air- 
douche  in  obviating  a  fresh  adhesion,  its  division  will  be  indicated. 

The  author  camiot  bete  otntt  to  record  that  he  has  in  oeitaia  cases  snccseeded 
In  separating  such  sjnechiz  by  dioect  iojectioQ  of  ftoid  tnio  the  viddfe  ear,  a« 
described  at  pagr  21  z,  aJter  the  strongest  air^citrreals  had  failed  to  pcodtMre  this 
resutt.     The  air-douche  cao  to  geoeral  only  bring  abotti  a  stparatioil  of  abnofisal 
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connections  when  the  force  of  the  air-current  does  not  take  effect  in  a  direction 
parallel  with  the  uniting  tissue,  or  when  the  latter  is  so  delicate  that  it  gives  way 
even  before  the  side  pressure,  as,  for  example,  on  the  membrana  tympani  yielding 
towards  the  external  auditory  canal.  Stronger  bands  of  tissue,  the  direction  of 
which  is  more  parallel  to  the  drum-membrane — e.g.^  between  the  malleus  and 
incus — usually  remain  intact  upon  inflation  through  the  tube. 

Upon  rupture  of  such  adhesions,  whether  they  be  in  the  course  of  the  tube  or 
in  the  tympanum,  an  artificial  emphysema  may  easily  be  produced  when  inflation 
is  practised,  by  the  passage  of  air  through  the  lacerated  tissues  at  the  place  of 
attachment  of  the  adhesion  into  the  neighbouring  areolar  tissue.  This  accident 
may  happen  to  the  most  skilful  operator,  even  when  the  inflation  is  made  merely 
for  purposes  of  diagnosis,  and  quite  apart  from  any  lesion  caused  by  a  catheter. 
Abnormal  defects,  particularly  in  the  mastoid  process,  or  ulcers  in  the  Eustachian 
tube,  the  presence  of  which  cannot  be  ascertained,  favour  the  occurrence  of  the 
emphysema.  The  air  generally  passes  into  the  submucous  tissues  of  the  pharynx, 
and  thence  into  the  areolar  tissue  of  the  cheek  and  the  neck,  from  which  it  may 
naturally  spread  still  further.  When  the  air  finds  its  way  into  the  submucous  tissue 
of  the  pharynx,  a  sensation  as  of  the  presence  of  a  foreign  body  is  produced  ;  and, 
with  a  high  degree  of  emphysema,  disturbances  of  respiration  may  readily  occur. 
The  speech  may  become  nasal  on  account  of  swelling  round  the  posterior  nares,  but 
there  is  rarely  more  than  a  feeling  of  tension  present.  No  further  injurious  con- 
sequences are  as  a  rule  developed.  The  imprisoned  air  may  be  pressed  by  massage- 
Jike  movements  in  the  direction  of  its  inlet ;  or,  if  there  should  be  a  great  degree  of 
swelling  of  the  pharyngeal  structures,  the  mucous  membrane  may  be  pricked  with 
some  pointed  instrument  at  various  places,  upon  which  the  air  usually  escapes.  In 
still  severer  cases,  the  above  treatment  may  be  supplemented  by  the  use  of  gargles 
and  cold  compresses.  In  the  majority  of  instances,  however,  all  symptoms  pass 
away  in  the  course  of  twenty-four  hours. 

J,  Pollak^  found,  as  the  result  of  his  experiments,  that  with  laceration  of  the 
lower  wall  of  the  Eustachian  tube  the  air  passed  between  the  tensor  and  levator 
palati  into  the  fossa  retro-maxillaris,  as  well  as  beneath  the  mucous  membrane  of 
Che  soft  palate,  by  the  arch  of  which  it  was  limited.  It  then  spread  along  the  inner 
surface  of  the  internal  pterygoid  muscle,  and  reached  as  far  as  the  submaxillary 
fossa.  With  a  further  extension  it  proceeded  over  the  lower  jaw,  and  from  the 
retro-maxillary  fossa  into  the  face.  If  the  posterior  wall  of  the  pharynx  be  wounded, 
then  the  air  advances  by  the  side  of  the  large  blood-vessels,  and  may  reach  the 
mediastinum.  Emphysema  of  the  larynx  is  never  thus  produced.  These  experi- 
ments best  rebut  the  view  of  those  who  are  of  opinion  that  in  the  two  cases  observed 
by  Turnbull,  in  which  death  followed  upon  the  employment  of  the  catheter  with 
inflation  by  the  air-ball,  the  fatal  termination  was  to  be  connected  with  the 
establishment  of  a  laryngeal  emphysema.  Voltolini  made  the  observation  that, 
with  an  artificially  induced  emphysema  in  the  rabbit,  the  air  collected  round  the 
epiglottis  and  closed  the  entrance  into  the  larynx.  This  never  occurs  in  the 
human  being. 

It  is  clear  that,  since  abnormal  adhesions  of  the  membrane  imply  no 
special  primary  affection,  they  may  be  combined  with  the  most  diverse 
changes  in  other  parts — e,g.^  in  the  Eustachian  tube,  in  the  closing 
structures  of  the  fenestra  ovalis  and  fenestra  rotunda,  in  the  labyrinthine 

*  "  Ueber  die  Verbreitung  submucOser  Emphyseme  in  der  Gegend  der  Eust.  Ohrtrompete." 
Wiener  allgemeine  medicinische  Zeitung,  1887. 
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disappear ;  if,  however,  the  parts  are  not  tl 
ances  remain  much  the  same  after  as  before 
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delicate  adhesions  may  be  broken  down 
without  the  rupture  giving  rise  to  any 
even  though  they  may  have  occasioned 
fact  that  such  symptoms  have  either  dimi 
the  employment  of  the  air-douche,  rende- 
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In  the  majority  of  cases,  the  use  c 
division  of  abnormal  adhesions  of  the  c 
a  varying  amount  of  force  is  requisite 
nection  which  exists.     Instances,  ho\v 
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The  Author  vwrr.o:  hcte  omit  ^^ 
:r.    >cfvi:,i::r«:  >uch  <\r.tvh:x  bj) 
dcikr.bed  a:  p^jie  ::.\  Af:er  the.  * 
rx^>ult.     The  ar-xiv  .-vhe  v,\r.  :n  j^ 


Abnormal  union  of  the  malleus  with  the  promontory  may  occasion 
considerable  disturbance  by  reason  of  the  associated  movements  of  the 
auditory  ossicles.  The  changes  in  the  structures  closing  the  fenestra 
ovalis  and  fenestra  rotunda,  and  in  the  labyrinth^  which  frequently  occur 
in  conjunction  with  the  preceding,  may  increase  the  subjective  symptoms. 
Separation  of  the  adhesions  of  the  malleus  may  be  accomplished  with  the 
aid  of  the  air-douche|  or  with  cutting  instruments. 

If  symptoms  of  severe  labyrinthine  pressure  accompany  abnormal 
union  of  the  malleus  with  the  process  of  the  incus  and  the  stapes,  re* 
section  of  the  handle  of  the  malleus  may  possibly  be  of  service. 

The  abnormal  connections  which  have  for  us  the  chief  importance^ 
however,  are  such  as  involve  the  articular  extremities  of  the  small  bones, 
and  in  their  highest  development  produce  ankyiosis  of  the  audiioty  ossicles. 
Adhesions  of  this  kind,  originating  in  an  inflammatory  process,  may 
depend  upon  hypertrophy  of  the  articular  capsules,  or  upon  false  mem- 
branes^ or  upon  aji  osseous  inflammatory  new  formation.  PoUizer^ 
describes  a  case  of  ankylosis  of  the  stapes,  brought  about  by  a  new 
formation  of  bone,  which  arose  from  a  periostitis  on  the  external  wall 
of  the  vestibule.      Toynbee  had  previously  observed  similar  conditions. 

Ankylosis  of  the  auditory  ossicles  is  chiefly  developed  at  a  somewhat 
advanced  age,  but  it  also  occurs  in  younger  individuals.  A  patient  of 
Toynbee*s,  who  died  at  the  age  of  twenty,  had  complete  ankylosis  of  the 
base  of  the  stapes,  which  was  demonstrated  post  mortem.  Rheumatic 
affections  are  stated  to  be  of  common  occurrence  in  patients  with  such  con- 
ditions. The  position  assumed  by  the  ossicles  in  ankylosis  is  characteristic 
and  interesting.  In  a  preparation  in  the  author's  collection,  represented 
in  Fig.  138,  all  the  articulations  are  ankylosed ;  and  in  addition  the  head 
of  the  malleus  and  the  crown  of  the  incus  are  united  by  bone  with  the 
roof  of  the  tympanum.  The  descending  process  of  the  incus  is  placed 
almost  horizontally,  and  is  thus  far  removed  from  the  malleus.  Toynbte 
states  that  he  has  found  the  articular  surfaces  of  the  ossicles  enlarged 
where  the  joints  were  ankylosed. 

The  greatest  pathological  interest  certainly  attaches  to  ankylosis 
between  the  foot  of  the  stapes  and  the  fenestra  ovalis.  According  to  the 
results  of  post-mortem  examination,  however,  complete  immobility  of  these 
parts  appears  to  be  much  more  rare  than  between  the  malleus  and  incus, 
or  than  between  the  incus  and  the  head  of  the  stapes. 

The  symptoms  of  commencing  ankylosis  of  the  stapes  are  very 
similar  to  those  of  hypertrophic  inflammation  of  the  mucous  membrane 
of  the  tympanum^  from  which,  as  is  well  known^  it  frequently  results.  It 
is,  as  a  rule,  developed  very  gradually,  so  that  at  the  commencement  the 
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Fig.  138. 

Ankylosis  of  all  the  articulations  of 
the  auditory  ossicles,  and  union  of 
these  with  the  adjacent  structures. 
The  roof  of  the  tympanum  has  been 
removed,  and  the  tympanic  cavity  is 
visible  from  above. 

h     h' 


patient  scarcely  recognises  his  imperfect  hearing  capacity.  If  the  ankylosis 
be  complete,  the  hearing  power  is  generally  so  much  diminished  that 
conversation  can  no  longer  be  followed,  even  with  the  assistance  of  an 
ear-trumpet,  or  when  shouted  loudly  into  the  ear.  The  author  cannot, 
however,  agree  with  the  view  according  to  which  an  ankylosis  of  the  foot 
of  the  stapes  is  supposed  to  cause  complete  deafness.  He  has  known 
patients,  even  with  both  ears  affected  in  this  way,  still  able  to  perceive 
simple  tones  and  loud  noises,  provided  that  no  other  morbid  changes  in  the 
labyrinth  or  the  brain  were  present  completely  to  annul  the  hearing  capacity. 
Not  at  all  infrequently,  indeed,  they  manifest  auditory  hyperaesthesia,  so 
that  every  loud  sound  induces  unpleasant  sensations,  and  leads  them  to 

request  one  not  to  call  loudly  into  the  ear 
in  testing  their  hearing  power.  Speech, 
however,  they  cannot  follow,  and  sub- 
jective auditory  sensations  are  almost 
invariably  present. 

According  to  Toynbee^  the  hearing  is 
said  to  become  suddenly  better  after  a 
sharp,  loud  cry  or  tone  is  produced ;  the 
improvement  then  quickly  disappearing 
again.  So  long  as  merely  diminished 
mobility,  but  not  complete  ankylosis, 
exists,  speech  is  still  heard  better  than 
anything  else.  If,  however,  several  per- 
sons speak  at  once,  the  patient  can  dis- 
tinguish nothing.  At  later  stages,  the 
previously  mentioned  symptom — known 
as  paracusis  Willisii — is  said  by  Toynbee 
to  make  its  appearance,  and  is  explained 
by  him  on  the  supposition  that,  after  a 
concussion  of  the  muscles  and  ossicles,  they  are  better  fitted  to  take  up 
further  vibrations. 

The  objective  appearances  vary  greatly,  in  accordance  with  other 
co-existent  changes  which  may  be  present.  The  ankylosis  is  stated  by 
Toynbee  to  be  very  often  accompanied  by  relaxation  and  ossification  (?)  of 
the  membrana  tympani,  but  this  the  author  has  not  been  able  to  find.  It 
is  not  usually  betrayed  during  life  by  any  objective  symptom,  so  that  the 
diagnosis  is  only  a  more  or  less  probable  one,  resting  on  the  history,  the 
subjective  symptoms,  and  perhaps  also  upon  certain  objective  signs. 

The  existence  of  ankylosis  of  the  foot  of  the  stapes  may  be  conjec- 
tured with  most  probability  when  the  patient  hears  better  on  the  affected 
side  without  an  ear-trumpet  than  with  the  aid  of  such  an  instrument. 
The  ankylosed  auditory  ossicles  being  unable  to  conduct  sound,  the  greater 
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volume  of  waves  collected  by  the  ear-trumpet  will  have  no  effect  in 
magnifying  the  auditory  impulse,  while  at  the  same  time  fewer  will 
impinge  upon  the  cranial  bones  to  be  thence  transmitted  to  the  labyrinth. 
To  this  diminished  auditory  stimulus  will  consequently  correspond  a 
diminished  auditory  perception.  When,  on  the  other  hand,  the  ear- 
trumpet  is  not  employed,  the  sum  of  the  sound-waves  which  strike 
the  cranial  bones  is  greater,  and  the  auditory  sensation  is  thereby 
increased. 

The  prognosis  in  cases  of  abnormal  union  of  the  auditory  ossicles 
is  generally  very  doubtful.  If  the  adhesion  be  brought  f»bout  by  means 
of  soft  tissue,  and  this  happen  to  be  arranged  in  such  a  manner  that  it 
can  be  ruptured  by  the  use  of  the  air-douche,  a  good  result  may  be  attained 
in  many  instances.  When,  however,  the  ankylosis  is  due  to  firm,  unyielding 
tissue,  the  prognosis  will  be  in  the  highest  degree  unfavourable.  The 
employment  of  the  air-douche  may  furnish  information  as  to  the  condition 
present,  since  in  cases  in  which  the  abnormal  connection  is  produced  by 
yielding  tissues,  an  improvement,  though  perhaps  only  to  a  small  extent, 
is  at  once  perceptible,  which  is  not  the  case  with  a  con-tplete  ankylosis 
brought  about  by  a  firmer  binding  material. 

The  treatment  has  for  its  aim  the  dissolution  of  the  abnormal  union, 
or  at  least  the  weakening  of  the  ill  effects  produced.  To  this  end  the 
air-douche  is  of  all  measures  the  most  valuable.  In  its  action  it  resembles 
in  many  cases  the  treatment  by  means  of  methodical  movement  adopted 
with  abnormal  connections  of  other  joints.  By  the  frequent  movements 
brought  about  by  the  use  of  the  air-douche,  a  relaxation  of  the  connecting 
tissues  may  sometimes  be  attained,  and  the  condition  thereby  improved. 
The  effect  may  be  reinforced  by  systematic  condensation  and  rarefaction 
of  the  air  in  the  external  auditory  canal.  In  general,  the  various  remedial 
measures  described  in  the  treatment  of  plastic  inflammation  of  the  middle 
ear  may  be  tried  in  such  cases. 

An  apparatus  called  a  Tragus-pressor  has  been  recommended  by  Hommel  in 
chronic  inflammation  of  the  middle  ear,  especially  with  defective  mobility  of  the 
sound-conducting  structures.  By  this  the  tragus  is  methodically  pressed  towards 
the  lumen  of  the  auditory  canal,  and  released  again.  The  arrangement  has, 
however,  not  proved  serviceable  according  to  the  testimony  of  practical  judges.* 

Zwra?  ^  employs  an  apparatus  contrived  by  himself  with  the  view  of 
increasing  the  mobility  of  the  auditory  ossicles  in  cases  in  which  this  is 
diminished,  the  capacity  for  following  conversation  much  impaired,  and 
Rinne's  experiment  yields  a  negative  result.     It  consists  of  a  steel  rod 


*  K/V/^— Bericht  Qberdie  otiatrische  section  der  Naturforscherversammlung  in  Berlin,  1886. 

*  "  Ueber  eine  Methode  zur  mcchanischcn  Behandlung  der  chronischen  Bewcglichkeits- 
stOrungen  im  schalUcitcnden  Apparate  de3  GehOroganes."  Archiv  fQr  Ohrenheilkunde, 
xxi.  Bd. 
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or  pin,  at  one  end  of  which  is  a  small  conical  depression  for  the  reception 
of  the  short  process.  The  pin  goes  through  a  conducting  tube,  and  its 
other  end  touches  a  spiral  spring  fixed  into  the  handle  of  the  instrument, 
and  yielding  readily  to  pressure.  In  employing  this  "pressure-probe," 
the  patient's  head  is  first  fixed,  and  the  instrument  introduced  under  a 
good  light  along  the  upper  wall  of  the  auditory  canal  towards  the  short 
process.  The  latter  is  received  in  the  hollow  at  the  inner  end  of  the 
probe,  and  sharp  taps  are  then  made  against  it — at  first,  one  or  two  only; 
later  on,  more,  up  to  perhaps  ten.  The  manipulation  is  to  be  repeated  in 
accordance  with  the  result  obtained.  Lucce  asserts  that,  after  the  employ- 
ment of  this  instrument  the  air-douche  may  be  used  with  success,  though 
previously  ineffectual.  The  instrument  may  certainly  be  tried  in  cases  in 
which  both  the  air-douche  and  methodical  condensation  of  the  air  in  the 
auditory  canal  are  unavailing.  Unfortunately,  most  patients  experience 
severe  pain  upon  its  application,  and  submit  very  unwillingly  to  its  repe- 
tition. Excoriations  on  the  short  process  also  may  readily  be  produced, 
even  with  the  most  careful  manipulation,  so  that  it  can  then  only  be  used 
again  after  a  long  interval. 

(c)  Relaxation  and  Separation  of  the  Connections  of  the  Auditory  Ossicles. 

The  luxations  and  dislocations  of  the  ossicles  which  are  sometimes 
left  after  inflammatory   processes  in  the  middle  ear,  may  be  recognised 
with  accuracy  if  the  structures  are  accessible  to  inspection.     Under  other 
circumstances,  and  especially  if  the  tympanic  membrane  still  remain,  a 
precise  diagnosis  can  be  made  neither  with  the  aid  of  the  "  diagnosticating 
rod  "  recommended  by  Erhard^  nor  that  of  the  modified  artificial  tympanic 
membrane  introduced  by  Toynbee  shortly  before  his  death.     The  separated 
structures  may  perhaps  be  momentarily  brought  into  contact  by  these 
means,  and  an  inference  as  to  the  nature  of  the  case  drawn  from  an 
improvement   in    the   hearing  power   which   may  possibly   ensue.      The 
expedient,  however,  is  not  always  successful ;  and  even  if  it  should  be, 
an  improvement  in  hearing  does  not  always  take  place.      Nevertheless, 
if  a  dislocation  of  the  incus  from  the  head  of  the  stapes  be  recognised 
(Fig.    136),   an   attempt  should    be   made  to  bring  them   into   direct  or 
indirect  contact  with  the  help  of  the  artificial  drum-membrane. 

{d)  Secondary  Changes  affecting  the  Internal  Muscles  of  the  Ear. 

The  abnormalities  which  inflammations  of  the  middle  ear,  especially 
when  chronic,  may  induce  in  the  tensor  tympani  and  stapedius  muscles 
a^nsist  in  solution  of  continuity  of  their  tendons,  with  loss  of  substance  to  a 
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variable  extent ;  irregular  adhesion  of  the  tendons  with  adjoining  structures ; 
shortening  of  the  tendons ;  and  fatty  degeneration,  or  other  deterioration 
of  the  substance  of  the  muscles.  The  genesis  of  these  various  conditions 
has  already  been  described  in  the  account  of  inflammations  of  the  middle 
ear. 

Moos  and  SteinbrUgge  *  found  pathological  changes  in  the  fibrillas  of  the  tensor 
tympani,  similar  to  those  described  by  Friedreich  as  occurring  in  progressive 
muscular  atrophy.  Whilst  at  one  part,  transverse  striation  was  still  visible,  at 
another,  longitudinal  striation  only  was  present.  At  a  further  stage,  the  fibrillaj 
appeared  swollen,  diffused,  and  filled  with  a  finely  granular,  molecular,  or  quite 
homogeneous  wax-like  material.  Many  were  twisted,  and  exhibited  constrictions 
and  expansions.  In  many  places  they  appeared  to  have  been  completely  absorbed, 
merely  the  empty  sarcolemma  remaining,  reduced  here  and  there  to  a  minimal 
lumen. 

The  subjective  symptoms  which  such  changes  in  the  muscles  may 
produce,  have  long  remained  but  imperfectly  ascertained.  It  would 
appear  that  a  shrinking  of  the  tendons  may  induce  subjective  symptoms 
dependent  on  the  secondary  labyrinthine  affection  thus  occasioned,  which 
are  disproportionately  more  severe  than  when  a  complete  division  of  these 
structures  exists. 

The  diagnosis  of  such  conditions  of  the  muscles  of  the  middle  ear  is 
sometimes  rendered  very  difficult,  and  it  is  at  best  to  be  made  only  with 
some  degree  of  probability.  Division  of  the  tendon  of  the  stapedius  may 
occasionally  be  recognised  with  accuracy  by  inspection  ;  with  destruction 
of  the  posterior-superior  quadrant  of  the  tympanic  membrane,  the  head  of 
the  stapes  is  distinctly  visible,  and  in  such  cases  no  trace  of  the  insertion 
of  the  tendon  is  present  (Fig.*  136).  Secondary  retraction  of  the  tendon 
of  the  tensor  tympani  muscle  has  already  been  fully  considered  (p.  428). 

For  the  diagnosis  of  changes  in  the  tensor  tympani  dependent  upon 
its  complete  paralysis,  the  electrical  method  may  be  employed.  For  this 
purpose  an  elastic  catheter  is  introduced  into  the  Eustachian  tube,  and  fixed 
by  means  of  the  ''  frontal  forceps  "  (Fig.  73).  A  copper  wire  is  then  passed 
through,  and  for  a  short  distance  beyond,  the  inner  end  of  the  catheter, 
so  that  the  projecting  portion  lies  in  the  first  part  of  the  Eustachian  tube. 
The  outer  end  of  the  wire  is  connected  with  one  pole  of  an  induction 
apparatus.  The  head  of  the  patient  being  placed  in  an  inclined  position,  a 
little  tepid  water  is  dropped  into  the  external  auditory  canal,  and  a  hard 
rubber  plug,  through  which  a  manometer  tube  passes,  is  then  introduced. 
A  second  wire,  somewhat  longer  than  the  plug,  also  passes  through  it  so  as 
to  project  into  the  auditory  canal  as  well  as  on  the  outside.  The  outer  end 
of  this  wire  is  now  connected  with  the  other  pole  of  the  induction-apparatus. 


'  "  Ueber  die  histologischcn  Vcranderungen  im  knochen  und  in  den  Weichgebilden  des 
mittleren  und  inneren  Ohrcs  bei  Caries  des  Felsenbeines,"  Zeitschrift  far  Ohrenheilkunde, 
X.  Bd 


So6  DISEASES  OF  THE  EAR. 


The  current  will  then  pass  through  the  structures  existing  between  the  two 
poles,  and  in  this  way  the  tensor  tympani  muscle  is  made  to  contract  In 
consequence  of  this,  the  tympanic  membrane  is  drawn  inwards,  followed 
by  the  fluid  in  the  external  auditory  canal  and  that  contained  in  the 
manometer.  The  latter  movement  is  made  perceptible  by  the  coloured 
fluid  in  the  tube.  If  the  tensor  tympani  be  incapable  of  contraction,  no 
effect  is  produced  upon  the  manometer. 

It  is  quite  true  that  in  this  procedure,  secondary  currents  are  produced 
by  which  other  muscles  undergo  contraction  ;  but  the  analysis  of  the 
possible  effects  of  these  shows  that  the  result  would  be  quite  contrary 
to  the  above.  Co-existent  pathological  changes  in  the  middle  ear  may, 
however,  interfere  with  the  experiment.  For  example,  over-rigidity  of 
the  membrane  may  prevent  its  retraction,  as  well  as  any  impediments  to 
its  movement  which  may  be  offered  by  conditions  present  in  the  tympanic 
cavity.  The  result  of  the  electrical  test  must  therefore  be  accepted  with 
much  circumspection. 

The  intra-tubal  application  of  electricity,  as  above  described,  may  be 
employed  to  improve  the  condition  of  the  weakened  muscles ;  and  Weber- 
Lid  praises  its  beneficial  effect  in  this  connection.  For  shortening  of  the 
tendon,  tenotomy  may  be  practised. 


CHAPTER   XVI. 

ANOMALIES  OF  THE  EUSTACHIAN  TUBE. 

Imperfections  of  the  tube  may  be  either  congenital  or  acquired. 
Excessive  formation  has  so  far  been  observed  only  in  certain  situations, 
and  chiefly  in  the  cartilaginous  portion,  of  which  the  part  projecting  into 
the  pharynx  is  sometimes  found  inordinately  developed.  Complete  absence 
of  the  Eustachian  tube  is  of  congenital  occurrence,  and  is  invariably 
accompanied  by  other  malformations  of  the  ear  and  cranium.  Partial 
defect  is  more  often  of  acquired  than  of  congenital  origin.  In  such  cases  it 
is  usually  the  pharyngeal  portion  which  is  wanting;  having  been  lost  either 
through  ulceration,  or  occasionally  as  a  result  of  operative  measures. 

The  abnormalities  above  mentioned  are  extremely  rare  in  comparison 
with  such  as  relate  to  the  direction  and  extent  of  the  tube. 

Deviations  of  slight  degree  frequently  exist  as  regards  the  normal 
direction  of  the  tube.  For  example,  the  angle  between  the  cartilaginous 
and  the  osseous  portion  may  be  straightened  out,  so  as  to  resemble  more 
the  condition  in  the  ii\fant.  On  the  other  hand,  the  bend  at  the  junction 
of  the  two  sections  of  the  tube  may  be  more  pronounced  ;  or  other  simple 
or  multiple  deviations  may  exist  in  its  course,  in  either  the  osseous  or 
cartilaginous  part.  Anomalies  of  this  kind  may  impair  the  function  of  the 
tube,  and  so  occasion  morbid  symptoms.  Their  chief  importance,  however, 
lies  in  their  influence  upon  the  course  of  affections  of  the  Eustachian  tube 
or  the  tympanic  cavity.  In  the  treatment  also  of  middle-ear  disease, 
when  it  is  necessary  to  employ  the  bougie,  an  abnormality  of  direction, 
especially  if  multiple,  may  be  extremely  troublesome. 

The  diagnosis  of  such  an  irregular  course  of  the  tube  during  life  may 
be  very  difficult,  but  may  be  made  with  a  certain  degree  of  probability 
by  a  careful  consideration  of  the  combined  results  of  the  various  methods 
of  examination.  The  chief  evidence  of  such  a  condition  is  afforded  by 
employment  of  the  air-douche,  with  or  without  the  catheter ;  by  the  use  of 
the  Eustachian  bougie ;  and  by  rhinoscopy. 

Unusual  conditions  of  the  lumen  of  the  tube  are  in  their  origin 
congenital  or  acquired ;  the  latter  far  preponderating  in  number.  We 
distinguish    (i)    narrowing,   or    stenosis)    and    (2)    occhtsion,   atresia,   or 
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obliteration.     In   reference   to   the   latter  condition,    the  lumen    may   be 
occluded  either  at  some  part,  or  throughout  the  entire  length  of  the  tube. 
The  affections  which  may  lead  to  stenosis  or  to  obliteration  of  the 


Fig.  139- 
Atresia  of  the  right,  and  extreme  stenosis  of  the  left  Eustachian  tube,  in  a  case  of  cleft  paJate. 


5,  s',  a",  Rudimentar>'  nasal  septum;  m,  m\  *ti",  turbinated  bodies;  7,  opening  into  the 
left  tube,  through  which  a  bristle  has  been  passed ;  T,  small  papilla  in  the  situation  of  the 
mouth  of  the  right  tube,  the  latter  being  absent. 

Eustachian  tube  have  already  been  discussed.  They  comprise  chiefly 
the  various  inflammatory  processes  affecting  the  mucous  membrane  of  the 
middle  ear  and  pharynx.  The  degree  of  contraction,  as  well  as  its 
structural  cause,  will  vary  in  accordance  with  the  objective  changes  which 
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the  membrane  has  undergone.  An  occlusion  of  the  walls  of  the  canal, 
closing  it  completely  for  a  greater  or  less  distance,  may  be  brought  about 
by  a  simple  hyperaemic  swelling  of  the  structures.  A  similar  result  may 
be  produced  by  the  development  of  new  tissue  in  connection  with  a 
plastic  inflammation ;  and  so  forth.  Atresia  of  the  tube  may  be  also,  as 
before  mentioned,  of  congenital  origin.  The  adjoining  figure  represents  a 
preparation  contained  in  the  author's  collection,  and  exhibits  this  condition 
coupled  with  that  of  cleft  palate  (Fig.*  139). 

Fig.  140. 

Occlusion  of  the  pharyngeal  mouth  of  the  right  Eustachian  tube,  resulting  from  the  cicatrisa- 
tion of  syphilitic  ulcerations. 


5,  Septum  of  the  sphenoidal  sinus;  us  soft  palate,  adherent  to  the  posterior  pharyngeal 
wall  (the  bristle  b  passes  through  the  opening  remaining  in  the  middle,  through  which  the 
upper  half  of  the  pharynx  communicates  with  the  lower);  w,  cicatricial  tissue  in  the  situation 
of  the  limbus  cartilagineus  and  the  mouth  of  the  right  Eustachian  tube ;  L,  left  limbus  cartila- 
gineus ;  in  front  of  it,  T^  pharyngeal  orifice  of  the  left  tube. 

The  pharyngeal  wall  in  this  preparation  exhibits  smooth  mucous  membrane, 
not  cicatricial ;  otherwise  nothing  except  a  somewhat  fiat  tubercle,  the  rudimentary 
limbus  cartilagineus.  On  the  left  side,  a  round  aperture  is  seen  representing  the 
pharyngeal  opening  of  the  Eustachian  tube,  and  large  enough  to  admit  a  medium- 
sized  hog's  bristle.  The  orifice  leads  to  a  canal,  through  which  the  bristle  can  be 
passed  into  the  tympanic  cavity,  and  thence  into  the  external  auditory  canal.  The 
limbus  cartilagineus  is  wanting  also  on  this  side,  so  that  Rosenmuller's  fossa  is 
absent  on  both  sides.  In  both  ears  the  tympanic  cavity  appears  much  contracted  from 
the  presence  of  connective  tissue,  mucous  and  fatty  matters,  and  the  membranes 
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wmoA  retzacted  and  wasted.    Tbe  lanscles  of  die  nialletts  liave  9lka» 

great  futy  degeneration.    On  the  cme  skle  is  partial  delect  aod  cooplete  aireaa; 

iriuie  OB  the  other  b  defect  with  extrenie  fteocnis  of  tlie  tube*    The 

caaie  accidewtaliy  into  the  poaeeMon  of  the  andior,  who  did  not  haw 

of  exantnlBg^  ^tumg  life  the  old  wonaa  from  whom  it  was  taken,  nor  conid  he 

gather  any  lafennatioo  r^ardtng  the  wgrny^am^  wlifGh  had  existed. 

Acquired  oblheratioci  of  tbe  Eustadiian  ttibe  arises  almost 
exception  after  ulcerative  inilammatoiy  procesnes^  most  frequcotljr  aflcr 
healing  of  syphilttic  ulcers  of  tbe  pharynx.  Hcre«  as  in  tbe  case  of  i 
preparation  represented  in  Fig.  141CV  the  whole  of  the  limbtis 
15  destroyed,  and  the  pharyngeal  odficc  of  the  tube  is  ocduded  by  tiewi| 
deineloped  cicatricial  tissue. 

Tbe  prepafation  represented  m  Fig*  140  was  taken  from  a  man  twenty-Cwol 
yeais  of  age,  affected  with  hereditaiy  syphilis*  in  whom  olcecstioii  to  rarioot  J 
parts  ol  tbe  body,  as  well  as  xn  tbe  slrvctures  ol  tbe  naso-pharynx,  occoned  inl 
early  childhood.  Wlieo  the  author  first  saw  tbe  patient  in  tbe  wards  of  Dr.\ 
Sittndtkitriner^  the  olcerative  pcoces4»  had  quite  ceased:  its  pn 
being  indicated  only  by  tbe  presence  of  cicatnces  m  variofis  parts  of  tbe  bod^.J 
by  the  sunken  nose,  and  by  adbesaoa  of  tbe  soft  palate  with  the  poistenor  watt] 
of  tbe  pharynx ;  merdy  a  small  aperture  (2""*  ta  diameter}  being  left 
to  the  position  ol  the  base  of  the  uvula«  which  had  likewise  been  desUuycd 
nloeiaiion. 

The  patient,  when  he  came  under  observstioo,  was  suffering  feom  adfanced 
pabnooary  tuberculosit,  to  which  in  a  shoit  time  he  succumbed.  His  bearing] 
capacity  was  perfectly  good  on  the  left  side;  bat  <m  tbe  right,  tbe  watch  was 
beard  only  on  contact  with  tbe  aitricfe  and  cranium,  and  be  was  plagued  by  a 
constant  noise  in  this  ear.  The  tjrmpanic  membrane  was  quite  normal  on  both 
sides,  tbe  right  being,  howerer,  somewhat  refracted.  The  diagnosis  of  the  case 
was  made  during  life,  as  described  below«  and  was  merely  confirmed  by  the 
autopsy.' 

Atresia  of  the  upper  sections  of  tbe  Eustacbian  tube  may  proceed^ 
from  long-standing  inHammatory  processes  in  tbe  middle  ear.     Adhesion 
takes  place  either  along  the  entire  length  of  the  tube;  or  at  a  certain! 
part   only.      Fig.    141    represents    a    case   of    this   kind,   and   is  drawn  | 
from  a  preparation  in   the  author*$  collection,  for  which   he  is  indebted^ 
to  Dr.   Schopf.     It   exhibits   similar   abnormalities  in  both  ears,  and   is 
taken  from  a  deaf-mute  who  died  in   his  sixtieth  year.     He  had  been 
abk  to  hear  up  to  his   sixth   year ;   then   became  deaf  as   a   result   of 
bilateral  otitis,  and  subsequently  dumb.     The  tympanic  membranes  are] 
for  the  roost  part  destroyed  on  both  sides ;  likewise  tbe  auditory  ossicles, 


rcmmi  not  howetner  always srismg  frma  sjrphyiiiksre  described  by  Om  (*"Sctiene  ] 
en  mr  Anstooik,  Phyiiolofcie,  tuid  Fstho'ofie,*  Bresbia,  lSt6,  S.  3I.    Aleo  by  I 
Jm4  Bttk  'i**thc  Kninkhettea   des  Geh^ror^unts*  Heiddhcty  qimI   Ldpcif.  lSa7>      The 
iHssiKnili  (n  thi*  esse,  however,  seems  somcwlist  open  to  dovbl:  ytwrkimt  i  Arctutr  fir  pfttbt>^  ' 
togisehe  Ansi«»i<,  %v.  Bd.,  S  313) ;  ami  TaR  Lirndtmimmm  (Archur  fUr  Ofcrnihcittswife,  L  Bd., 
St  S^$>.     The  csBcs  above  rr corded  »re  described  to  fi\stcr  detJuL     Leas  leoent  enes  are  also 
fepoited.  the  dtagnoMs  of  wkkb  b  leas  trustworthy. 
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which,  with  the  remains  of  the  membranes,  lie  embedded  in  the  thickened 
mucous  membrane.  In  both  mastoid  portions  of  the  temporal  bone 
abnormal  cavities  were  present,  filled  with  retention-masses.  These 
cavities  were  the  sequelae  to  carious  processes,  from  which  recovery 
had  taken  place. 

Schwartze^  likewise  found  complete  adhesion  of  the  tube  of  an 
individual  twenty-eight  years  of  age  who  had  suffered  from  caries ;  and 
Bezold  ^  verified  atresia  in  a  man  who  was  wounded  in  the  left  ear  by  a  stab 
from  a  knife  in  such  a  way  that  it  passed  behind  the  maxillary  articulation 
into  the  pharynx.  He  supposes  that  the  tube  was  cut  through  at  the 
junction  of  the  cartilaginous  with  the  osseous  portion,  and  that  the  atresia 
resulted  from  cicatrisation  of  the  wound. 

Stenosis  as  well  as  atresia  of  the  Eustachian  tube  may  be  brought  about 
also   in   the   osseous   section    by  a  new 
formation  of  bony  matter.     This  depends  Fig.  141. 

either  upon   a   chronic  inflammatory  pro-       Obliteration  of  the  Eustachian  tube,  by 

cess  of  the  periosteum,  whereby  the  newly        ?he^Val't?lagino*Ii1.  waiT^ThTLcJiL^n 

formed    bone    is    diffused   over   the   entire  is  made  perpendicular  to  the  long 

osseous  portion  of  the  tube,  or  only  at  a  ^^'^  °^'^"  '""^  ^""'"^*^  '-'">' 
circumscribed  spot — generally  at  the  isth- 
mus tubae;  or  the  new  formation  occurs 
as  a  more  defined  growth  of  bone — single 
or  multiple — resembling  the  exostoses  of 
the  external  auditory  canal.  The  author 
has  frequently  observed  patients  with 
great  stenosis  of  the  osseous  section  of 
the    tube,    in    whom    exostoses    of    the 

external     auditory     canal     were     likewise       ,    'i^.  posterior  vyall  of  the  Eustachian 

J  tube ;  //,  cartilaginous  hook  or  hamu- 

present;   and   he   considers   that   this   fact       lus;  m,Z^  anterior  (membranous)  wall 

indicates  that  the  two  conditions  may  be  'i^^J:^^'^:^^^^^^^^^ 
not  rarely  combined.  a^  any  part. 

No  morbid  symptoms  would  neces- 
sarily result  from  stenosis  or  even  from  complete  obliteration  of  the 
Eustachian  tube.  These  are  only  brought  about  by  conditions  arising 
secondarily  to  the  absorption  of  air  in  the  tympanic  cavity — viz.,  depression 
of  the  membrane  and  auditory  ossicles,  with  consequent  increase  of  the 
in tra-labyrin thine  pressure.  They  consist,  as  already  described,  chiefly  in 
impairment  of  hearing  in  various  degrees ;  in  constant  subjective  auditory 


*  "Casuistik  zur  chirurgischen  ErOffnung  dcs  Warzeniortsatzes."  Archiv  filr  Ohrenheil- 
kunde,  xiii.  Bd. 

*  "  A  case  of  punctured  wound  of  the  ear,  in  whicih  a  criminal  action  was  brought,  with  a 
subsequent  indictment  of  the  prosecutor  for  supposed  simulation  and  perjury."  Berliner 
klinische  Wochcnschrift,   1833,  Nr.  40. 
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sensations  of  different  kinds;  in  a  feeling  of  fulness;  and  in  vertigo  when 
a  high  degree  of  intra-labyrinthine  pressure  exists. 

According  to  Toynbee,  an  improvement  in  the  hearing  often  occurs  in  cases  of 
obstruction  of  the  pharyngeal  orifice  of  the  tube,  due  to  swelling  of  the  mucous 
membrane,  if  the  patient  lays  his  head  upon  a  pillow,  or  if  he  turns  his  head  round 
as  in  looking  backwards.  Many  patients,  it  is  true,  hear  better  with  the  head  in  a 
certain  position,  but  it  cannot  be  admitted  that  this  is  characteristic  of  the  affection 
in  question. 

The  diagnosis  of  the  stenosis  or  of  occlusion  of  the  Eustachian  tube  may 
be  made  with  accuracy,  if  the  various  available  methods  of  examination  be 
correctly  employed.  On  inspection  of  the  drum-membrane  are  observed 
the  appearances  depending  upon  the  previously  mentioned  inward  displace* 
ment  of  this  structure.  These  are  never  wanting,  provided  K)ther  possible 
abnormal  conditions  of  the  membrane  or  in  the  tympanic  cavity  do  not 
oppose  this  movement.  Since,  however,  these  appearances  may  accompany 
other  morbid  processes  besides  those  under  discussion,  they  are  naturally 
not  conclusive  signs  of  their  existence.  Auscultation  with  the  air-douche, 
and  with  or  without  catheterisation,  but  chiefly  tactile  examination  with 
the  bougie,  and  rhinoscopy,  will,  on  the  other  hand,  furnish  evidence  upon 
which  a  well-grounded  diagnosis  may  be  easily  based. 

The  prognosis  as  well  as  the  treatment  will  in  a  large  measure  depend 
upon  the  nature  of  the  essential  changes  by  which  the  stenosis  or  oblitera- 
tion of  the  tube  is  brought  about.  If  the  condition  be  due  simply  to 
inflammatory  swelling  of  the  mucous  membrane,  a  good  result  may 
generally  be  attained;  while  such  as  are  connected  with  h3rperplastic 
processes  are  more  difficult  of  amelioration,  and  mostly  admit  only  of  a 
transitory  improvement.  If  complete  adhesion  exist,  the  prognosis  is 
most  unfavourable. 

If  the  stenosis  is  to  be  attributed  to  the  presence  of  an  active  inflamma- 
tion, the  treatment  of  the  tubal  condition  forms  part  only  of  that  indicated 
for  the  middle-ear  affection,  and  this  has  already  been  thoroughly  described. 
If,  however,  the  inflammatory  process  has  ceased,  and  we  have  to  do  with 
a  stenosis  depending  upon  hypertrophy  of  the  mucous  membrane,  then 
the  employment  of  bougies  will  be  advisable.  For  this  purpose  the  author 
uses  celluloid  bougies,  or  if  a  successively  increasing  dilatation  be  desirable, 
those  made  of  catgut  or  laminaria  material.  The  air-douche  will  naturally 
come  also  into  application,  and  in  appropriate  cases  injection  may  be  like- 
wise adopted.  In  obliteration  of  the  tube,  methodical  rarefaction  of  the 
air  in  the  external  auditory  canal  may  be  tried  with  the  view  of  tem- 
porarily alleviating  the  subjective  symptoms.  Recourse  may  be  had  to 
myringectomy  if  severe  manifestations  should  occur. 

Lindenbaum  directed  attention  to  the  subject  of  operations  on  the 
tube,  and  expects  better  results  from  such  measures  conducted  with  the 
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aid  of  the  pharyngoscope,  than  from  myringectomy.  So  far  as  is  known 
to  the  author,  operations  of  this  kind  have  not  hitherto  been  undertaken, 
and  would  be  advisable  only  where  division  of  the  tissues  at  the  mouth 
of  the  Eustachian  tube  was  indicated.  The  employment  of  cutting  or 
perforating  instruments  higher  up,  he  considers  to  be  very  dangerous,  on 
account  of  the  proximity  of  the  carotid  artery. 
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CHAPTER  XVII. 

ON  CERTAIN  OPERATIONS  ON  THE  MEMBRANA    TYMPANI 
AND  THE  STRUCTURES  OF  THE  TYMPANIC  CAVITY. 

[Single  and  multiple  incision  of  the  tympanic  membrane.— Division  of  the 
posterior  fold  of  the  tympanic  membrane.— r Removal  of  a  portion  of  the  tympanic 
membrane.— Separation  of  abnormal  adhesions  of  the  tympanic  membrane  and 
of  the  auditory  ossicles. — Division  of  the  tendon  of  the  tensor  tympani  muscle. — 
Division  of  the  tendon  of  the  stapedius  muscle. — Removal  of  the  auditory  ossicles.] 

I.  Incision  of  the  Tympanic  Membrane  {Artificial perforation  of  the  tympanic 

membranCy  Paracentesis  of  the  tympanic  membrane^  Paracentesis  of  the 

tympanum^  Myringotomia  simplex). 
The  operation  of  incising  the  drum-membrane  has  already  been 
thoroughly  described  with  the  treatment  of  exudative  inflammations  of 
the  middle  ear.  Its  beneficial  effect  is  manifest,  not  only  under  such 
circumstances,  but  in  many  cases  of  conditions  secondary  to  middle-ear 
inflammation  ;  and  it  further  appears  probable  that  it  may  be  performed 
still  more  frequently  at  no  distant  period,  //  the  direct  treatment  of 
labyrinthine  affections  should  ever  come  into  practice. 

Collecting  here  all  the  indications  for  simple  myringotomy,  inclusive  of 
those  already  referred  to  in  speaking  of  exudative  median  otitis,  they  will 
be  found  to  be  mainly  as  follows  : — 

{a)  Cases  in  which  it  is  desirable  to  evacuate  foreign  matters — such 
as  exudations,  extravasations  of  blood,  etc. — from  the  tympanic  cavity, 
and  this  result  cannot  be  attained  in  a  less  radical  manner. 

{b)  As  a  preliminary  to  other  operations  on  the  deeper  structures. 

{c)  As  an  exploratory  procedure.  In  support  of  the  validity  of  this 
indication,  it  should  be  borne  in  mind  that  the  conditions  of  tension  of  the 
membrane  may  be  altered  in  many  ways  by  various  changes  to  which  it 
may  be  subject,  partly  to  be  recognised  by  the  eye,  partly  imperceptible. 
Inasmuch  now  as  the  conducting  capacity  of  the  membrane  is  also 
dependent  upon  its  tension,  it  will  readily  be  seen  that  after  incision  in  a 
certain  situation  the  conditions  may  be  altered  in  such  a  way  that  the 
conducting  function — and  with  this  the  hearing  power — may  b^  improved. 
Considering,  then,  that  the  measure  is  quite  free  from  danger,  and  that  in 
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most  cases  healing  of  the  wound  takes  place  by  first  intention,  myringotomy 
will  under  such  circumstances  acquire  the  significance  of  an  exploratory 
operation.  The  incision  unfortunately  is  apt  to  cicatrise  very  quickly,  and 
the  improvement  thus  gained  to  disappear.  Instances  do  occur,  however, 
in  which  the  cicatrisation  permanently  modifies  the  tension  relations  of 
the  membrane,  and  the  improvement  is  maintained.  When  the  subjective 
symptoms  are  mitigated  after  the  operation,  but  become  worse  again 
upon  cicatrisation,  recourse  may  possibly  be  had  to  one  of  the  operative 
procedures  to  be  mentioned  later. 

2.  Multiple  Incision  of  the  Membrana  Tympani  {Myringotomia  multiplex). 

Multiple  incision  of  the  drum-membrane  was  recommended  by  the 
author  as  the  best  treatment  for  excessive  tension,  brought  about  by 
pathological  changes  in  the  structure  itself.*  In  carrying  this  out,  the  idea 
occurred  to  him  that  a  permanent  reduction  in  the  tension  of  the  membrane 
might  possibly  be  effected  if  indirect  union  could  be  attained  by  means 
of  interstitial  tissue.  It  is  advisable,  in  order  to  favour  the  development 
of  such  a  cicatrix,  that  the  edges  of  the  wound  be  kept  apart  as  long  as 
possible;  and  this  is  most  likely  to  be  accomplished  by  the  frequent 
concomitant  employment  of  the  air-douche. 

The  operation  is  to  be  performed  just  like  a  simple  myringotomy, 
the  structure  merely  being  incised  in  several  places.  The  author  makes 
four,  five,  or  more  cuts,  and  when  considered  desirable  connects  the 
individual  incisions  with  one  another  so  as  to  resemble  the  letter  H.  He 
generally  divides  the  membrane  from  the  malleus  towards  the  periphery. 
Nevertheless,  some  other  direction  may  be  indicated,  should  a  displacement 
of  the  segments  with  contraction  of  the  tissues  have  occurred.  If  the 
object  of  the  operation  be  kept  in  mind,  the  most  suitable  direction  for  the 
incisions  will  be  easily  determined. 

Although  the  pathological  changes  which  may  produce  excessive 
tension  of  the  tympanic  membrane  are  accurately  known,  as  well  as  the 
objective  appearances  by  which  this  condition  may  be  recognised,  the 
information  thus  gained  is  insufficient  to  determine  whether  or  not  an 
existing  impairment  of  hearing  or  other  morbid  symptoms  present  are  due 
to  this  cause.  Such  morbid  changes  in  the  membrane  are  usually  com- 
bined with  other  abnormal  conditions  of  the  deeper  structures,  to  which 
all  the  symptoms  complained  of  may  equally  be  attributed.  For  the 
determination  of  this  question  the  author  has  introduced  a  method  of 
examination,  which  may  be  here  briefly  described. 

•  "  Die  mehrfache  Durchschneidung  des  Trommelfelles  als  Hcilmittel  gegen  prim&re 
odcr  mit  TrQbung  einhergehende  iibermassige  Spannung  dessclben."  Allgemeine  Wiener 
medicinische  Zeitung,  1873. 


DISEASES  OF  THE  EAR. 


It  has  long  been  known  that,  if  a  vibrating  tuoing-fork  be  held  near 
the  auditory  canal,  and  the  middle  ear  be  then  inOaled  by  the  Valsalvan 
method,  the  sound  is  heard  by  a  normal  ear  worse  during  the  inflation 
than  either  before  or  after  this  process*  The  cause  is  mainlyp  though  not 
exclusively,  due  to  the  fact  that  the  innation  increases  the  tension  of  the 
tympanic  membrane,  and  its  sound-conducting  power  is  thereby  impaired. 
If,  on  the  other  hand,  the  tuning-fork  be  placed  upon  the  vertex,  then  the 
sound  is,  under  normal  circumstances,  heard  better  during  than  before  or 
after  the  innation.  In  this  case  the  increased  tension  of  the  membrane 
impedes  the  departure  of  sound  from  the  labyrinth,  from  which  results 
an  augmented  volume  of  sound-waves,  and  a  consequently  more  intense 
auditory  perception.^ 

These  phenomena  being  valid  under  normal  conditions  of  hearing, 
deviations  will  occur  both  with  excessive  tension  and  with  unusual  relaxa- 
tion of  the  membrane  ;  the  results  being  to  a  certain  extent  of  diagnostic 
value.  In  the  case  of  an  extremely  relaxed  drum-membrane,  if  the  relaxa- 
tion be  the  cause  of  impaired  hearing  power,  a  vibrating  tuning-fork  held 
near  the  auditory  canal  should  be  heard  better,  and  when  placed  upon  the 
vertex  it  should  be  heard  worse  during  a  successful  act  of  Valsalvan 
inflation  than  either  before  or  after  this,  in  consequence  of  the  augmented 
tension  of  the  membrane  which  is  temporarily  brought  about  during  the 
process.  If,  however,  the  state  of  the  membrane  be  one  of  excessive 
tension,  and  if  this  cannot  be  still  further  increased,  the  tuning-fork  held 
before  the  auditory  cana!  should  be  heard  as  well  during  the  inflation  as 
either  before  or  after  it ;  or  possibly  it  is  somewhat  less  distinctly  audible 
during  the  Valsalvan  process  if  an  increase  of  the  abnormal  tension  may 
still  be  produced.  When  placed  then  upon  the  vertex  in  the  former  case 
— i.e.,  when  the  tension  of  the  membrane  is  not  capable  of  further  increase 
— the  tuning-fork  will  not  be  heard  louder  during  than  either  before  or 
after  inflation ;  or  it  may  perhaps  be  heard  a  little  more  distinctly,  if  an 
augmented  tension  should  actually  be  induced. 

The  above  method  of  examination  has  the  advantage  that  the  results 
obtained  by  the  second  part  serve  as  it  were  to  control  those  yielded  by  the 
first  step  of  the  procedure.  Should,  for  example,  a  patient  with  a  flaccid 
tympanic  membrane  state  that  he  hears  a  vibrating  tuning-fork  held  before 
the  auditory  canal  better  during  Valsalvan  inflation  than  he  docs  before  or 
afterwards,  then  he  ought  not  to  hear  it  so  well  during  inflation  if  it  be 
placed  upon  the  crown  of  the  head;  and  so  forth.  It  is  nevertheless 
obvious  that  many  sources  of  fallacy  attach  to  the  examination,  and  to 
these  the  author  has  drawn  attention  in  his  first  communication  on  the 
subject. 


'  Com|>are  p.  144,  Weber's  experiment. 


In  the  first  place,  it  may  be  pointed  out  that  the  process  of  inflation 
may  itself  interfere  with  the  result  of  the  procedure.  This  is  especially 
the  case  when  a  relaxation  of  the  drum-membrane  exists,  since  it  may 
become  stretched  by  the  inflation  to  a  degree  beyond  that  of  the  normal 
tension.  The  result  will  then  be  that  when  the  tuning-fork  is  held  near 
the  ear,  the  sound  will  appear  weakened  or  no  !ouder  during  the  Valsalvan 
process;  whereas  it  would  perhaps  have  been  rendered  more  distinct  had 
the  inflation  been  made  less  forcibly,  so  that  the  tension  of  the  membrane 
more  nearly  approached  the  normal.  Further,  it  is  quite  conceivable  that 
the  result  of  the  examination  may  in  some  cases  not  depend  upon  altera- 
tions of  tension  in  the  membrane,  but  perhaps  upon  changes  induced  in 
the  other  aural  structures. 

Notwithstanding,  however,  the  possibility  of  error  from  such  causes, 
the  method  must  be  admitted  to  possess  a  certain  practical  value,  provided 
all  the  existing  conditions  be  accurately  recognised  and  correctly  esti- 
mated. Where  the  results  of  examination  are  doubtfu!,  other  symptoms 
may  possibly  be  present  from  which  assistance  may  be  derived  in  arriving 
at  a  conclusion  ;  and  in  cases  in  which  a  positive  inference  obtained  by 
the  examination  is  in  accordance  with  independent  evidence  as  to  the 
condition  furnished  by  some  other  method,  an  operation  may  be  undertaken 
with  fair  hope  of  success. 

The  a/kr-treatmeni  of  multiple  incision  of  the  menibrana  tympani  is 
similar  to  that  of  simple  myringotomy.  Immediately  after  the  operation, 
any  blood  present  must  be  removed,  and  the  ear  stopped  with  a  little 
iodoform  gauze.  The  air-douche  is  then  to  be  employed  for  some  days  : 
its  use,  indeed,  should  be  continued  for  some  time  after  the  wounds  have 
cicatrised.  Should  inflammation  of  the  drum-membrane  set  in^ — a  very 
rare  event,  however— the  treatment  ought  to  be  conducted  in  the  manner 
described  under  myringitis. 

Poiiiser^  asserts  that  the  tension  of  the  tympanic  membrane  is  augmented  by 
the  cicatrisation  of  incisions.  According  to  him,  multiple  incision  may  be  thus  a 
most  appropriate  measure  in  cases  of  atrophic  relaxation.  The  erroneousness  of 
this  view  is  sufficiently  proved  by  the  experience  of  aural  surgeons  in  paracentesis 
of  the  membrane,  the  frequent  performance  of  which  they  deprecate  especially 
on  the  ground  of  the  relaxation  of  the  structure  which  frequently  follows.  After 
loclsion  of  the  membrane,  healing  generally  takes  place  by  first  intention,  without 
secondary  change  ;  or  a  cicatrix  is  formed  which  is  distinctly  visibie.  The  presence 
of  several  such  cicatrices  may  readily  bring  about  relaxation  of  the  membrane. 
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3.  Division  of  the  Posterior  Fold  of  the  Tympanic  Membrane 

(Plicotomia). 

This  operation,  which  was  first  performed  by  Lucce  in  1868/  and  de- 
scribed later  by  Politzer,^  has  for  its  aim  the  improvement  in  the  mobility 
of  the  malleus,  when  hampered  by  excessive  development  of  the  posterior 
fold.  The  increased  development  is,  as  is  well  known,  the  result  almost 
exclusively  of  the  inward  displacement  of  the  membrane  and  the  lower 
part  of  the  handle  of  the  malleus,  which  occurs  in  middle-ear  inflamma- 
tions with  concomitant  narrowing  of  the  Eustachian  tube.  The  farther 
this  part  of  the  hammer  sinks  inwards,  the  more,  cceteris  paribus^  does 
the  fold  become  developed ;  and  the  longer  the  malleus  remains  in  this 
abnormal  position,  the  more  marked  become  the  secondary  changes 
already  described  as  coming  about  in  the  tympanic  membrane,  and  more 
particularly  in  the  folds,  which  then,  as  tense  bands,  fix  the  malleus  and 
impede  its  movements. 

Luces  was  the  first  who  attempted  to  restore  the  mobility  of  the 
hammer,  by  making  an  incision  close  to  the  short  process  and  per- 
pendicularly across  the  fold.  An  improvement  in  the  hearing  and  a 
mitigation  of  the  subjective  symptoms  is  actually  to  be  gained  in  many 
cases  by  the  performance  of  this  simple  operation.  The  author  makes 
several  such  incisions,  in  order  that  the  desired  relaxation  may  be  more 
readily  induced  and  lasting,  since  it  has  been  found  that  after  section  of 
the  fold,  the  edges  of  the  incision  may  easily  reunite  by  first  intention. 

A  careful  study  of  the  changes  in  the  position  of  the  different  seg- 
ments of  the  drum-membrane  which  are  associated  with  inward  displace- 
ment of  the  malleus,  and  of  the  direction  and  form  of  the  posterior  fold 
which  are  intimately  connected  with  the  former,  has  convinced  the  author 
that  perpendicular  division  of  the  fold  is  in  many  cases  not  attended  with 
the  desired  result.  This  is  especially  true  of  those  instances  in  which  the 
malleus  has  been  djsplaced  inwards  and  backwards.  The  posterior  segment 
is  in  these  cases  folded  over  and  apparently  diminished  in  size.  Should 
this  state  of  things  last  long,  the  tissue  contracts,  the  folded  layers 
become  adherent,  and  the  air-douche  is  no  longer  capable  of  producing  a 
permanent  adjustment  of  the  condition.  In  such  cases  the  author  has 
made  the  incision  along  the  posterior  fold ^  and  with  much  greater  success. 
The  myringotome  is  inserted,  under  a  good  light,  close  to  the  short 
process,  and  the  fold  is  then  divided  in  the  longiSudinal  direction. 

As  a  rule  the  haemorrhage  is    so  trifling  in    these  operations   that 
nothing  in   particular  is  necessary  to  be  done  afterwards.     All  that  is 


•  S.   Acchiv   fur   Ohrenheilkunde,    vi.   Bd.,  S.    152:    fcrncr,  "Die  Durchschneidung  dc 
hintcren  Troinmelfcllfalte.'     iMngcnbcck's  Archiv,  Bd.  xiii. 
'*'  Wiener  mcdicinische  Wochenschri't,  1S70. 
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needful  is  to  be  careful  not  to  damage  the  chorda  tympani  which  is  found 
in  this  situation,  and  this  is  best  obviated  by  not  inserting  the  instrument 
too  deeply.  Division  of  the  nerve  is,  however,  not  accompanied  by  any 
permanent  injury,  as  the  author  has  observed  in  two  cases  of  this  kind. 
The  anomalies  of  taste  which  ensue,  disappear  in  a  few  days  after  the 
divided  ends  of  the  nerve  have  reunited.  Oscar  IVolf^  and/.  Pollak'^ 
have  reported  similar  cases. 

Attention  should  be  directed  towards  keeping  the  edges  of  the  wound 
apart  as  long  as  possible  after  the  operation,  since  a  direct  union  without 
the  intervention  of  interstitial  tissue  generally  nullifies  the  benefit 
gained.  In  fact,  this  occurs  very  often.  With  this  object  the  air-douche 
should  be  frequently  employed,  as  well  as  methodical  condensation  and 
rarefaction  of  the  air  in   the  external  auditory  canal. 

Although  it  is  not  to  be  denied  that  good  results  may  sometimes  be 
derived  from  plicotomy,  yet  in  a  given  case  success  cannot  be  predicted. 
It  should,  however,  always  be  tried  in  suitable  instances,  since  the  operation 
is  both  insignificant  and  free  from  danger. 

4.  Removal  of  a  Portion  of  the  Tympanic  Membrane  {Myringeciomid). 

Myringectomy  has  for  its  object  not  merely  perforation,  but  likewise 
the  removal  of  a  portion  of  the  tympanic  membrane.  The  operation  had 
for  more  than  twenty  years  been  relinquished  by  aural  surgeons,  when  it 
was  again  introduced  into  practice  by  the  author  in  the  year  1863.^  It  is 
indicated,  in  the  author's  opinion,  under  the  following  circumstances  : — 

(a)  In  atresia  of  the  Eustachian  tube ^  if  this  be  not  remediable  by  other  means ^ 
and  causes  very  severe  symptoms. 

The  intra-auricular  pressure  is  in  these  cases  greatly  increased  by  the 
depression  of  the  tympanic  membrane  and  of  the  chain  of  auditory  ossicles. 
If  a  portion  of  the  membrane  be  excised,  this  pressure  diminishes,  as  the 
author  has  demonstrated  by  experiment,  and  the  symptoms  are  thereby 
relieved. 

To  prevent  misunderstanding,  the  author  wishes  to  say  that  he  has  arrived  at  the 
conviction  that  no  operation  or  any  other  means  has  hitherto  been  discovered  by 
which  a  perforation  made  in  the  tympanic  membrane  can  be  kept  permanently  open. 
It  may,  however,  be  maintained  so  for  a  certain  time,  provided  the  patient  remains 


'  "  Zur  Function  dcr  Chorda  Tympani."     Zeitschrift  fiir  Ohrenheilkunde,  ix.  Bd. 

^  "  Uebcr  den  Wcrth  der  Operationen,  die  den  Schnitt  dcs  Paukenfelles  erheischen.*' 
Allgemeine  Wiener  mcdicinische  Zeitung,  1880. 

'  "Die  Myringcctomie  als  Heilmittel  gegen  SchwerhOrigkeit  und  Ohrensausen."  Wiener 
allgemeine  medicinische  Zeitung,  1863  und  1864. — With  regard  to  the  history  of  this  operation, 
the  work  of  Martell  Frank  may  be  consulted,  "  Praktischc  Anleitung  zur  Erkenntniss  und 
Behandlung  der  Ohrcnkrankheiten,"  Erlangen,  1845;  ^^^  ^^^^  frequently  cited  treatise  ol 
Linckt;  and  the  first  edition  of  this  work,  p.  582. 


under  constant  observation  ;  and  in  this  way,  a  temporar)'  improvement  may  be 
brought  about,  If^  therefore,  the  above-mentioned  indications  be  present*  and 
the  conditions  fa vourabk',  the  operation  may  always  be  undertaken,  and  in  suitable 
cases  may  be  repeated. 

(b)  In  thkkenhig  or  in  calcification  of  the  membrane  when  there  is  much 

impairment  of  hearings  and  other  circumstances  do  not  preclude  a 
mitigation  of  the  subjective  symptoms  as  a  result  of  the  operation. 

If  even  Kard's  assertion  be  accepted,  that,  although  deafness  is  often  associated 
with  thickening  of  the  drum- membrane,  it  is  yet  seldom  due  to  this  condition.  It 
nevertheless  cannot  be  denied  that  with  a  high  degree  of  partial  or  total  thickening 
some  of  the  sound-waves  must  be  reflected,  and  consequently  that  the  hearing  may 
improve  if  an  improvement  can  be  brought  about  in  the  state  of  the  membrane.  Even 
should  a  renewal  of  the  excised  portion  take  place,  the  morbid  symptoms  may 
possibly  be  relieved*  since  a  cicatrix  is  always  thinner  than  a  thickened  membrana 
tympani. 

(c)  With  relaxation  of  the  tympanic  membrane^  or  possibly  with  cicatrices, 

if  the  morbid  subjective  symptoms  depend  upon  these  changes^  and  the 
operation  should  be  indicateii  by  the  results  of  the  examination  described 
at  page  516. 

Myringectomy  is  at  the  present  day  performed  only  with  the  galvano- 
cautery. 

The  author  has  for  some  years  employed  the  apparatus  devised  by  Voitolinit 
and  can  strongly  recommend  it  J  The  outer  case  (Fig.  142)  contains  a  glass  trough, 
filled  rather  more  than  half  full  with  a  solution  consisting  of  one  part  by  weight  of 
potassic  bichromate,  one  part  of  concentrated  odourless  sulphuric  acid,  and  ten 
parts  of  ordinary  water.  i 

When  the  outer  case  is  open,  as  in  the  drawing,  the  trough  is  raised  towards 
the  inner  lid  to  which  the  elements  are  fixed,  and  the  latter  thus  dip  in  the 
solution.  If  the  outer  lid  be  closed,  the  trough  sinks,  and  so  the  elements  arc 
left  uncovered  by  the  liquid.  The  inner  lid  with  the  attached  elements  may  be 
raised  and  removed  by  means  of  two  handles  shown  in  the  figure.  On  this  lid  also 
the  electrodes  are  fixed,  as  well  as  a  sliding  bar,  by  means  of  which  the  elements 
may  be  differently  combined.  Fig,  A^  represents  it  as  for  an  arrangement  of  ihei 
elements  **  simply  '*  or  ''  in  surface  "  :  the  slide  is  here  horizontal,  and  all  the  carbons 
are  connected  together  on  one  side,  all  the  zincs  on  the  other.  This  arrangement 
is  suitable  for  heating  Hat  platinum  points.  Fig.  S  shows  the  apparatus  when 
adjusted  for  a  *'  mixed  ''  arrangement,  *'  in  groups  *'  of  four  cells,  and  is  appropriate 
for  heating  round  wires.  The  clamp  on  the  side  of  the  case  is  for  fixing  the  Hd  in 
any  position  desired-  If  it  be  shut,  the  battery  is  at  once  placed  out  of  action,  Thei 
various  cautery  points,  with  their  common  holder,  are  well  known.  After  use,  the 
elements  should  be  removed  and  washed.      The  zinc  plates  should  likewise  be 


'  [II  vtras  first  made  in  a  highly  satisfactory  manner  by  Herman  Bradc  of  Brealati.     In 
Vienna   it  is  now  made  by  Reiner  and   Leiter.     This  apparatus  has  l»een  advantageously 
modified  by  Schall,  55,  Wigmore  Street,  W,     For  galvano-caustic   operations   the  editors  , 
prefer  an  accumulator  or  Arnald  IVoakes's  very  useful  and  convenient  Surgical  Tranafomieri 
Bupplied  by  the  same  maker.    The  employment  of  such  secondary   batteries  is,   howcverpj| 
practicable  only  in  lari^e  towns,  where  there  is  a  constant  electric  supply]. 
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re-amalgamated  from  time  to  time  (every  six  to  eight  weeks).  For  this  purpose 
the  brass  screws  on  the  lid  to  which  the  elements  are  fixed  should  be  unscrewed,  the 
plates  taken  away,  and  placed  in  a  vessel  containing  some  dilute  sulphuric  acid  (i  to 
7  or  10);  then  some  quicksilver  is  poured  over  them.     To  incorporate  this  more 

Fig.  142. 


intimately  with  the  zinc,  it  may  be  rubbed  in  with  a  brush.  When  the  plates  have 
been  well  amalgamated  they  should  be  washed  with  water,  and  allowed  to  remain 
for  some  time  in  a  vessel,  so  that  the  excess  of  quicksilver  may  drain  off. 

With  regard  to  the  particular  part  of  the  tympanic  membrane  to  be 


burnt  avvayi  this  may  generally  be  decided  by  a  ccnsideration  of  the 
objective  appearances.  With  partial  relaxations,  the  flaccid  portion,  and 
in  cases  of  thickening,  the  part  manifesting  this  alteration,  should  be 
destroyed.  If  it  be  indifferent  in  what  situation  the  cauterisation  should 
be  made,  it  will  be  best  to  select  the  posterior  segment  of  the  membrane,^ 
as  reunion  takes  place  less  readily  in  this  region. 
The  mode  of  operation  should  be  as  follows  : — 
A  careful  examination  of  the  membrane  having  been  made  in  order  to 
decide  upon  the  site  of  the  operation  as  well  as  the  size  and  shape  of  the 
portion  to  be  destroyed,  a  cautery  point  should  be  chosen  and  adjusted  so 
as  to  correspond  with  this.  It  should  be  bent  over  at  a  right  angle  with 
the  axis. 

The  apparatus  should  then  be  tested  to  see  w^hether  it  is  in  proper 
working  order.  As  wide  a  speculum  as  possible  is  now  introduced  into 
the  auditory  canal,  and  the  tympanic  membrane  illuminated  by  means  of 
the  forehead  mirror.  The  operator  fixes  the  speculum  with  his  left  hand, 
and  with  his  right  hand  he  introduces  the  cautery  point,  and  brings  it  quite 
near  the  part  which  it  is  proposed  to  burn  out.  This  being  done,  the  patient 
is  instructed  to  inflate  his  ear  by  the  Valsalvan  process,  or  an  assistant 
employs  the  air-douche,  so  that  the  membrane  is  bulged  out  towards  the 
canal.  The  knob  on  the  cautery  handle  is  now  pressed,  and  the  membrane 
burnt  through  in  the  manner  desired. 

The  pain  of  the  operation  is  usually  very  severe,  but  it  is  experienced 
only  at  the  moment  of  cauterisation.  As  soon  as  this  is  completed,  the 
pain  likewise  ceases.  No  haemorrhage,  as  a  rule,  follows,  or  at  most  it  is 
only  trifling. 

The  a/kT'treahiuttt  is  In  general  to  be  directed  in  accordance  with  the 
aim  of  the  operation.  The  aperture  in  the  membrane  can  unfortunately 
but  seldom  be  maintained  permanently  open.  So  long  as  the  patient 
remains  under  observation,  this  may  be  accomplished  in  various  waj's; 
but  when  he  is  then  left  to  himself,  the  opening  almost  invariably  closes 
up  after  a  longer  or  shorter  time.  As  already  mentioned,  howeveri  in 
discussing  the  indications  for  the  operation,  it  is  not  always  requisite  to 
maintain  an  opening ;  while  in  other  cases  this  is  desirable,  so  that  ibe 
after-treatment  will  differ  ia  different  instances. 

Cnder  all  circumstances  it  is  advisable  to  use  antiseptic  precautions 
and  to  ob\'iate  as  far  as  possible  the  tendency  to  inflammation.  The 
auditory  canal  should  be  filled  with  iodoform-gauze,  and  the  patient 
cautioned  against  all  injurious  influences. 

If  it  be  desired  to  keep  the  aperture  open,  the  air-douche  should 
be  frequently  used,  and  the  edges  freed  also  by  means  of  a  blunt  probe 
previously  dipped  in  a  carbolic  solution,  as  soon  as  the  wound  shows 
signs  of  contracting.     If  this  manoeuvre  be  practised  every  day^  or  ev*ery 
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other  day,  the  aperture  in  the  membrane  may  be  kept  open  for  years.* 
This,  however,  necessitates  the  patient  always  remaining  under  the 
observation  of  the  surgeon,  which  is  not  always  practicable.  It  follows 
that  the  least  favourable  results  ensue  in  those  cases  in  which  the  operation 
aims  at  the  production  of  a  permanent  opening. 

The  chances  of  success  are  better  when  the  operation  has  been 
undertaken  on  account  of  a  thickening  or  a  relaxation  of  the  drum- 
membrane.  In  such  cases,  the  amelioration  of  the  symptoms  may 
continue  after  closure  of  the  aperture ;  since,  as  previously  mentioned, 
the  conducting  capacity  of  the  membrane  may  be  improved  by  the 
presence  of  a  cicatrix,  and  other  objective  changes  may  also  be  favourably 
influenced. 

The  older  aural  surgeons  devised  various  methods  with  the  view  of  keeping 
permanently  open  an  artificial  aperture  in  the  drum-head,  but  all  without  any 
success,  as  sho>\Ti  by  the  history  of  the  operation  {I'ide  the  previously  quoted 
works  of  Martell  Frank  and  Lincke),  Frank  states  that  he  inserted  small  gold 
cannula;  in  the  opening,  and  P,  H.  Wolff  recommended  for  the  same  purpose 
small  indiarubber  tubes  {vide  his  appendix  to  Lincke' s  Text-book  of  Otology^ 
1845).  Phiiippeaux  *  mdi^e  use  of  caoutchouc  bougies,  and  the  author  employed 
small  pieces  of  laminaria  fastened  to  long  threads.  All  these  contrivances 
failed.  Poii/zer^  tried  anew  to  attain  the  desired  object  by  inserting  small  india- 
rubber  '*  eyelets  *'  fastened  to  a  thread,  but  again  without  result.  Bonnafont^  met 
with  no  better  success  with  his  aluminium  "eyelets,**  which  he  introduced  into  the 
aperture  with  the  aid  of  a  small  special  cannula.  These  foreign  bodies  not  unfre- 
quently  increase  the  inflammation  ;  and  they  always  escape  from  the  opening  in  the 
membrane,  without  preventing  cicatrisation. 

Voliolini^  likewise  failed  in  endeavouring  to  keep  the  aperture  open  by  placing 
a  thin  ring-shaped  gold  or  aluminium  tube  round  the  malleus  and  leaving  it  there. 
This  tube  also  became  displaced,  upon  which  the  incisions  made  for  the  ring  in 
front  of  and  behind  the  hammer  healed  up  very  rapidly.  Von  Troltsch's  proposal 
to  cut  a  triangular  flap  in  the  membrane,  push  it  in  towards  the  tympanic  cavity, 
and  allow  it  to  adhere  there,  was  rational,  but  meets  with  insurmountable  obstacles 
in  execution. 

Sphyrotomy,  proposed  by  Wreden  *  as  promising  a  greater  probability  against 
the  reunion  of  the  tissues,  on  account  of  the  simultaneous  resection  of  the  malleus  ; 
as  well  as  the  later  attempt  to  prevent  union,  by  removal  of  a  part  of  the  bordering 
osseous  wall  of  the  auditory  canal  together  with  the  portion  of  the  membrane, 
were  both  equally  unsuccessful.  We  are  thus  still  dependent  upon  the  air- douche 
and  the  employment  of  the  probe,  as  before  described,  as  the  only  means  by  which 


'  In  one  case  the  author  was  able  to  demonstrate  to  his  students  an  artificial  opening 
which  had  been  made  three  years  before.  [The  patient  was  seen  several  times  by  the 
translator]. 

^  Gazette  medicale  de  Lyon,  Septembre,  1863. 

*  *'  Ucbcr  ein  Verfahren  zum  Offenhalten  kOnstlicher  PerforationsOffnungen  im  Trommel- 
felle."     Wiener  mcdicinische  Wochenschrift,  1868. 

*  "  Note  sur  un  cas  de  surdity  ancienne  gueri  par  un  nouveau  procede  de  la  trepanation 
du  tympan."    Ann.  des  Mai.  de  TOreillc,  1877. 

*  "  Ueber  eine  neue  Operation  am  Trommelfelle  zur  Vcrbesserung  des  HOrvermOgens." 
Monatsschrift  fiir  Ohrcnheilkunde,  viii.  Jahrg. 

*  "  Sphyrotomie,  ein  neues  operatives  Verfahren  gegen  gewissc  Falle  von  Taubheit  und 
Ohrensauscn."     Monatsschrift  fOr  Ohrcnheilkunde.,  I  Jahrg.,  Nr.  2. 


a  perforation  can  be  kept  open— so  long,  that  is,  as   the  patient   remains  under 
observation,     Faquet  performed  myringectomy  in   the  posterior  segment  of  the 
membrane,  together  with  tenotomy  of  the  tensor  tympani,   in  two  patients.     The  i 
operation  is  said  to  have  been  successful  in  both  cases  (Intemat.  Med.  Congress  J 
in  London :  Report  of  the  Otological  Section). 

5.  Separation  of  Abnonnal  Adhesions  of  the  Tympanic  Membrane  and 

of  the  Auditor}'  Ossictes  {Synechotomia). 

Division  of  abnormal  adhesions  of  the  tympanic  membrane  and  of 
the  auditory  ossicles  has  in  many  cases  been  attended  with  brilliant 
results,  in  regard  both  to  improvement  in  the  hearing  power  and  mitigation 
of  the  subjective  auditory  sensations.  It  may  not  unfrequently  be  accom- 
plished by  the  use  of  the  air-douche  ;  and  when  this  fails,  section  of  the 
tissues  which  bring  about  the  adhesion  is  indicated.  The  synechotome 
of  IVredettf  represented  in  Figs.  102-6,  is  a  convenient  instrument  for 
separating  adhesions  of  the  membrane  with  the  inner  wall  of  the  tympanum. 
It  is  introduced  into  the  latter  cavity  after  incising  the  membrane  with  the 
myringotome,  and  the  connecting  tissue  is  then  divided.  Efforts  to  prevent 
reunion  must  be  made  by  subsequent  employment  of  the  air-douche, 
though  this  does  not  always  succeed. 

Irregular  adhesions  of  the  ossicles,  especially  between  the  handle  of 
the  malleus  and  the  descending  process  of  the  incus,  may  sometimes  be 
diagnosed  with  accuracy,  and  separated  by  the  myringotome.  Neverthe- 
less, the  author  has  never  seen  a  successful  result  from  the  operation, 
probably  on  account  of  the  presence  of  other  and  more  important  morbid 
changes.  Possible  adhesions  of  the  ossicles,  other  than  those  alluded  to, 
are  difficult  of  diagnosis,  and  consequently  are  not  often  the  subject  of 
operative  treatment. 

6.  Division  of  the  Tendon  of  the  Tensor  Tympani  Muscle  ( Tenatomia 

muscuii  tens,  tyntp.), 

Tentonomy  of  the  tensor  tympani,  first  performed  by  IVeber-Liel,  must 
be  counted  amongst  those  operations  which  have  not  only  maintained  their 
position  in  aural  surgery,  but  of  which  the  indications  have  certainly 
undergone  an  expansion.  In  his  communication  ^  dealing  with  this  subject, 
Weber-Liel  enumerates  the  different  conditions  which  may  seem  to  call  for 
the  operation,  and  to  which  Hyrti  had  already  drawn  attention  in  his  text- 
book of  topographical  anatomy.  He  there  describes  the  instruments  he 
employed,  and  also  his  method  of  procedure.  Notwithstanding  the  previous 
publication  of  some  cases  which  had  been  operated  upon  by  him  with  good 
results,  the  report  of  another  series  of  cases  by  Carl  Frank '  shortly  after 


'  "  Uebcr  die  Zwccke,  die  Wirkiini^,  tmd  die  AusfGhmng  der  Tenotomie  dcs  Bl.  tensor 
tympani/*     Monat»schrift  filr  Ohrrnhtilkundc,  1872. 

'  **  Die  Tenototnic  dcs  Tensor  tvmpunL"     Monatsschrift  ftir  Ohrenheilkuude,  vL  Jahrg^ 

1872. 


the  appearance  of  IVedcr-Lkrs  papier,  in  which  Ihe  measure  likevi^se  proved 
satisfactory,  as  well  as  similar  communications  from  other  sources  ( Lawrence 
Titrrtljtii/,  Gn4/M'r,  Ponteroj^  and  others),  the  operation  nevertheless  found 
its  opponents. 

Though  the  author  appreciates  all  the  arguments  which  have  been 
raised  against  the  proceeding,  and  would  not  support  it  upon  vague  indi- 
cations, he  still  considers  that  a  perfectly  good  ground  for  its  performance 
exists  in  a  shortening  of  the  tendon.  How  this  shortening  is  brought 
about,  what  symptoms  it  may  induce,  and  how  these  are  to  be  recognised, 
have  been  sufficiently  discussed  in  the  previous  chapters. 

This  indication  is  on  all  hands  admitted  to  be  quite  rational  ;  yet  a 
hesitation  in  undertaking  the  operation  is  manifested,  from  the  belief  that 
the  co-existing  morbid  changes  which  are  present  may  frustrate  the  aim 
of  the  procedure,  and  also  that  upon  reunion  of  the  divided  extremities 
of  the  tendon,  the  old  condition  might  return.  In  the  author  s  opinion, 
these  objections  may  be  easily  refuted. 

In  the  first  place,  the  presence  of  other  pathological  changes  may 
be  more  or  less  easily  diagnosed*  If,  then,  they  should  be  of  such  a 
kind  as  not  to  permit  an  improvement  even  with  a  perfectly  successful 
tenotomy,  the  circumstance  must  be  accounted  a  contra-indication  of  the 
operation.  It  may  be  suggested  that  we  are  not  always  in  a  position  to 
diagnose  with  accuracy  during  life  the  existence  of  possible  changes  other 
than  the  shortening  of  the  tensor  tendon.  That  of  course  is  true ;  but 
we  possess  a  method  of  examination  by  which  it  may  be  determined 
approximately  whether  or  not  the  contraction  of  the  tendon  contributes 
towards  the  production  of  the  morbid  symptoms.  This  method  consists 
in  the  employment  of  the  air-douche.  Should  a  temporary,  if  only  an 
extremely  short,  improvement  ensue  upon  its  application,  and  all  other 
modes  of  treatment  have  been  previously  tried  without  benefit,  it  will  be 
quite  proper  to  perform  tenotomy  of  the  tensor  tympani. 

The  author  is  perfectly  aware  that  in  such  cases  the  amelioration  is 
not  always  attributable  to  the  momentary  stretching  of  the  tendon,  but 
may  depend  upon  other  objective  changes  produced  by  the  inflation. 
Considering,  however,  that  no  certainty  on  this  point  can  be  arrived  at, 
and  that  the  division  of  the  tensor  tendon  involves  no  injurious  conse- 
quences^— as  is  now  proved  by  a  large  number  of  observations, — whilst, 
on  the  other  hand,  a  continuance  of  the  contraction  induces  a  constant 
aggravation  of  the  symptoms,  the  performance  of  the  operation  under  such 
circumstances  will  be  not  only  justifiable,  but  almost  obligatory. 

The  objection  concerning  the  reinstatement  of  the  previous  condition 
after  reunion  of  the  cut  ends  of  the  tendon,  has  still  less  foundation. 
After  section,  the  extremities  become  separated  from  one  another,  and  the 
separation  is  more  pronounced  when  the  tendon  is  retracted,  on  account 
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of  its  increased  tension.  If  reunion  then  occur,  this  is  brought  about 
through  interstitial  tissue,  by  which  means  the  tendon  becomes  more 
elongated. 

It  has  been  supposed  that  in  cases  in  which  the  tenotomy  has  been 
successful,  a  simple  myringotomy  would  possibly  have  proved  equally 
efficacious.  This  may  perhaps  be  correct  in  many  instances ;  and  the 
author  has  therefore,  in  nearly  all  his  cases,  actually  performed  a  simple 
paracentesis  as  a  preliminary  to  division  of  the  tendon.  He  is,  however, 
convinced  that  the  latter  operation  is  beneficial  in  certain  cases  where 
simple  incision  of  the  membrane  is  useless.  It  is  clear  that  under  ordinary 
circumstances,  a  definite  prognosis  cannot  always  be  given.  It  would, 
nevertheless,  be  a  mistake  entirely  to  relinquish  the  procedure. 

The  operation  is  performed  by  the  author  with  his  tenotome,  which 
was  also  employed  by  Weber-LieL  The  instrument  has  been  modified  by 
Hartmann  ;  ^  but  the  author  does  not  consider  this  modification  to  be  an 
advantage,  as  the  tendon  is  not  thereby  divided  with  greater  certainty, 
while  the  instrument  is  more  difficult  to  manage  on  account  of  its 
complicated  curvature.  Franks  Schivartze^^  and  many  others  have  likewise 
devised  special  instruments  for  tenotomy ;  but,  so  far  as  is  known  to  the 
author,  they  are  but  little  used. 

The  preparations  for  the  operation  are  the  same  as  for  myringotomy. 
The  head  being  fixed,  and  the  tympanic  membrane  well  illuminated,  the 
tenotome  is  introduced  into  the  auditory  canal,  with  its  concave  surface 
directed  forwards  if  the  incision  is  to  be  made  behind  the  handle  of  the 
malleus  ;  or  with  the  concavity  backwards,  if  the  incision  is  to  be  made  in 
front  of  the  hammer.  The  membrane  is  then  pierced  immediately  in  front 
of  or  behind  the  handle  of  the  malleus  at  about  the  level  of  its  upper  third. 
The  instrument  having  penetrated  into  the  tympanic  cavity,  the  handle 
of  the  malleus  is  clasped  by  its  concave  surface,  and  an  incision  made 
upwards  parallel  with  the  handle,  so  as  to  divide  the  tendon,  which  runs 
from  within  outwards  obliquely  through  the  tympanum.  In  this  division, 
if  the  membrane  has  been  pierced  behind  the  handle  of  the  malleus,  the 
point  of  the  instrument  should  be  directed  farther  forwards  than  when  the 
membrane  is  pierced  in  front  of  it,  because  the  tensor  tendon,  in  crossing 
the  tympanum,  sometimes  runs  a  good  deal  forwards  from  the  malleus. 
At  the  same  time,  the  precaution  should  be  taken  of  somewhat  lateralising 
the  edge  of  the  instrument  by  turning  the  point  a  little  upwards,  in  order 
to  avoid  a  possible  injury  to  the  wall  of  the  carotid  canal  in  front.  The 
edge  of  the  tenotome  should  be  carried  above  the  level  of  the  short  process, 
and  afterwards  also  somewhat  downwards,  so  as  to  make  sure  of  dividing 


'  "Uebcr   die   Opcrationsmethoden   dcr  Tenotomic  des  Tensor  tympani."     Archiv  far 
Ohrenheilkunde,  xi.  Bd. 

*  **  Zur  Tenotomie  des  Tensor  tympani."    Archiv  fiir  Ohrenheilkunde,  xi.  Bd. 
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any  fibres  of  the  tendon  which  may  possibly  be  inserted  below  the  level 
at  which  the  membrane  was  penetrated. 

The  spot  at  which  the  membrane  should  be  pierced  will  be  determined 
chiefly  by  the  configuration  of  the  external  auditory  canal.  It  is  generally 
more  certain  to  penetrate  in  front  of  the  malleus.  In  many  instances, 
however,  the  convexity  of  the  anterior  wall  of  the  auditory  canal  is  so 
considerable  that  the  anterior  segment  of  the  membrane  is  hidden,  and 
consequently  the  tympanic  cavity  must  be  entered  through  the  posterior 
segment. 

Section  of  the  tendon  is  usually  accompanied  by  a  short,  abrupt 
sound ;  and  this,  taken  in  connection  with  the  cessation  of  the  re- 
sistance offered  to  the  instrument,  will  point  to  the  success  of  the 
operation.  To  make  sure  of  this,  a  synechotome  may  be  introduced 
through  the  opening  in  the  membrane,  and  the  short  shank  run  up  and 
down  the  handle  of  the  malleus.  If  a  portion  of  the  tendon  should  remain 
undivided,  and  thus  oppose  the  movement,  the  operation  may  be  completed 
with  this  instrument.  There  is  as  a  rule  no  haemorrhage  worth  mention- 
ing ;  and,  if  cocaine  has  been  previously  applied  to  the  membrane,  the 
pain  may  likewise  be  reduced  to  a  minimum  in  many  cases. 

The  subsequent  treatment  is  the  same  as  after  myringectomy.  The 
air-douche,  however,  should  be  used  very  frequently  after  tenotomy,  in 
order  to  counteract  the  tendency  to  reunion  of  the  divided  ends  of 
the  tendon. 

The  result  of  the  operation  is  very  variable.  The  author  performs 
it  only  upon  the  indication  before  mentioned,  and  in  some  cases  with 
considerable  benefit,  especially  as  regards  the  subjective  auditory  sensa- 
tions. In  many  instances  these  entirely  disappeared,  while  in  others  they 
became  diminished.  The  vertigo  was  completely  lost  in  certain  cases 
{Weber-Liel^  De  Rossi),  Upon  the  acoustic  faculty,  however,  the  effect 
was  less  striking.  As  a  rule  no  improvement  in  this  respect  followed 
the  operation  ;  and  even  in  the  rare  cases  in  which  the  patient  did  hear 
better,  the  hearing  distance  was  only  increased  by  a  few  centimetres.  It 
must  nevertheless  be  admitted  that,  even  when  the  above  indication 
was  present,  the  operation  was  sometimes  fruitless.  The  author,  on  the 
other  hand,  has  never  seen  serious  consequences  follow  upon  tenotomy^ 
though  in  very  rare  cases  a  purulent  inflammation  has  subsequently  been 
set  up.  He  has  therefore  arrived  at  the  conviction  that  when  the  indication 
alluded  to  exists,  and  other  less  radical  methods  of  treatment  have  proved 
ineffectual,  the  measure  should  be  undertaken  after  the  patient  has  been 
made  thoroughly  acquainted  with  its  nature.  Even  if  a  satisfactory  result 
had  been  hitherto  recorded  in  only  a  few  instances,  the  proceeding  would 
still  be  justified  on  the  ground  of  the  amelioration  which  may  be  brought 
about  in  respect  of  the  severe  subjective  symptoms. 


I 


7.  Division  of  the    Tendon   of  the  Siapedins  .\fHscIe,      Separa/fon  of  ike 

Incus-Stapes  Articu/aiwn,     Mobilisation  of  the  Stapes^  ^^ 

The  attempl   to   remedy  a  condition  of  diminished  mobility  of  the^^ 
stapes  by  operation,  was  made  in  the  first  instance  by  Kessr/,^  upon  the 
basis   of  experiments  made   by  him   upon   pigeons,  in  connection    with 
removal  of  the  columella  and  escape  of  the  labyrinthine  fluid.      The  birds 
aftenrards  exhibited   neither  vertigo  nor   disturbances  of  co-ordination  • 
carriage  of  the  head,  fl>ing>  and  walking  were  perfectly  normal.     During 
the  first  eight  days  of  the  three  weeks  during  which  the  animals  were 
under  observation,  there  was  no  response  to  ordinary  stimuli,  though  the 
acoustic  capacity  subsequently  returned ;  the  fenestra  ovalis  having  become 
covered  over,  as    Kessel   supposes,  by   a   membranous    structure.      The 
removal   of  the   columella  having   thus  been   followed  by  less  injurious 
consequences  than  had  been  expected,  he  determined  upon  the  introduction 
of  surgical  treatment  of  the  stapes  and  its  muscle  in  man  ;  and,  according 
to  his  communications,  with  beneficial  results. 

The  operative  measures  to  be  here  considered  are : — Tenotomy  of  the 
stapedius  muscle;  separation  of  the  incus  from  the  stapes;  and  separation  of 
ahwrtNal  connections  of  the  stapes  ttself  The  diagnosis  of  the  morbid 
changes  which  call  for  these  procedures  is  unfortunately  less  satisfactorv 
than  could  be  desired  ;  and  consequently  their  performance  can  only  be 
undertaken  with  some  hesitation  on  the  part  of  the  conscientious  surgeon. 
It  can  yet  scarcely  be  doubted  that  they  will  be  included  in  the  category 
of  estabh'shed  aural  operations  in  this  region  at  no  distant  date* 

With  reference  more  particularly  to  tenotomy  of  the  stapedius  muscle 
benefit  may  be  looked  for  from  the  operation  only  when  the  foot  of  the 
stapes  is  not  completely  ankylosed.  The  determination  of  the  degree  of 
mobility  of  this  bone  by  tactile  examination  alone  is  certainly  not  easy 
in  all  cases,  and  Schwartze's  statement  as  to  the  occurrence  of  an  auditory 
sensation  on  pressure  upon  the  head  of  a  movable  stapes,  is  likewise  not 
invariably  true.  All  things  considered,  the  author  believes  that  an  accurate 
prognosis  after  a  tenotomy  of  the  stapedius  muscle  is  still  more  dilHcult 
than  with  that  of  the  tensor  tympani,  and  that  for  the  present  the  pro* 
cedure  must  be  regarded  as  "  remedium  anceps,"  which  in  cases  where  all 
other  modes  of  treatment  have  failed  is,  however,  always  '*  melius  quam 
nullum." 

The  operation  can  of  course  only  be  performed  when  the  tendon  can 

'  "Ucbcr  die  Durchschncidung  dcs  Stciitbiigclinuskcis  bcim  Mcnschen,  und  obcr  dir 
EKlractioD  dc*  SteigtUgcls,  reap,  dtr  ColumcUji  btt  Thierer."  Archiv  fiir  Ohrenh«-ilki:tT^r 
xu  Bd. 
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be  seen.     It  is  to  be  simply  divided  with  the  myringotome.     The  after- 
treatment  should  be  antiseptic. 

Urbantschitsch  ^  reports  two  cases  operated  upon  with  success.  The  author 
has  in  several  cases  divided  a  greatly  thickened  tendon  on  account  of  very  severe 
tinnitus,  but  without  effect — perhaps  because  the  foot  of  the  stapes  was  too  firmly 
fixed.  There  was,  however,  nothing  to  indicate  an  operation  in  the  vicinity  of  the 
foot,  as  an  abnormal  fold  or  band  could  nowhere  be  recognised,  and  the  author 
has  never  been  able  to  resolve  upon  an  operation  on  the  ligamentum  obturatorium 
without  being  thoroughly  convinced  that  it  was  called  for  by  some  actual  objective 
change. 

[Boucherofi  ^  communicates  the  results  of  mobilisation  of  the  stapes  in  cases  of 
compression  of  the  labyrinth  (otopiesis) — upon  which  certain  grave  cases  of  deafness 
are  principally  dependent.  The  results  of  other  procedures — e.g.,  perforation  of  the 
membrana  tympani,  myringectomy,  tenotomy  of  the  tensor  tympani,  dislocation  or 
removal  of  the  chain  of  auditory  ossicles — he  considers  too  inconstant  to  render  them 
usual,  as  are  operations  for  cataract  and  glaucoma  for  the  eye. 

Mobilisation  of  the  stapes,  on  the  other  hand,  he  believes  to  give  more  frequent  and 
more  satisfactory  results  than  the  preceding,  judging  from  the  first  thirty-five  cases 
in  which  he  has  performed  the  operation.  Boucheron  holds  the  procedure  to  be 
without  danger,  and  comparable  on  the  one  hand  to  the  operation  for  glaucoma — 
in  relieving  the  pressure  on  the  nerve  ;  and  on  the  oth^r  hand  to  that  for  cataract — 
in  removing  an  injurious  mechanism. 

No  accident  occurred  in  the  thirty-five  cases  mentioned,  except  some  insignifi- 
cant cases  of  otorrhcea,  and  that  in  some  the  chorda  tympani  was  divided  with  the 
result  of  temporary  loss  of  taste  in  the  corresponding  half  of  the  tongue. 

As  a  rule  the  hearing  power  for  ordinary  conversation  was  doubled  or  trebled, 
and  when  the  deafness  was  of  moderate  intensity  and  duration,  there  was  a  very 
marked  amelioration  in  two- thirds  of  the  cases,  and  the  improvement  was  immediate. 
Boucheron  cites  two  cases  as  examples,  and  gives  the  following  indications  for 
the  operation  if  the  function  of  the  auditory  nerve  be  unaffected  : — 

1.  Certain  cases  of  progressive  hereditary  deafness,  with  intermittent  obstruc- 
tion of  the  Eust.  tube  and  sclerosing  contraction  of  the  ligaments  of  the  ossicles. 

2.  Certain  cases  of  deafness  with  vertigo  and  humming  tinnitus  (Meniere's 
symptoms). 

3.  Certain  cases  of  infantile  deafness,  leading  to  mutism. 

4.  Certain  cases  of  progressive  senile  deafness. 

5.  Certain  cases  of  paracusis  Willisii.'] 

[8.  Excision  of  the  Drum- head  aftd  Auditory  Ossic/es.'] 

[Excision  of  small  pieces  of  the  tympanic  membrane — trephining  of  the  drum- 
head, as  it  was  termed — was  practised  by  surgeons  for  the  improvement  of 
defective  hearing  as  far  back  as  the  beginning  of  the  present  century.  The  opera- 
tion was  performed  without  much  discrimination  of  cases,  and  such  improvement 
as  occasionally  followed  was  speedily  lost  owing  to  the  rapid  closure  of  the  artificial 
opening.  Large  pieces  were  then  removed,  with  instruments  specially  devised  for 
the  purpose,  by  Him/y,  Kern,    Von  Grae/e,  Fabrizi,  Alazzoni,  Deleau^  Linke^ 

'  "Zwei  Falle  von  Durchtrennung  der  Sehne  dcs  Steigbiigelmuskels  am  Menschen." 
Wien<;r  mcdicinische  Pressc,  1877. 

'■'  [Comptes  Rendus  de  I'Academie  des  Sciences,  1888.] 

'  \Vidc  Politzer's  "  Lehrbuch  der  Ohrcnheilkunde  f(ir  practische  Acrzte  und  Studirende.'* 
Stuttgart,  1893,  P-  270.] 
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Mar  tell  Franks  and  others.  The  results  of  the  procedure  were  so  unsatistaciun' 
that  it  was  abandoned  and  almost  forgotten  till  it  was  revived  and  placed  on  a 
scientific  basis  by  Grubtr  in  1865**  Having  illuminated  the  field  of  operation  with 
reflected  light,  he  cut  away  large  pieces  of  the  tympanic  membrane  with  a  knife  like 
a  tenotome,  selecting  by  preference  the  posterior  upper  quadrant  By  suitable  after- 
treatment  Grtiber  succeeded  in  keeping  the  opening  patent  for  a  long  time.  He 
called  his  operation  *'  myringectomy,**  and  though  he  did  not  remove  the  ossicles,  he 
laid  down  indications  for  the  excision  of  the  drum-head  which  hold  good  for  removal 
of  the  malleus  and  incus  also.  A  few  years  later  Wredrn '  went  a  step  farther, 
and  excised  the  handle  of  the  malleus  together  with  the  drum -head,  thinking  that  in 
this  way  the  membrane  would  be  deprived  of  nourishment,  and  that  thus  its  restora- 
tion would  be  prevented;  in  this,  however,  he  was  mistaken.  In  1873  Sc^vcartzf* 
excised  the  drum-head  and  the  whole  of  the  malleus  in  a  case  of  sclerosis  of  the 
mucous  membrane  of  the  tympanic  cavity  ;  and  in  1877  AVjjr/*  removed  the  entir 
tympanic  membrane  with  the  malleus  and  incus.  The  object  of  the  procedure  was' 
the  ventilation  of  the  tympanic  cavity  through  the  external  auditory  meatus  and 
the  mobilisation  of  the  stapes,  in  a  case  of  occlusion  of  the  Eustachian  tube  following 
syphilitic  ulceration.  The  result  of  the  operation  was  that  linnitus,  which  had  been 
very  troublesome,  ceased,  and  the  hearing  power  for  ordinary  speech  increased  fromj 
10  centimetres  to  Jo  metres.  In  1881  Luca^  ^  recorded  25  cases  of  chronic  sclerosing 
middle-ear  catarrh,  in  which  he  had  removed  the  drum-head  and  one  or  both  ossicle^ 
and  in  18S3  he  published'  a  full  report  embodying  his  experience  of  the  opcratiool 
up  to  that  date.  He  had  performed  it  53  times  on  47  patients,  six  times  on  both  ears. 
LuccR  seems  to  have  been  so  dissatisfied  with  the  results  of  the  operation  that  he 
practically  abandoned  it.  Several  cases  of  excision  of  the  drum-head  and  malleus, 
both  in  suppurative  and  in  sclerotic  conditions  of  the  tympanic  cavity,  were  after- 
w*ards  recorded  by  Krctschmafin  *  and  Siacke?  In  1886  Scxton^'^  without  knowledge, 
as  he  states,  of  the  work  previously  done  in  the  same  field  elsewhere,  excised  the 
drum-head  together  with  the  malleus  and  the  incus  in  a  case  of  otorrhcra  of  several 
years*  duration.  Since  that  time  he  has  operated  in  the  same  way  in  numerou 
cases^  both  of  suppurative  disease  and  sclerosis.  Among  others  who  have  perforroe 
the  same  operation  may  be  mentioned,  C  H.  Burnett}^  CoiIef\^*  Ludtwig^,^^  Ltu^^ 
Dench,''^ Richardson,''^  Le  Mond,''  G,  J/.  if/a^>{"J*and  De  RossiV*     Gri*neri^hK% 


»  "Prakt.  Anlcitung  zur  Erkcnntniss  und  Bchandlung  der  Ohrcnkrankheiten."     1845. 

*  *'  Die  Myringectomic  als  Heilmittcl  gcgcn  Schwerborigkeit  uod  ObrensBtiaen.**     Wicti* 
allg.  med.  Zcitung,  No.  39-43»  1863^  and  No.  13^  16,  19,  23  and  24,  1864. 

•  Monats!M:hr.  f.  Ohrcnheilk..  »,,  No,  2, 

•  *'  Die  chirurgischen  Krankheiten  des  Ohres."  Stuttgart,  18S5, 

*  '•  Ucber   das    Mobilisircn    dcs    SteigbOgels    durch    Ausschnddcn    dcs  TrommclfcUfV 
Hammers  und  Amt>ossctJ  bci  Undurchgingigkcit  der  Tuba.*'     Arch.  f.  Ohrcnheilk.,  niii.  v. 

"  Arch.   f.   Ohrcnheilk.,   xix.,  p.   75.     [N.B.— Sexton  gives  this  reference  as  "Arch,  t 
Ohrcnheilk.,  vol.  xvu.  (1881).'*] 
'  Arch.  i.  Ohrenheilk.,  xjtii. 

*  Bencht  Ubcr  die  Th^Hgkett  der  kOnigl,  UniversitAts  Ohrcnkllmk  zu  Halle  \m  Jahrc 
1885.     Arch,  f  Ohrcnheilk.,  xxii.     Sec  also  a  later  paper  by  Kretschmann,  *&«/.,  xjtv. 

■  Arch  f.  Ohrcnheilk.^  xxvi. 

•  ♦H'hc  Ear  and  its  Di&eases,"  New  York,  1888,  pp.  367-68. 
'*  Med.  News  (Philadelphia),  Nov.  2,  1S89  ;  also  Journ.  Amer.  Med.  Assoc,  Sept.  2^  1891. 
'=  Deutach.  med.  Wochenschrift,  No,  j8,  1889. 
"  Arch.  f.  Ohrcnheilk.,  xxix. 
'*  Arch.  Intemat.  dc  Laryngologie,  No.  5,  tSgt. 
**  Arch,  of  Ololog>%  vo!.  xx.,  1891,  p.  13,  *i  s*f, 
*■  Arch,  of  Otology,  vol.  xxi.,  1892,  p.  273,  €t  stq, 
*'  Gro*3  Med.  Coll,  Bnllctin,  vol.  l.  No.  i,  Feb.  1893. 
"  Med.  News  (Philadtlphiu),  April  15,  1893, 
"  Archivio  Italiano  di  Otologia^  April  1893. 
^  Arch.  f.  Obrenhcilk.,  xxxtii. 


taken  great  pains  to  sift  and  wei^h  statistics  with  the  object  of  arriving  at  a  definite 
conclusion  as  to  th<?  results  to  be  expected  from  the  operation.  Excision  of  the  drum- 
head and  ossicles  formed  the  subject  of  a  debate  in  the  Se<:tion  of  Otology  at  the 
Tenth  International  Congress  held  in  Berlin  in  August  i8go,  in  which  Stackc,  Sexton, 
Luces  ^  Kesseit  Lowe,  Bishop  (of  Chicago),  and  others  took  part  J  It  was  also 
discussed  by  Polo^  liliot,  Lubet-Barbon^  Moure^  and  others  at  the  French  Congress 
of  Otology  held  in  Paris  in  May  of  the  present  year.*  The  whole  subject  has  been 
exhaustively  dealt  with  by  Gomperz^  in  an  elaborate  paper,  to  which  the  reader  is 
referred  for  fuller  information  than  can  be  given  in  a  text-book. 

As  Sexton^ s  name  is  now  more  closely  associated  with  excision  of  the  drum- 
head and  ossicles  than  that  of  any  other  operator,  the  editors  think  it  well  to 
subjoin  a  description^almost  in  his  own  words — of  his  method  of  procedure,* 
When  the  operation  is  undertaken  ff>r  the  cure  of  suppurative  disease,  the  patient 
is  placed  on  his  back  on  a  table  so  constructed  that  the  head  can  be  raised  to  a 
convenient  height  for  the  operator,  who  is  seated  at  the  patient's  head.  An  anaes- 
thetic (generally  the  A.  C.  E.  mixture)  having  been  administered,  and  the  field  of 
operation  being  illuminated  by  means  of  an  electric  lantern  devised  by  Sexton 
himself,^  the  membrana  tympani  is  transfixed  behind  the  short  process  of  the 
malleus  with  a  trowel-shaped  knife.  The  same  instrument,  or  one  with  a  blunt- 
pointed  narrow  blade,  is  next  swept  round  the  margin  of  the  tympanic  ring  pos- 
teriorly, detaching  any  remains  of  the  drum-head  in  that  situation.  The  anterior 
portion  of  the  membrane  is  detached  in  the  same  way,  the  transBxion  being  in 
front  of  the  short  process  w^hcre  the  second  incision  is  begun  and  completed  by 
carrying  the  knife  around  anteriorly.  If  the  incudo-stapedial  joint  be  intact  and 
can  be  seen,  it  may  be  divided  before  these  incisions  are  made  ;  if  not,  the  parts 
can  be  brought  into  view  by  pushing  aside  the  detached  tissues  behind  the  malleus, 
and  the  joint  can  then  be  divided.  The  incus,  if  possible,  may  be  removed  with 
forceps.  The  malleus  should  next  be  freed  from  its  attachments  with  the  trowel- 
shaped  knife,  after  which  it  maybe  sei;5ed  as  high  up  as  possible  with  stout  dressing 
or  foreign  body  forceps,  and  gradually  brought  away  by  gentle  traction.  The  parts 
should  be  cleansed  of  blood  from  time  to  time  during  the  operation  with  tampons 
of  cotton-wool  wound  on  carriers.  Sexton  formerly  divided  the  chorda  tympani  in 
all  cases  before  removing  the  malleus  and  incus  ;  he  no  longer  does  this,  however, 
unless  thener\'e  becomes  entangled  and  drawn  down  into  view,  an  accident  which 
he  is  now  in  most  «:ases  able  to  avoid.  The  operation,  as  a  ru!e,  occupies  from  ten 
to  fifteen  minutes  after  narcosis  is  complete.  After  the  operation  the  parts  should 
be  gently  wiped  out  and  dried  with  cotton-wool,  syringing  being  avoided  unless 
collections  of  inspissated  pus  are  discovered.  If  there  be  any  bleeding,  the  fundus 
should  be  syringed  out  with  water  as  hot  as  can  be  borne. 

In  chronic  catarrhal  inflammation  of  the  middle  ear  the  operative  procedure  is 
much  the  same.  The  drum -head  is  detached  by  simple  incision  all  round,  the  tlaps 
being  left  attached  to  the  handle  of  the  malleus.  The  incudo-stapedial  joint  is  next 
divided,  this  being  usually  accompanied  by  a  loud  click  ;  the  detached  end  of  the 
long  arm  of  the  incus  is  left  in  view-  A  bent  silver  probe  should  be  passed  round  it  to 
make  sure  of  its  separation  from  the  stapes.  The  remaining  attachments  of  the 
drum-head  should  next  be  severed  with  the  knife,  and  removed  together  with  the 
malleus.     Sexton ^  m  the  first  instance,  did  not  remove  the  incus  until  after  the  drum- 


L  *  Verhandlungcn  des  X.  Internat.  Med.  Congress,  Berlin,  1892,  Bd.  iv.     Elfte  Abtheitung, 

p,  43,  */  stq. 

'  Scmaine  Medicalc,  May  1 7,  1S93. 

'  Monatsschrift  fcir  Ohrenheilkunde,  Dec,  1892,  Jan.,  Feb.,  April,  and  May  1S93, 

*  Op,  ciL,  p,  370,  ti  srq. 

*  O/.  a'Lf  p,  369,    The  lantern  is  also  figured  in  the  Brit.  Med.  Journ,,  Jan,  tl,  1890^  p.  6> 
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head  and  the  malleus  had  been  taken  away.  Finding,  however,  that  the  latter 
procedure  tended  to  displace  the  incus,  which  afterwards  could  not  be  recovered, 
he  has  of  late  removed  the  incus  before  the  malleus  by  bringing  it  down  with 
forceps.  In  some  cases  the  incudo-stapedial  articulation  cannot  be  brought  into 
view  ;  the  angular  knife  used  for  this  purpose  should  then  be  passed  backwards 
through  the  opening  in  the  drum-head,  the  blade  being  held  in  a  horizontal  position 
until  it  impinges  against  the  descending  arm  of  the  incus.  It  is  next  turned  up 
perpendicularly  and  passed  about  a  line  or  less  farther  inward  and  beyond  that 
bone,  and  then  turned  back  again  to  its  first  position.  If  now  gently  withdrawn, 
the  blade  will  be  arrested  by  the  long  arm  of  the  incus,  when  by  cutting  downwards 
disarticulation  is  eifected.  The  drum  should  be  carefully  cleansed  with  absorbent 
cotton  after  the  operation.  If  the  patient  complains  of  pain  on  awaking  from 
the  anaesthetic,  a  few  drops  of  a  4  per  cent,  solution  of  hydrochlorate  of  cocaine 
may  be  instilled  into  the  drum  ;  but  Sexton  says  the  free  use  of  this  drug  should  be 
avoided,  since  even  a  small  amount  may  give  rise  to  nausea,  vertigo,  and  collapse. 
As  air  has  free  access  to  the  parts  both  from  without  and  through  the  Eustachian 
tube,  he  does  not  consider  antiseptic  precautions  of  any  use  ;  yet  in  his  experience 
suppuration  is  very  slight  in  most  cases,  and  in  many  does  not  occur  at  all.  In  five 
or  six  days  any  tissues  left  partly  detached  during  the  operation  become  necrotic 
and  are  discharged ;  the  amount,  however,  is  very  small,  and  usually  consists  of 
shreds  of  the  drum-head. 

The  details  of  the  operation  as  performed  by  Sexton  differ  only  in  unessential 
particulars  from  the  methods  employed  by  other  aurists.  Stacked  however,  for  the 
purpose  of  obtaining  a  better  view,  makes  an  incision  behind  the  external  ear, 
draws  the  latter  forward,  and  cuts  through  the  wall  of  the  external  meatus  just 
above  the  membrana  tympani,  which  he  pulls  out  of  the  meatus.  After  removing 
the  ossicles,  the  detached  parts  are  replaced  and  kept  in  position  by  sutures.  As 
regards  the  dressing  of  the  ear  after  the  operation,  most  surgeons  will  probably  prefer 
to  follow  Politzer's^  advice  to  disinfect  the  field  of  operation  with  sublimate  solution, 
and  plug  the  meatus  with  carbolised  gauze  rather  than  trust,  like  Sexton^  to  cotton- 
wool alone.  From  a  paper -^  by  that  author  of  more  recent  date  than  his  book, 
it  may  be  gathered  that  now  he  does  not  use  even  that  simple  means  of  protection. 
He  says  there  that  the  drum  requires  no  special  care  after  removal  of  the  drum-head, 
its  lining  membrane  being  soon  transformed  from  a  mucous  membrane  to  a  dry 
insensitive  one  of  cicatricial  or  dermoid  character ;  and  he  adds  that  he  does  not 
advise  cotton- wool  in  the  external  auditory  canal  after  the  operation,  unless  the  ear 
be  naturally  sensitive  or  likely  to  be  exposed  to  violent  draughts  of  cold  air. 

In  the  opinion  of  Sexton^*  Richardson {"  and  others  the  operation  is  devoid  of 
danger,  and  is  followed  by  no  ill  effect.  Ludeivig,^  however,  states  that  in  one  of 
his  cases  permanent  facial  paralysis  resulted  from  it,  and  in  two  others  it  caused 
temporary  paresis.  In  the  same  author's  experience,  headache  and  vertigo  are 
lre(|uent  after  the  operation. 

II  (  of  the  difficulties  attending  this  operation  has  always  been  the  marked 
trndt-ncy  to  the  formation  of  a  new  membrane  by  cicatrisation.  This  often  takes 
pl.ifc  within  a  few  weeks.  The  new  membrane  consists  of  connective  tissue, 
wh it'll ,   according  to  Sexton,  is  usually  soft  in  texture,  but  sometimes  thick  and 


'  Vciliaiullungen  des  x.  Internal.  Med.  Congress,  Band  iv.,  Abtheilung^,  xi.?  P-  45.     Berlin, 

^  I  ihrbucli  des  Ohrenlieilkundc,  Dritte  Aullagc,  p.  277.     Stuttgart,  1893. 

'  Anh,  of  Otology,  vol.  xx.,  1891,  p.  95,  et  scq. 

•  (>/>.  <//..  p.  393-' 

*  \\\'\\.  of  Otologj',  vol.  xxi.,  1892. 
"  Aii'h.  f.  Ohrenhcilk.,  xxix. 
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tough.  At  the  International  Medical  Congress  held  in  London  in  i88r  Voltolini^ 
said  the  prevention  of  the  closure  of  the  artificial  opening  by  cicatrisation  was 
to  him  one  of  the  unsolved  problems  of  otology.  Sexton  *  formerly  attempted  to 
prevent  regeneration  of  the  membrane  by  treating  the  margin  left  with  a  solution 
of  salicylic  acid  in  traumaticin.  He  no  longer,  however,  makes  any  application  to 
the  parts,  but  cuts  away  the  membrane  after  instillation  of  a  10  per  cent,  solution 
of  cocaine.  This  may  have  to  be  repeated  two  or  even  three  times  before  the 
tendency  is  overcome.  He  deprecates  violent  manipulation  ;  the  more  vigorous 
the  efforts  made  to  prevent  regeneration,  the  more  certain  it  is  to  occur.  He  insists 
on  a  rigid  enforcement  of  dietetic  restrictions,  especially  as  regards  meat,  which 
should  be  almost,  if  not  entirely,  excluded ;  this  in  his  opinion  lessens  the  regenera- 
tive activity  of  the  membrane.' 

In  considering  the  results  of  excision  of  the  drum-head  and  ossicles  the  cases 
in  which  the  operation  has  been  performed  for  sclerosis  should  be  separated  from 
those  in  which  it  was  done  for  the  cure  of  suppurative  disease.  Taking  the  sclerosis 
cases  first,  Lucce^  as  already  said,  operated  53  times  on  47  patients  with  the  following 
results  : — In  only  17  cases  was  the  opening  completely  closed  by  cicatrisation  ;  in 
34  the  artificial  channel  remained  pervious.  Hearing  was  notably  improved  in 
9  cases,  slightly  improved  in  19,  not  at  all  improved  in  18,  and  made  worse  in  7. 
In  6  of  the  9  cases  in  which  the  hearing  was  notably  improved  the  opening  remained 
patent;  in  3  it  was  closed  by  cicatrisation.  In  only  19  of  the  cases  is  mention 
made  of  the  effect  of  the  operation  on  the  subjective  symptoms ;  in  these  the  tinnitus 
ceased  entirely  in  i,  decreased  in  intensity  in  7,  remained  unchanged  in  10,  while  in 
I  it  changed  into  a  disagreeable  ringing  noise.  These  results  are  certainly  not 
brilliant ;  but,  as  pointed  out  by  Gomperz,^  they  do  not  justify  the  inference  that 
the  operation  is  contra-indicated  in  sclerosis.  At  the  Berlin  Congress  in  1890 
Stacke  ^  maintained  that  it  is  of  no  use  in  such  cases.  In  Sexton's  hands,  however, 
the  operation  has  had  much  better  results.  In  his  book*  he  gives  details  of  a 
number  of  cases  in  which  the  hearing  was  more  or  less  improved,  and  the  subjective 
phenomena  (tinnitus,  headache,  giddiness)  entirely  ceased,  or  were  greatly  relieved 
by  the  operation.  He  has  since  published^  further  series  of  cases,  in  which  the 
results  were  equally  satisfactory.  Burnett  *  also  claims  to  have  obtained  good 
results  from  excision  of  the  drum-head  and  ossicles  in  cases  of  sclerosis.  By 
its  means,  he  says,  he  has  nearly  always  succeeded  in  relieving  the  patient 
of  the  sense  of  pressure  and  fulness  in  the  ear ;  the  next  most  constant  result 
has  been  the  relief  of  tinnitus  and  vertigo ;  less  frequently  the  hearing  has  been 
improved. 

As  to  the  results  of  excision  of  the  drum-head  and  ossicles  in  cases  of  purulent 
otitis  media,  a  large  proportion  of  the  operations  recorded  seem  to  have  been 
successful.  Of  32  cases  operated  on  by  Ludewig,^  the  suppurative  process  was 
arrested  in  20,  while  1 1  were  not  cured  or  were  still  under  treatment  at  the  date  of 
report,  and  i  died.     Of  13  cases  operated  on  by  Coller,^"^  8  were  cured  and  5  were 


'  Voltolini,  "  The  maintenance  of  a  permanent  opening  in  the  membrana  tympani  is  to  me 
as  yet  an  unsolved  problem."    Trans.  Inter.  Medical  Congress,  1881,  vol.  iii.,  p.  349. 

*  Arch,  of  Otology,  xx.,  189 1. 

'  See  also  Sexton,  "  Remarks  on  Otoscleronectomy  and  Otonecronectomy,"  Med.  Record 
<Ncw  York),  Feb.  18,  1893. 

*  Monatsschr.  f.  Ohrenheilk.,  April  1893,  p.  82. 

*  Verhandlungen  des  x.  International  Congress,  Bd.  iv.,  Abtheilung,  xi.     Berlin,  1892. 
«  Op.  cit,  p.  389. 

'  Arch.  of.  Otology,  vol.  xx.,  1 891,  p.  95,  ^/  seq. 

*  Amer.   Journ.   Med.   Assoc,    Sept.   26,    1891^;     and   also   Med.   News*  (Philadelphia), 
May  13,  1893. 

*  Arch.  f.  Ohrenheilk.,  xxix. 

'•  Deutsche  med.  Wochenschrift,  No.  28,  1889. 
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improved.  In  a  series  of  6  cases  reported  by  Kretschmann,^  the  results  were  very 
satisfactory.  In  Luc's^  two  cases  a  complete  cure  was  effected  as  far  as  the 
suppuration  was  concerned.  In  most  of  Richardson's^  cases  .the  symptoms  were 
improved.  C,  H,  Burnett  states  that  the  operation  **  has  not  failed  to  stop 
suppuration  in  any  case  **  in  which  he  has  done  it,  and  the  other  symptoms  have 
also  generally  been  relieved.  Of  28  cases  operated  on  by  Sexton,*  15  were  cured  and 
13  improved  ;  in  most  of  the  latter  there  was  a  carious  condition  of  the  bony  walls 
of  the  tympanic  cavity. 

Of  33  cases  treated  by  Stacke''  by  his  modification  of  the  usual  procedure, 
19  were  cured,  2  improved,  2  were  lost  sight  of,  and  i  died  (of  diabetes). 

In  attempting  to  estimate  the  value  of  the  operation,  however,  a  considerable 
discount  must  be  made  from  the  reported  **  successes"  so  as  to  exclude  cases 
in  which  the  relief  has  been  so  slight  or  so  transitory  as.not  to  justify  their  being 
placed  to  the  credit  of  the  procedure.  Viewed  in  this  light,  the  most  important 
statistics  are  those  published  by  Grunert^;  these  include  cases  recorded  by 
Ludezvigy  from  Schwartze's  clinic,  and  examined  by  Grunert  from  fifteen  to- 
twenty-one  months  later.  In  all  the  cases  both  the  malleus  and  the  incus  had  been 
removed.  Among  43  cases  thus  examined  more  than  a  year  after  the  operation, 
the  percentage  of  cures  was  55*5,  of  failures  44*5.  In  a  further  series  of  28  cases 
examined  by  Grunert ^  13 — or  46  per  cent. — were  cured. 

It  appears,  therefore,  from  a  study  of  cases  in  which  the  drum-head  and 
auditory  ossicles  have  been  excised  for  purulent  disease  of  the  middle  ear,  that  by 
that  procedure  suppuration  is  generally  arrested,  while  tinnitus,  vertigo,  and  pain 
are  relieved  in  a  large  proportion  of  cases.  As  regards  the  hearing,  the  effect  is 
loss  satisfactor}',  but  the  failure  of  the  procedure  in  this  respect  is  due  to  the  fact 
that  irreparable  mischief  has  generally  been  wrought  by  the  long-continued  inflam- 
matory process  before  surgical  measures  are  adopted. 

The  indications  for  excision  of  the  drum-head  were  clearly  laid  down  by  Gruber 
thirty  years  ago  (see  pp.  519,  520),  and  with  the  exception  of  the  third  (relaxation  of  the 
tympanic  membrane)  they  are  equally  applicable  to  removal  of  the  auditory  ossicles 
with  the  drum-head.  A^j-Jd?/' says  the  operation  is  indicated  in  any  one  of  the 
following  conditions  : — 

1.  Incurable  narrowing  of  the  Eustachian  tube. 

2.  Total  calcification  of  the  dmm-head. 

3.  Caries  of  the  auditory  ossicles. 

4.  Ankylosis  of  the  stapes,  if  this  be  associated  with  troublesome  tinnitus. 

5.  Cholesteatoma  of  the  tympanic  cavity  and  mastoid  process,  which  cannot  be 
rtMnoveil  by  any  of  the  other  recognised  methods. 

Stacke,  as  has  been  seen,  thinks  the  operation  absolutely  contra-indicated  in 
hiltjrosis,  while  Sexton  strongly  advocates  it.  On  the  whole,  the  editors  are  of 
(ipinion  that  removal  of  the  ossicles  is  indicated  in  cases  of  prolonged  suppuration 
whfu  every  other  method  of  treatment  has  been  fairly  tried  and  has  failed.  On 
^rncral  surgical  principles,  a  piece  of  carious  or  necrosed  bone  which  is  causing 
suppuration,  that  may  possibly  extend  to  the  brain,  should  clearly  be  removed. 
In  cuHrs  of  sclerosis,  however,  they  think  the  operation  is  justifiable  only  for  the 
ivlifl  of  subjoctive  symptoms  (tinnitus)  so  troublesome  as  to  endanger  the  patient's 
Tfasun  or  to  make  life  almost  unbearable. 


*  Arch.  f.  Ohrenheilk.,  xxv. 

*  Arch.  Intcrnat.  de  Laryngologie,  No.  5,  1891. 
'  Arch,  of  Otology,  vol.  .\xi.,  1892. 

*  Op.  cit.,  p.  383. 

*  Arch.  f.  Ohrenheilk.,  xxxiii. 
«  Loc.  cit. 

^  Ocstcr.  arztl.  Vereinsitzung,  1879,  24  (quoted  by  Gomperz,  he.  at.). 
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The  editors  cannot  better  express  iheir  opinion  as  to  the  applicability  of  this 
operation  than  in  the  following  words  of  Politzer^ :  "  A  definitive  judgment  on  the 
therapeutic  value  of  this  operative  procedure  will  be  possible  only  when  from 
different  sides  the  results  of  a  large  series  of  operations,  after  long  periods  of 
observation,  are  available.  In  each  case,  before  the  operation  is  undertaken,  it  is 
desirable  that  an  opening  should  be  made  in  the  drum-head  with  the  galvano- 
cautery.  If  after  this  considerable  improvement  of  hearing  or  diminution  of 
troublesome  noises  be  observed,  the  experiment  of  removing  the  whole  of  the 
drum-head,  together  with  the  malleus,  and  possibly  also  the  incus,  may  be  tried. 
On  the  other  hand,  if  after  perforating  the  drum -head  the  former  condition  remains 
unchanged,  only  a  slight  result  can  be  looked  for  from  the  operation."] 


'  Lehrb.  d.  Ohrenheilk.  Dritte  Aufl.,  Stuttgart  1893,  p.  277. 


CHAPTER    XVIir 

NEW  FORMATIONS  IN  THE  MIDDLE  EAR,— POLYPI. 

New  formations  in  the  middle  ear  originate  generally  upon  an  inflam- 
matory foundation.  They  are  usually,  therefore,  from  their  first  appearance 
accompanied  by  otorrhcea.  Neoplasms,  which  are  primarily  observed  in 
otherwise  normal  structures  of  the  ear,  are  comparatively  very  rare.  All 
new  growths  in  the  middle  ear  arise  either  in  the  region  itself,  or  have 
encroached  upon  it  from  the  neighbouring  structures— f»^^,  the  external 
ear,  or  the  structures  of  the  pharyngeal  or  cranial  cavities. 

I,  Fibroma, — This  may  be  developed  in  the  most  diverse  parts  of 
the  middle  ear,  and  grow  in  various  directions ;  most  often  towards  the 
external  auditory  canals  and  thence  outwards.  It  generally  springs  from 
the  mucous  membrane  of  the  tympanic  cavity ;  rarely  from  the  mastoid 
cells,  from  which  it  sometimes  appears  in  the  mastoid  region  after  exfolia- 
tion of  a  sequestrum,  or  emerges  into  the  auditory  canal  after  erosion  of 
its  posterior  wall.  In  very  rare  cases  it  may  originate  from  the  commenct- 
ment  of  the  Eustachian  tube,  and  extend  into  the  pharynx  (pharyngeal 
polypus).  Sometimes  the  neoplasm  becomes  so  large  as  not  only  to  fill  the 
external  auditory  canal,  but  to  also  cover  a  portion  of  the  auricle.  Several 
such  growths  are  sometimes  found  in  the  same  ear. 

A  fibroma  develops  as  a  rule  in  connection  with  chronic  exudative 
inflammations  of  the  middle  ear  with  destruction  of  the  tympanic  mem- 
brane, and  is  thus  mostly  accompanied  by  otorrhcea.  It  arises  extremely 
seldom  on  the  walls  of  the  tympanic  cavity  in  association  with  an  intact 
dm m-membrane,  and  in  such  a  case  it  cannot  be  recognised,  or  only  with 
difficulty,  during  life.  The  diagnosis  is  certain  only  when  it  becomes 
exposed  after  it  has  destroyed  the  membrane  in  its  growth,* 

The  surface  of  a  fibroma  may  be  either  smooth  or  coarsely  lobulated. 
In  the  depths  of  the  auditory  canal  the  tumour  nearly  always  has  a  dark 


»  Accordinf  to  ^tfu/a/  ( Pmgcr  rocdicinischc  Wocbcnschrift,  I.  25  «nd  2b\  \num^lympmim\ 
polypi  may  occur  more  frequently  with  an  intact  tympanic  membrane  tlian  ts  gencraHy 
supposed.  Incision  of  the  membrane  and  subsequent  cjcamination  with  tbc  probe  may  bi 
practised  with  a  view  to  a  more  sure  diagnosis,  and  should  the  more  readily  be  tmdert^en 
aince  lyiurc  to  recofnise  their  presence  may  entail  dan^rous  coosequences. 
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Fibroma    from    the    tympiinic    cavity 
(natural  size). 


red  appearance,  and  the  nearer  it  approaches  the  external  orifice  the  paler 
it  becomes.  It  has  sometimes  several  points  of  attachment  to  different 
parts  of  the  middle  ear,  or  to  this  and  also  to  the  auditory  canal.  This 
condition  may  be  supposed  to  have  arisen  by  the  coalescence  of  distinct 
growths,  or  by  adhesion  of  the  tumour  to  adjacent  parts  on  long-continued 
contact  with  them. 

According  to  their  consistence,  we  may  distinguish  firm  and  soft 
fibromata  of  the  middle  ear.  The  tissues  of  the  former  are  closely  inter- 
woven, and  but  slightly  vascular.  Those  of  the  latter  sometimes  exhibit 
distinctly  areolar  structure,  with  an  intermediate  mucin-containing 
substance  {Kiessclbach ').  Fibromata  not  infrequently  contain  cystic 
spaces  lined  with  various  varieties  of 
epithelium,  and  arising  in  the  growing 
together  of  different  lobules  of  the 
turaour^a  circumstance  to  which  Wt'dl 
has  called  attention  in  similar  forma- 
tions of  the  eye.-^ 

Certain  of  these  neoplasms  in  the 
middle  ear  have  an  extremely  rich 
vascular  supply  (angio-Obroma).  The 
author  has,  however,  never  seen  true 
angiomata  in  this  region. 

In  some  instances  the  tumour 
is  enclosed  by  a  more  or  less  dense 
connective-tissue  capsule,  which  differs 
widely  in  texture  from  the  rest  of  the 
growth.  Not  infrequently  the  surface 
of  a  fibroma — especially  \i  of  the  soft 
variety — is  covered  near  the  peduncle 
with  ciliated  epithelium,  while  the 
parts  near  the  orifice  of  the  auditory 
canal  exhibit  pavement  epithelium. 

2.  Osteoma. — Mention  has  been  previously  made  of  osseous  hyper- 
plastic processes  in  the  middle  ear  in  connection  %vith  tedious  inflammation 
there.  Independent  new  formations  of  bone  are  however  also,  though 
very  rarely,  found  in  this  region,  w^hich  are  analogous  to  the  exostoses  of 
the  external  auditory  canal.  The  author  has  observed  two  such  cases, 
in  both  of  which  recovery  had  taken  place  from  exudative  median  otitis 
with  destruction  of  the  drum- membrane.     The  neoplasm  was  in  each  case 


'  '*Bcitr«g  zur  Histologic  der  Ohrpolypcn."  Monatsschrift  fQr  Ohrenheilkiinde,  autL 
>hrg.  .  f^ 

^  Atlas  of  the  pathological  histology  of  the  eye,  by  Prof.  C  WtdK  Leipzig,  with  the 
co-operation  oiProf,  Sitilwag  von  Carioiu    Adnexa  oculi  I.,  Fig.  7,  Trachoma, 
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Fig,  144. 

Section  of  an  ttdcnoma  from  the  inner  wail 

of  the  lympaniL'  cavity. 


of  the  size  and  shape  of  a  sweet  pea,  and  situated  above  and  behind  tfie 
recess  of  the  fen^'stra  rotunda.  In  both,  also,  the  head  of  the  stapes  was 
in  its  normal  position,  but  separated  from  the  incus.  The  patients  suffered 
from  subjective  auditory  sensations  and  from  deafness,  which  could  not, 
however,  be  caused  by  the  new  formation.  If  situated  in  places  more 
important  as  regards  the  hearing  function,  such  growths  might  be  6t 
subjects  for  operative  treatment. 

3,  Adenonm. — The  neoplasms  which  develop  in  the  middle  ear,  and 

from  their  external  characters  have 
been  described  as  '*  mucous  polypi,** 
are  really  to  be  considered  as  adeno- 
mata. On  microscopic  examination, 
they  exhibit  glandular  structures  — 
some  fully  formed,  others  in  process  of 
development,  and  some  even  showing 
cystic  degeneration.  These  are  found 
disseminated  between  the  remaining 
tissues  of  the  matrix,  consisting  of 
slightly  fibrillated  and  cellular  elements 
(Fig.  144).  They  not  infrequently 
possess  a  dense  capsule,  made  up  of 
many  layers  of  epithelium  and  a  very 
delicate  fibrillated  material  ;  next  to 
this  being  a  papillary  structure.  The 
epithelium  covering  the  exposed  parts 
of  the  tumour  is  of  the  stratified- 
pavement  or  cylindrical  variety  ;  while 
that  found  near  its  place  of  attachment 
is  often  a  very  fine  ciliated  epithelium, 
in  which  a  lively  movement  may  be 
observed  when  the  grovith  is  removed. 
These  neoplasms  appear  as  smooth, 
pear-shaped,  sometimes  lobuiated  tu- 
mours, of  a  pale4ivid  colour,  highly 
elastic  to  the  touch,  and  springing  by  one  or  more  points  of  attachment 
from  the  underlying  tissues.  They  usually  develop  in  earsTong  affected 
with  chronic  infiammation,  and  grow  mostly  from  the  anterior  sections  of 
the  tympanic  cavity,  whence  they  encroach  upon  the  various  neighbour- 
ing spaces — generally  after  antecedent  destruction  of  the  drum-membrane 
— e.g.,  into  the  externa!  auditory  canal ;  or,  in  very  rare  instances,  into 
the  Eustachian  tube. 

According  ta  Steudener  and  Kessel^  the  glands  arc  developed  from  conical 

•  Archiv  fOr  Ohrcnhcilkuudc,  iv,  Bd.,  3,  Heft, 


k     ^,. 


</,  ti\  Gtatid  falliLica;  r,  t\  c>fcUc  dilftUd 
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involutions  of  ihe  epithelmm,  the  central  portion  of  which  undergoing  disintegralion 
and  absorption,  leads  to  the  formation  of  tubules  lined  with  cylioder-epitheliumt 
which  by  the  account  of  some  obsenpcrs,  shows  traces  of  cilia.  Sections  perpen- 
dicular to  the  long  axis  of  the  tubule  appear  as  more  or  less  wide  circular  spaces  lined 
with  epithelial  cells ;  but  not  all  such  appearances  are  to  be  referred  to  a  glandular 
new  formation. 

Cyst-like  spaces  are  sometimes  found  in  these  growths  (Fig  144,  c  c*\ 
derived,  according  to  Meissncr^  from  adenoid  structures  (retention-cysts). 
Not  uncommonly  they  may  be  seen  with  the  naked  eye,  and  sometimes 
reach  the  size  of  a  hemp  seed* 

Accidental  conditions  not  infrequently  occur  in  both  fibromata  and 
adenomata— chiefly  as  regards  the  cyst-like  spaces  mentioned,  which  ow^e 
their  origin  either  to  a  metamorphosis  of  the  new  tissue  itself,  or  to  other 
changes.  Thus,  a  colloid  material  is  sometimes  found  in  these  spaces, 
which  is  undoubtedly  due  to  alterations  in  the  epithelial  cells  lining  them. 
In  others,  variously  shaped  cells  exist  in  addition  to  the  colloid  substance. 
In  certain  fibromata  and  adenomata  again,  cholesteatomatous  masses  occur 
{Wagcnhauser^  Moos,  Sfeinbrr/ggi^  and  others),  which  in  many  instances 
at  least  were  already  present,  and  became  accidentally  enclosed  during  the 

I  growth  of  the  tumour.  The  osseous  material  met  with  in  many  cases 
certainly  depends  upon  a  metamorphosis  of  the  new  formation,-  Ha;mor- 
rhagic  extravasations  and  products  derived  from  them,  especially  pigment, 

\        are  often  found,  and  are  in  no  way  remarkable. 

k 

■  how 


Sex^n  observed  a  case  in  which  the  whole  petrous  part  of  the  right  temporal 
le  with  the  exception  of  its  apex,  was  found  post  mortem  to  be  transformed  into 
tumuur,  portions  of  which  also  filled  the  middle  ear.  The  membrana  tympanic 
hoi^'ever,  was  intact.  On  microscopic  examination,  the  growth  proved  to  be  a 
cyhndrical-celled  adenuma  with  hiL^morrhagic  effusion  into  a  cystic  dilated  gland 
faUicle,  and  sprang  probably  from  the  middle  ear  or  labyrinth.^ 


4*  Papilloma, — As  a  primary  affection  this  is  certainly  one  of  the  least 
common  new  formations  of  the  middle  ear.  The  author  has  repeatedly 
observed  papillomata  extending  from  the  external  auditory  canal  to  the 
structures  of  the  middle  ear^  especially  to  the  mastoid  cells ;  but  he  has 
never  seen  it  in  the  middle  ear  as  a  primary  development. 

Hcditiger^  operated  upon  a  papilloma  proceeding  from  the  middle  ear, 


*  Zeitschria  fQr  ralioncUc  Medicin,  185J,  S*  350. 

*  Moos  and  Sttmbruggt  found  osseous  infiltrations  in  an  angio-fibroma.  In  a  similar 
neoplasm  occurring  in  a  patient  a^i^ed  sixty-five,  who  died  from  an  aural  affection,  partial 
osseous  new  formation  with  central  cholesteatomatous  deposit  was  obscr\cd  ("  Histolo^ischer 
und  klinischcr  Bencht  Qbcr  100  F§lle  von  Ohrpolypen."  Zcitschrifi  i^r  Ohrcnheilkunde, 
xii,  Bd.) 

*  "  Destructive  Adenoma  of  the  petrous  portion  of  the  temporal  bone,  invoking  the  organ 
of  hearing."     New  York  Medical  Journal,  18S4. 

*  '*  tieitrdge  zur  Pathologic  und  pathologischcn  Anatomic  dcs  Ohrcs."  Zcitsclirift  fCir 
Ohrenhetlkunde,  xiii.  Bd. 
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which  had  produced  gravitation  abscesses,  and  had  grown  through  under 
the  dura  mater.  Chiselling  out  the  mastoid  process  was  unsuccessful,  and 
death  occurred  from  cerebral  oedema. 

5.  Sarcomata, — These  formations  occur  in  the  middle  ear  still  more 
rarely  than  in  the  structures  of  the  external  ear.  A  sarcoma  developing  in 
the  external  auditory  canal  or  the  pharynx  may,  however,  spread  after  a 
time  to  the  tissues  of  the  middle  ear.  It  may  likewise  appear  as  a  secondary 
neoplasm  in  this  region  by  extension  from  the  parotid  gland  {Knapf)^  or 
from  the  dura  mater. 

In  regard  to  the  symptoms,  treatment,  and  prognosis,  the  remarks 
made  in  connection  with  sarcoma  of  the  external  ear  hold  equally  here. 

If  the  growth  has  reached  the  external  surface  from  the  middle  ear,  it 
develops  with  great  rapidity,  and  readily  ulcerates,  leading  thus  to  great 
destruction  of  tissue  ;  and  under  these  circumstances  always  ends  fatally  in 
one  or  other  of  the  usual  ways. 

Orne  Green '  observed  a  round-celled  sarcoma  in  the  external  auditory  canal, 
tympanic  cavity,  and  mastoid  cells,  the  origin  of  which  could  not  be  accurately 
ascertained.  The  tumour  was  8" long,  6'  wide,  and  4"  thick  on  the  mastoid  process. 
During  its  growth,  portions  of  the  size  of  a  hen's  egg  became  separated  from  it.  The 
patient  sank  from  marasmus.  Hartmann  *  treated  a  child  three-and-a-half  years  of 
age,  in  whom,  after  a  watery  discharge  from  the  ear  had  gone  on  for  fourteen  days, 
a  polypus  as  large  as  a  pea  was  observed,  and  removed  with  the  snare.  Chronic 
acid,  as  well  as  the  galvano-cautery,  were  applied  to  the  base  of  the  growth  ;  but  it 
continued  to  develop  ;  abscesses  formed  ;  convulsions  and  dysphagia  set  in ;  and  the 
child  died  comatose.  On  post-mortem  examination,  the  tumour  measured  14  cm, 
in  length,  12  cm,  broad,  and  9  cm,  in  thickness,  and  projected  beyond  the  external 
surface  of  the  cranium.  The  external  growth  was  connected  with  a  similar  one  in 
the  cranial  cavity,  1*5  C7n.  thick,  and  extending  over  almost  the  whole  of  the  squamous 
portion  and  over  the  outer  half  of  the  upper  surface  of  the  petrous  portion  of  the 
temporal  bone.  Masses  of  the  growth  were  seen  to  occupy  the  place  of  the  mastoid 
cells,  and  perforating  the  bone  between  the  antrum  mastoideum  and  the  posterior 
cranial  fossa.  The  labyrinth  remained  unaffected.  Toynbee  *  saw  a  like  case  in  which 
the  tumour  was  described  as  fungus  ha^matodes,  and  caused  death  in  fifteen  weeks. 
The  author  has  met  with  three  cases  of  round-celled  sarcoma  in  children,  involving 
in  each  instance  all  three  sections  of  the  ear.  The  last  came  recently  under  observa- 
tion in  his  hospital  practice.  The  exact  place  of  origin  could  not  be  determined.  All 
these  cases  terminated  fatally.  In  two  patients  in  the  prime  of  life  who  were  under 
the  author's  care  for  a  lengthened  period,  it  was,  however,  made  out  with  accuracy 
that  the  growths  sprang  from  the  farther  side  of  the  tympanic  membrane.  The 
sarcoma  in  both  cases  involved  all  the  aural  structures,  and  invaded  the  cranial 
cavity.  In  one  of  them,  the  new  formation  grew  through  the  mastoid  process 
towards  the  surface,  and  frequently  came  away  in  large  pieces.  In  the  other 
patient,  the  tumour  extended  in  the  direction  of  the  pharynx.     Both  sank  from 


'  "Ein  Fall  von  bOsartiger  Parotis-  iind  TrommclhOhlengeschwulst."  Zeitschrift  filr 
Ohrenheilkunde,  iv.  Bd. 

-  "  Rundzellensarkom  des  Ohres."     Zeitschrift  fur  Ohrenkeilkunde,  xiv.  Bd. 

*  "  Ein  Fall  von  Rundzellensarkom  ausgehcnd  von  der  TrommelhOhle."  Zeitschrift  filr 
Ohrenheilkunde,  viii.  Bd. 

'  "  Diseases  of  the  Ear,"  p.  386. 
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exhaustion  with  symptoms  of  cerebral  oedema.  Boke^  observed  a  case  of  osteo- 
sarcoma of  the  tympanic  cavity,  which  grew  into  the  auditory  canal.  The  patient 
died  from  meningitis. 

6.  Epithelioma  (Cancroid). — Epithelioma  occasionally  occurs  primarily 
in  the  middle  ear,  though  it  more  commonly  extends  to  this  region  from 
without.  Even  where  it  is  of  primary  origin,  the  mucous  membrane  has 
been  in  most  instances  already  the  seat  of  a  chronic  inflammation.  The 
destruction  it  causes  is  sometimes  enormous ;  and  it  generally  spreads 
more  quickly,  and  leads  to  a  fatal  termination  more  rapidly  when  it 
originates  in  the  middle  ear,  than  when  the  growth  advances  from  without 
inwards. 

With  respect  to  the  symptoms  which  accompany  the  disease,  reference 
must  be  made  to  what  has  already  been  said  on  this  subject  in  connection 
with  the  same  formation  in  the  external  ear. 

In  the  case  of  an  old  woman,  the  carcinoma  destroyed  the  greater  part 
of  the  auricle  and  of  the  external  auditory  canal,  as  well  as  the  mastoid 
process  and  a  part  of  the  petrous  portion  of  the  temporal  bone.  It  further 
encroached  upon  the  dura  mater,  and  exposed  a  portion  of  the  brain,  so 
that  distinct  pulsatory  movements  could  be  seen  there  from  the  mastoid 
region.  Nevertheless,  the  patient  in  this  condition  came  at  least  an 
hour's  journey  during  the  winter  time  to  attend  the  author's  out-patient 
department,  and  was  almost  entirely  free  from  pain. 

If,  on  the  one  hand,  the  history  of  the  various  neoplasms  here  enumerated  be 
remembered — especially  in  regard  to  the  different  fundamental  morbid  processes 
present — and  on  the  other  hand,  it  be  considered  how  these  formations  may  modify 
the  space-relationships  of  the  ear,  displace  the  functionally  important  structures 
from  their  normal  position,  separate  them  from  the  exterior,  or  destroy  them  to  a 
variable  extent — it  will  be  evident  that  the  symptoms  produced  must  be  of  the  most 
diverse  kind,  finding  their  expression — according  to  the  nerves  implicated — in 
pain,  paralysis  of  various  degree,  derangements  of  the  hearing,  and  internal  noises 
of  different  kinds  and  duration. 

Even  if  the  epithelioma  has  already  encroached  upon  the  deeper 
structures,  recovery  may  still  take  place  in  some  instances,  if  the  diseased 
part  can  only  be  reached.  If  the  whole  of  the  disease  cannot  be  removed,  it 
is  generally  best  to  avoid  any  irritation  of  the  parts  (compare  p.  330).  In 
the  case  of  a  man  mentioned  in  the  first  German  edition  of  this  work  (p.  597,) 
the  epithelial  carcinoma  originated  in  the  skin  over  the  left  mastoid  process, 
the  whole  of  which  was  destroyed  to  such  an  extent  that  a  cavity  existed 
behind  the  auricle,  communicating  bpth  with  the  external  auditory  canal 
and  with  the  tympanum.  Local  treatment  was  followed  by  complete 
recovery  without  recurrence.  The  old  man,  now  over  ninety  years  of 
age,  presented   himself  again   at  the  author's  out-patient  department  on 

'  Wiener  Medicinal-Halle,  1863. 
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July  17th,  1887,  and  was  examined  by  him  and  by  his  assistants 
Drs,  Gomperz  and  Zerner,  as  well  as  by  Dr.  Edward  Law  of  London, 
and  no  return  of  the  growth  was  found.  The  opening  into  the  cavity 
behind  the  auricle  measured  2*5  cm,  from  before  backwards,  and  4  cm.  from 
above  downwards.  The  cavity  itself  was  4*5  cm.  in  depth,  passing  in  the 
direction  of  the  long  axis  of  the  external  auditory  canal ;  its  interior  much 
narrower  than  the  external  opening,  and  lined  almost  in  all  parts  by  a 
thin,  dry,  connective-tissue  membrane.  Slight  paresis  of  the  left  facial 
nerve  was  present,  and  the  hearing  power  for  the  watch  was  lost  in  the  ear 

Fig.  144/?. 


of  the  affected  side.     Weber's  experiment  gave  a  positive  result — 1>.,  he 
heard  the  tuning-fork  placed  on  the  vertex  towards  the  left  side.^ 

7.  Clwlesteatomata. — The  temporal  bone,  as  previously  mentioned,  is  the 
favourite  seat  of  these  tumours,  which  develop  mostly  in  the  chronically 
inflamed  mucous  membrane  of  the  middle  ear.  The  malignant  character 
of  these  formations  can  scarcely  be  questioned.  The  old  view,  that  the 
cholesteatomatous  masses  mechanically  erode  the  structures,  even  the 
bone,  cannot  be  maintained  in  all  cases.  The  author  has  examined 
preparations,  and  has  some  likewise  in  his  collection,  in  which  the  masses 


'  ILrta/saw  this  ancient  individual  and  very  unique  case  again  in  1888.  His  condition 
was  then  still  the  same :  he  came  to  the  out-patient  department  with  the  cavity,  which  was 
about  as  large  as  a  walnut,  filled  with  cotton-waste.  Professor  Grubcr  has  kindly  sent 
photographs,  one  of  which  is  reproduced  in  the  adjoining  figure  (I44«)0 
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lay  free  in  a  cavity  in  the  bone,  the  appearance  of  the  latter  indicating 
that  the  destruction  was  not  by  caries.  The  neoplasm  is  not  infrequently 
found  combined  with  others,  chiefly  granulomata.  In  many  cases  it  is 
only  developed  in  the  mastoid  cells;  whilst  in  others  it  occupies  all  the 
spaces  of  the  middle  ear,  and  grows  into  the  auditory  canal  after  having 
perforated  the  tympanic  membrane,  or  towards  the  cavity  of  the  cranium. 
The  author  possesses  several  preparations  in  which  the  growth  has 
penetrated  the  lateral  wall  of  the  sinus  sigmoideus  and  proliferated  into 
this.  It  likewise  sometimes  destroys  the  roof  of  the  tympanic  cavity,  and 
extends  to  that  of  the  cranium,  where  it  may  undergo  further  development. 

It  is  obvious  that  the  subjective  symptoms  associated  with  a  neoplasm 
which  may  develop  in  such  different  ways  may  vary  greatly,  and  that  it 
may  in  particular  induce  severe  cerebral  manifestations. 

The  diagnosis  is  only  to  be  made  from  the  objective  appearances,  and 
since  the  existence  of  the  formation  cannot  always  be  demonstrated  on 
account  of  its  sequestered  situation,  its  recognition  will  in  certain  cases 
remain  very  uncertain. 

The  treatment  is  the  same  as  for  a  similar  condition  in  the  external 
ear.  The  removal  of  the  cholesteatomatous  masses  is,  however,  the  more 
urgently  indicated  here,  because  their  continued  presence  in  the  middle  ear 
with  concomitant  suppuration  in  the  region  may  involve  the  most  serious 
dangers.  In  cases  of  necessity,  the  opening  of  the  mastoid  process  must 
not  be  delayed,  in  order  that  the  growths  may  be  removed. 

[There  is  still  considerable  difference  of  opinion  as  to  the  nature  and  mode  of 
origin  of  cholesteatomata  of  the  organ  of  hearing.  The  first  otologist  who  reported 
a  case  was  Toynbee,^  He  described  the  growth  as  a  "  molluscous  tumour,"  and 
thought  it  originated  in  the  sebaceous  glands  or  hair-follicles  of  the  external 
meatus.  Virchow  *  describes  cholesteatoma  of  the  temporal  bone  as  an  epithelial 
neoplasm,  consisting  of  concentric  lamellae  made  up  of  polygonal,  flat,  non- 
nucleated,  epidermoid  cells,  between  which  are  cholesterine  crystals  in  greater  or 
less  amount.  As  under  normal  conditions  epidermoid  structures  are  not  found  in 
the  region  in  which  the  growth  occurs,  Virchoix)  regards  it  as  a  heteroplastic 
formation.  This  opinion  is  shared  by  Mikulicz^  and  Kiistcr}  On  the  other 
hand,  Von  Troltsch^  thinks  cholesteatomata  are  retention  tumours,  and  Wendt^  is 
inclined  to  believe  that  they  are  the  result  of  desquamative  inflammation  of  the 
mucous  membrane  of  the  tympanum.  Luces '  thinks  many  such  growths  arise  from 
the  accumulation  of  epidermic  debris  in  cases  of  suppurative  inflammation  of  the 
middle  ear.  Habermann  *  believes  them  to  be  caused  by  ingrowing  of  the  epidermis 
of  the  external  meatus  into  the  tympanic  cavity,  and  he  has  reported  a  case  in 


'  London  Medical  Gazette,  Nov.  1850. 

*  Virchow's  Archiv,  1885,  vol.  viii. 

'  Wien.  med.  Wochcnschrift,  1879,  p.  953. 
^  Beriin  mod.  Gesellschaft,  Feb.  13,  1889. 

*  Arch.  f.  Ohrenhcilk.,  1868,  vol.  iv.,  p.  97. 
"  Arch.  d.  Heilk.,  Bd.  xiv.,  pp.  428,  551. 

^  Arch.  f.  Ohrenheilk.,  1873,  Bd.  vii.,  p.  255. 
"  Arch.  f.  Ohrenheilk.,  Bd.  xxvii.,  p.  42. 
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which  a  strip  of  epidermis  could  be  traced  through  a  perforation  in  the  drum-bead 
and  over  the  fenestra  ovalis  to  a  cholesteatoma  in  the  antrum.  Habermann  thinks 
it  possible,  however,  that  a  cholesteatoma  may  develop  as  a  purely  hyperplastic 
growth  in  the  middle  ear,  or  even  as  a  metaplasia  of  the  tympanic  epithelium. 
Bezold^  has  advanced  similar  views.  He  states  that  all  the  cases  of  chronic 
middle-ear  suppuration  with  perforation  of  Shrapnell's  membrane  which  he  has 
seen  showed  epithelial  desquamative  masses  in  the  middle  ear.  Kuhn  *  reports 
a  case  of  cholesteatoma  in  which  both  the  results  of  the  microscopical  examination 
and  the  clinical  evidence  favoured  the  view  that  the  mass  was  a  true  tumour,  which, 
originating  primarily  in  the  mastoid  process,  attained  very  large  dimensions,  and 
extended  to  the  posterior  wall  of  the  auditory  canal.  Schmiegelow^  rejects  the 
theory  that  cholesteatomata  are  caused  by  **  transmigration  of  epidermis,"  a 
hypothetical  process  of  which  he  cannot  find  any  analogous  instance  in  other  parts 
of  the  body.  On  the  other  hand,  there  are.  he  says,  many  examples  of  metaplastic 
changes  in  the  mucous  membrane  of  cavities  which  are  the  seat  of  chronic  purulent 
inflammation  where  a  tissue,  purely  mucous  in  character,  comes,  under  the  influence 
of  irritation  by  accumulated  secretion,  to  have  a  typical  epidermoid  structure  and 
a  rete  Mal^ighii,  The  transformed  membrane  is  in  due  course  cast  oflf,  its  shreds 
are  mingled  with  the  purulent  secretion,  and  a  product  is  formed  similar  to  the 
cholesteatomatous  masses  in  chronic  middle-ear  suppuration.  Whenever  conditions 
unfavourable  for  drainage  exist,  and  the  pressure  of  stagnating  secretion  is  greater, 
the  metaplasia,  with  consecutive  desquamation  as  described,  is  found.  This  is  the 
case  in  the  antrum  and  mastoid  cells  and  in  the  attic,  and  in  these  places 
accordingly  the  formation  of  cholesteatoma  goes  hand  in  hand  with  suppuration. 
Politzer^  recognises  two  forms  of  cholesteatoma :  (i)  one  consisting  of  epithelial 
masses  welded  together  by  pent-up  secretion  into  large  white  or  yellowish  lumps ; 
the  formation  of  these  is  promoted  by  narrowing  of  the  external  meatus  and  by 
whatever  impedes  the  outflow  of  discharge.  (2)  Sharply  defined  masses  of 
homogeneous  structure,  or  composed  of  concentrically  arranged  lamellx,  often 
covered  with  a  shining  mother-of-pearl-like  envelope.  While  admitting  that 
cholesteatomata  may  occasionally  originate  primarily  as  true  tumours  in  the 
temporal  bone,  Politzer  insists  that  the  majority  of  them  are  secondary.  Further, 
as  regards  the  latter,  he  says  that,  although  they  are  very  frequently  caused  by 
extension  inwards  of  the  epidermis  of  the  external  meatus,  they  may  also  develop 
in  the  middle  ear  itself  without  such  extension.  Nor  is  the  formation  of  cholesteato- 
matous masses  a  necessary  result  of  the  spreading  inwards  of  the  epidermis.  This 
is  often  seen  without  the  slightest  trace  of  a  cholesteatoma  being  discoverable. 
It  is  only  when  there  is  excessive  proliferation  of  the  epidermis  in  the  external 
meatus,  often  combined  with  profuse  desquamation  in  the  middle  ear,  that  the 
tumours  are  apt  to  form.  The  extension  inwards  of  epidermis  is  favoured  by 
openings  about  the  periphery',  rather  than  in  the  centre,  of  the  drum-head,  and  it 
is  particularly  common  in  cases  of  perforation  of  Shrapnell's  membrane. 

The  size  of  cholesteatomata  of  the  ear  varies  from  that  of  an  acorn  to  that  of  a 
walnut.  They  are  more  or  less  rounded  in  shape,  taking  the  mould  of  the  cavity 
in  which  they  lie.  The  surface,  which  is  generally  iridescent,  is  smooth,  with  small 
projecting  knobs  here  and  there.  On  section  they  sometimes  have  a  laminated 
appearance  ;  sometimes  they  resemble  newly  coagulated  milk-cheese.  They  consist 
of  large  round  or  polygonal  pavement  epithelium  cells  interspersed  with  nodules,  fat 


*  Zcitschr.  f.  Ohrcnhcilk.,  18S9,  Bd.  xx.,  p.  8. 

*  Paper  read  before  the  Section  of  Otology  at  the  Tenth  International  Medical  Congress, 
Berlin,  Aug.'5,  1890.     Archives  of  Otology,  vol.  xx. 

^  Archives  of  Otologj-,  vol.  xx.,  July  1891. 

*  Lehrb.  d.  Ohrenhcilk.  Drilte  Aullage,  Stuttgart  1893,  p.  331,  €t  sej. 
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globules,  cholesterine  crystals,  and  bacteria.  Around  and  between  the  epithelial 
masses  are  partly  caseous  exudata  or  half  fluid  masses  of  detritus. 

Cholesteatomata  may  exist  in  the  temporal  bone  for  years  without  causing 
any  symptoms  ;  sometimes  they  give  rise  to  a  feeling  of  weight  and  pressure, 
headache  and  giddiness.  They  may  attain  a  considerable  size  without  causing 
caries  of  the  surrounding  bones ;  as  a  rule,  however,  they  erode  them  more  or  less, 
sometimes  burrowing  for  themselves  very  large  cavities  in  the  mastoid  process  or 
other  parts  of  the  temporal  bone.  Under  certain  circumstances  an  acute  inflam- 
matory process  may  be  set  up  in  the  tympanic  cavity,  attic,  and  mastoid  cells 
leading  to  extensive  destruction  of  tissue.  If  left  to  themselves,  cholesteatomata 
may  be  driven  out  through  the  external  meatus,  or,  less  frequently,  through  the 
Eustachian  tube,  by  a  sudden  rush  of  pent-up  secretion  ;  or  they  may  work  their 
way  through  the  cortex  of  the  mastoid  process  by  suppuration.  On  the  other  hand, 
they  may  cause  death  by  perforating  the  base  of  the  skull  and  setting  up  meningitis, 
cerebral  abscess,  etc.  Death  has  been  known  to  occur  as  a  consequence  of  pyaemia 
from  decomposition  of  the  retained  secretion. 

The  diagnosis  of  cholesteatoma  can  be  made  with  certainty  only  when  the 
whitish  yellow,  iridescent  masses  lie  within  the  field  of  vision.  Great  proli- 
feration of  the  epidermis  in  the  external  meatus  spreading  into  the  tympanic 
cavity  is  suggestive  of  cholesteatoma.  Cholesteatoma  in  the  attic  can  some- 
times be  recognised  by  its  doughy  feel  when  touched  with  a  probe  passed  through 
the  perforated  Shrapnell's  membrane.  When,  on  syringing  out  the  cavity,  greyish 
or  whitish  lumps  are  found  in  the  fluid,  cholesteatoma  should  always  be  suspected. 

The  prognosis  depends  on  the  situation  and  size  of  the  tumour,  and  on  the 
nature  of  the  resulting  changes  in  the  parts  with  which  it  is  in  relation.  Politzer 
says  that  cases  of  permanent  cure  after  spontaneous  discharge  or  operative  removal 
of  the  masses  are  rare.  The  cholesteatoma  is  almost  sure  to  form  again  owing  to 
the  irritation  of  the  retained  secretion  if  suppuration  continues,  or  if  this  be 
checked,  to  the  persistence  of  desquamation  and  epithelial  proliferation  in  the 
tympanum.] 

8.  Cysts, — Schwartze  ^  found  a  cyst-like  structure  in  the  tympanic  cavity 
of  a  child,  the  inner  wall  of  which  exhibited  epithelium,  and  its  contents 
fat-crystals  (rhombic  plates).  Schwartze  thinks  it  may  have  originated  in 
a  gland  in  the  mucous  membrane  of  the  tympanum.  The  author's  col- 
lection contains  a  preparation  showing  a  cyst  as  large  as  a  walnut  on  the 
limbus  cartilagineus  of  the  Eustachian  tube.  So  far  as  could  be  determined 
from  an  exploratory  puncture,  its  contents  consisted  of  a  viscid  hyaline 
fluid  without  morphological  elements. 

9.  Granulation-tissue  new  formations. — Amongst  these  are  observed 
tubercle^  lupus,  and  syphiloma, 

(a)  Tubercle  is  found  primarily  both  in  the  mucous  membrane  of  the 
middle  ear,  and  in  the  spongy  tissue  of  the  petrous  portion  of  the  temporal 
bone.  More  often,  however,  it  occurs  as  a  secondary  formation  in  connec- 
tion with  pulmonary  or  general  tuberculosis.  It  is  in  the  nature  of  the 
case  that  the  Eustachian  tube  should  furnish  the  most  common  path  or 


'  "  Beitragc  zur  Pathologic  un<J  pathologischen  Anatomie  des  Ohrcs."     Archiv  ftir  Ohren- 
hcilkunde,  i. 
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atrium  for  the  invasion  of  the  bacillus.  According  to  J*o/ioiim\^  who  was  J 
the  first  to  demonstrate  the  presence  of  tubercle-bacilli  in  discharges  from 
the  ear,  this  can  be  accomplished  more  easily  here  than  in  the  sputum— 
especially  in  children,  by  whom  the  latter  is  usually  swallowed.  He 
observes  that  the  chief  seat  of  tuberculous  aural  affections  is  the  mucous 
membrane  of  the  tympanum,  and  that  therefore  the  matters  to  be  examined 
should  always  be  taken  from  the  deepest  parts  of  the  ear.* 

Habermami ""  found  tubercle-bacilli  in  the  purulent  discharge  from  the 
ears  of  five  individuals  who  succumbed  to  tuberculosis.  The  mucous 
membrane  of  the  tympanic  cavity  was  in  each  case  the  part  principally 
affected  ;  in  the  osseous  section  of  the  Eustachian  tubes  the  most  promi- 
nent signs  of  disease  were  at  the  ostium  tympanicum  ;  less  marked  at  the 
isthmus,  Habcrfnann  thinks  this  may  be  explained  by  the  presence  of 
the  ciliated  epithelium  in  the  tube,  by  the  movements  of  which  the  bacilli 
may  be  carried  onwards,  while  they  are  stopped  in  the  tympanum.  That 
tubercle-bacilli  may  nevertheless  be  present  in  the  aural  secretions  without 
tuberculous  affection  of  the  aural  structures  is  evident,  and  must  be  taken 
into  consideration  in  diagnosis. 

Nathan^  found  tubercle-bacilli  in  the  discharge  in  twelve  out  of  forty  cases  of 
otorrhcea  which  he  examined.  lo  three  only  of  these  twelve  cases  were  there  no 
signs  of  pulmonary  phthisis ;  but  in  these  three,  carious  processes  were  present 
Mokknhauer^  analysed  the  reports  of  294  phthisical  patients  treated  during  twelve 
months  in  the  hospital  praciiccf  of  Fro/,  IVagner  of  Leipzig.  In  twenty-eight  cases 
only  (24  per  cent.)  was  impairment  of  hearing  noted,  while  tubercular  disease  of 
the  larynx  was  stated  to  have  existed  in  29  per  cent. 

The  symptoms  connected  with  tuberculous  disease  of  the  middle  car 
are  similar  to  those  of  suppurative  inflammation  with  caries  of  the  region. 
Microscopic  examination  is  therefore  necessary  to  establish  a  diagnosis. , 
A  negative  result  of  a  single  examination  must  of  course  not  be  accep 
as  conclusive,  but  the  secretion  derived  from  the  middle  ear  must  be 
submitted  to  examination  at  intervals,  in  order  to  determine  the  nature 
of  the  case. 

The  treahnent  is  to  be  ordered  in  reference  to  a  possible  co-existent 


*  **  Ucbcr  Tuberkclbacillcn  im  Ohrc'*     Monatsschrift  filr  Ohrenheilkunde,  Eviii.  Jahrg. 

*  Ko^o/iM I  gives  the  following  method  of  examination  for  the  tubercle-bacillus: — AliUle 
pus  is  smeared  upon  a  cover-glass,  dried  over  a  spirit  lamp,  and  afterwards  placed  in  a 
fuchsiD  solution.  The  solution  is  then  warmed  over  the  spirit  lamp  till  it  begins  to  asooke, 
and  the  covcr-clas«  left  in  it  for  an  hour  or  two.  The  latter  is  then  taken  out,  and 
decolorised  by  puttings  it  into  some  dilute  nitric  acid,  to  which  a  few  drops  of  fuming  nitne 
acid  have  been  previously  added.     It  is  subsequenUy  to  be  suined  \\i\h  matachite  green. 

■  **  Ucbcr   die  tubercul6sc  Infection  des  Mitlelohres,"      Aus  Prvf,   Chinri*n  path^HifiaU  { 
Institute  an  der  deutschen  Universit&t  in  Pra^,  Zeitschnft  fQr  Ohrcoheilkumlc,  vi.  &d. 

*  "  Ueber  das  Vorkommen  von  Tubcrkelbacillen  bei  Otorrhoca.''     Deutsches  Archiv  ftlfl 
klin.  Med ,  1884. 

^  *'  Zur  Casuistik  der  Erkrankungen  des  HOrorganes  iro  Folgc  von  Lungentubcmilose.* 
Honatsschrtfl  ftir  Ohrenhcilkundc,  xix.  Jahrg. 
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general  disease  as  well  as  to  the  local  affection.     For  the  latter  the  author 

generally  uses  iodoform^  besides  the  employment  of  the  measures  other- 
wise indicated  in  middle-ear  inflammation.  With  tuberculous  ulceration 
of  the  limbus  cartilagineus,  violent  pains  are  sometimes  present,  shooting 
towards  the  ear.  For  this  condition  an  ordinary  gargle  containing  cocaine 
or  tincture  of  opium  may  be  used.  Bulau  recommends  the  part  to  be 
painted  over  wiih  a  1  per  cent,  solution  of  creasote,  dissolved  in  equal 
parts  of  spirit  and  glycerine  ;  or,  if  this  should  not  answer,  then  with 
absolute  alcohol ;  or  a  subcutaneous  injection  of  a  carbolic  acid  solution 
may  be  made  in  the  vicinity  of  the  maxillary  articulation. 

(^)  Lupus  occurs  only  secondarily  in  the  structures  of  the  middle  ear, 
and  then  by  extension  from  the  external  auditory  canal  or  the  pharynx, 

(c)  Syphiionta  has  been  observed  in  the  commencement  of  the 
Eustachian  tube  in  cases  of  constitutional  syphilis.  The  new  formation 
usually  breaks  down  and  forms  ulcers,  in  the  treatment  of  which  much 
care  is  needed,  in  order  to  obviate  occlusion  of  the  tube.  These  growths 
probably  occur  likewise  in  other  parts  of  the  middle  ear,  but  the  diagnosis 
of  such  conditions  is  very  uncertain.  With  the  local  treatment  must  be 
associated  one  directed  towards  the  general  disease. 


Although  the  name  '^  polypus"  in  general,  and  that  of  ** aural 
polypus  "  in  particular,  which  is  employed  for  the  most  diverse  kinds  of 
growth,  is  anything  but  scientific,  it  has  nevertheless  maintained  its 
position  in  ordinary  use  in  practice.  By  the  latter  term  is  understood 
a  neoplasm  originating  in  the  external  auditory  canal  or  in  the  deeper 
parts  of  the  ean  which  is  pedunculated,  and  consists  principally  of 
histological  elements  of  the  soft  connective- tissue  order.  Granulations 
springing  from  a  broader  base  are  generally  described  as  polypoid 
proliferations^  in  contradistinction  to  the  pedunculated  new  formations. 

That  the  neoplasms  denominated  "aural  polypi"  always  possess  an 
epithelial  covering  is  not  quite  correct,  A  simple  large  pedunculated 
granulation  is  often  called  a  polypus^  but  it  has  no  external  epithelial 
layer.  Polypus  is  generally  but  a  name  which  serves  for  the  moment, 
and  until  a  more  accurate  investigation  of  its  nature  enables  its  precise 
character  to  be  ascertained. 

In  accordance  with  what  has  been  stated,  aural  polypi  may  be  either 
malignant  or  non-malignant  in  character.  We  have  further  seen  that 
such  formations  appearing  as  soft  tumours  are  almost  always  developed 
from  an  inflammatory  basis,  and  in  the  changes  which  their  elements 
undergo,  they  sometimes  furnish  a  fluid  product.  It  thus  happens  that 
polypi   and    polypoid  proliferations  are  almost  invariably  associated  with 


otorrhcEa,  and  may  be  accompanied  by  the  most  diverse  subjective  and 
objective  symptoms. 

Besides  the  particular  nature  of  the  neoplasm ^  the  attachment  of  the^ 
growth,  and  the  changes  which  may  co-exist  with  it,   both   in  the  ear 
and  in  other  organs,  are  points  of  special  importance  from  a   practical 
point  of  view. 

The  presence  of  the  growth  is  in  many  cases  manifested  by  easily 
recognisable  signs.  The  malignant  are  generally  much  more  painful  than 
other  varieties,  especially  upon  examination  with  the  probe  {Voiiolmi)  ; 
they  usually  also  grow  and  disintegrate  much  more  rapidly;  but  an 
accurate  diagnosis  is  only  to  be  made  by  the  aid  of  the  microscope.  In 
doubtful  cases  this  must  be  resorted  to  at  an  early  date,  as  the  result 
may  be  of  great  importance  in  regard  both  to  treatment  and  prognosis. 
The  author  has  found  fibroma  to  be  the  commonest  form  of  neoplasm, 
and  next  to  this  the  ordinary  granulation. 

Information  concerning  the  attachment  of  the  polypus  may  in  certain 
instances  be  derived  from  the  history  of  the  case  ;  and  sometimes^ — especially 
with  small  polypi — by  ocular  examination.  Where  the  latter  is  insufficient, 
the  probe  will  be  found  useful  for  this  purpose.  By  its  aid,  and  under 
a  good  light,  the  exact  position  and  extent  of  attachment  of  small  growths 
in  the  deeper  parts  may  be  made  out.  In  the  case  of  larger  ones  pro- 
jecting far  into  the  auditory  canal,  where  such  inspection  is  not  possible, 
the  probe  should  be  introduced  between  the  polypus  and  the  wall  of  the 
auditory  canal,  in  the  direction  of  the  long  axis  of  the  latter  up  to  its  inner 
extremity,  and  passed  round  the  polypus,  if  this  be  practicable.  If  the 
growth  spring  from  the  wall  of  the  canal,  the  probe  will  be  stopped  in 
the  circular  movement ;  whereas,  if  the  insertion  be  at  the  end  of  the 
canal,  on  the  tympanic  membrane,  or  deeper  still,  the  probe  will  not  meet 
with  obstruction.  In  the  latter  case,  however,  it  cannot  be  determined 
in  which  of  the  three  situations  mentioned  the  polypus  is  inserted, 
since  the  differences  between  the  distances  of  the  structures  referred  to 
from  the  orifice  of  the  canal  is  so  variable  that  the  measurement  of  the 
length  to  which  the  probe  can  be  introduced  is  of  no  service.  With 
respect  to  details,  we  are  usually  dependent  upon  inspection  of  the 
growth  after  its  removal. 

IVeydner^  believes  that  the  epithelium  covering  the  polypus  corre- 
sponds to  the  tissue  from  which  it  arises,  except  in  the  case  of  the  larger 
tumours.     This  opinion,  however,  the  author  is  unable  to  confirm. 

Polypi  most  commonly  spring  from  the  walls  of  the  tympanic  cavity,  whilst 
polypoid  proliferations  are  found  more  often  in  the  external  auditory  cnnal.  Of  lh€ 
hundred  cases  of  aural  polypi  examined  by  Moos  and  Steinbrugge^  twenty-five  had 


I 


their  insertion  in  the  auditory  canal  (one  quite  close  to  the  orifice,  the  others  in 
the  neighbourhood  of  the  tympanic  membrane)  ;  the  remainder  originated  in  the 
tympanic  cavity  ;  amongst  them,  one  from  the  roof,  and  eight  near  the  stapes. 
Not  one  came  from  the  drum-membrane  or  from  the  malleus.^  Politzer  saw  a 
polypus,  one  root  of  which  came  through  the  tympanic  membrane  and  was  connected 
with  the  malieusi  and  incus,  while  a  second  was  inserted  on  the  inner  and  lower  wall 
of  the  tympanic  cavity.  Voliolini  iound  a  polypus  on  post-mortem  examination, 
which  had  developed  from  the  o-stium  tymp.  tub;e  as  far  as  the  external  auditory 
canal  in  the  one  direction  ;  and  in  the  other,  almost  to  the  ostium  pharyn>jeum 
tuba;;  the  tube  itself  being^  dilated  in  the  osseous  portion.*  Moos^  removed  from  a 
boy  five  years  of  age  a  polypus  together  with  the  malleus,  to  the  handle  of  which 
it  was  attached-     Cicatrisation  of  the  membrane  followed. 

The  prognosis  will  depend  in  the  first  place  upon  the  nature  of  the 
neoplasm  ;  and  next,  upon  its  place  of  attachment  and  upon  the  character 
of  any  concomitant  changes  present  within  or  without  the  ear  With  regard 
to  the  insertion  of  the  polypus,  experience  shows  that  when  arising  from 
the  auditory  canal,  it  is  in  general  easier  to  effect  its  radical  removal  than 
when  it  originates  more  deeply*  Polypi  w^ith  a  broad  base  are  less  easy 
to  treat  successfully  than  those  with  thinner  peduncles;  and  naturally 
those  of  which  the  attachment  can  be  easily  reached  can  be  more  readily 
removed  than  when  this  is  not  so.  Cases  in  which  they  originate  in  the 
upper  part  of  the  tympanic  cavity,  especially  such  as  appear  through  a  lost 
$nembrana  Shmpncilii^  are  very  obstinate  to  treat,  it  being  very  difficult  to 
reach  their  point  of  attachment.  Those  polypi  from  which  a  moderate 
amount  of  bleeding  takes  place  arc,  as  a  rule,  much  sooner  eradicated  than 
others :  not  un frequently  they  undergo  spontaneous  separation  from  their 
base,  without  being  followed  by  a  recurrence  of  the  growth*  It  must  be 
evident  that  other  co-existent  morbid  conditions  of  the  middle  ear  will 
strongly  influence  the  prognosis,  if  it  be  remembered  that  these  formations 
are  ofien  accompanied  by  caries  of  the  temporal  bone,  and  are  almost 
invariably  associated  with  long-standing  middle-ear  inflammation,  from 
which  destructions  of  tissue  may  in  so  many  ways  be  brought  about. 

Treahmnt. — This  is  to  be  directed  towards  two  objects— the  removal 
of  the  polypus,  and  the  prevention  of  its  recurrence.  In  regard  to  the  latter, 
experience  shows  that  polypi  often  thrive  only  upon  an  inOammatory  site, 
and  recur  only  so  long  as  the  inflammatory  condition  lasts.  The  chief 
aim  of  the  treatment  will  therefore  be  the  abatement  of  any  inflammation 
present,  and  if  this  be  accomplished,  polypi  not  infrequently  disappear 
which  had  previously  always  recurred  after  complete  removal.  Never- 
theless, the  growth  itself  cannot  always  be  disregarded*  U  may  perhaps 
impede  the  escape  of  the  discharge,  and  this  provoke  a  condition  fraught 


'  "Histologischer  iind  klinischer  Bcrtcht  Obcr  loo  Falk-  von  Ohrpolypcn.*'    Zeitschrlft 
for  Olirenheilkimcle,  xii,  Bd. 

'  Virchow's  Archiv,  iii,  Folgc,  i,  Bd. 

*  Zeitschrift  fOr  Ohrtnheiikunde,  viii,  Bd, 
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with  danger.  In  such  a  case,  therefore,  it  must  be  removed  at  an  early 
period ;  and  this  indication  is  extended  by  the  author  even  to  the 
malignant  neoplasms,  although,  as  previously  emphasised,  operative 
interference  in  connection  with  these  should  be  avoided  as  much  as 
possible,  since  it  is  well  established  that  when  only  partly  extirpated  they 
grow  all  the  more  rapidly.  The  state  of  affairs  may  become  still  more 
dangerous  by  the  presence  of  retention-masses,  and  then  the  operation 
will  become  yet  more  pressing.  If  no  such  urgent  indication  exist,  it 
will  be  unnecessary  to  hurry  on  operative  measures,  particularly  with 
recurrences ;  as  when  the  inflammatory  process  recedes,  resolution  of  the 
polypoid  formations  readily  follows. 

The  removal  of  polypi  may  be  accomplished  either  by  operation  or 
by  the  application  of  various  substances.  When  practicable,  operative 
treatment  is  to  be  preferred  to  other  methods.  It  is  in  general  less 
painful,  besides  interfering  much  less  with  the  treatment  of  concomitant 
morbid  processes  and  with  subsequent  observation  of  the  structures,  than 
when  caustic  agents  are  employed.  The  consequences  also  are  not  so 
disagreeable,  and  the  duration  of  the  treatment  is  shortened.  The 
method  of  operation  will  vary  in  accordance  with  the  nature  of  the 
growth  and  its  mode  of  attachment. 

Firm  pedunculated  tumours  situated  on  the  lateral  wall  of  the 
auditory  canal  are,  if  the  width  of  the  latter  allows  of  it,  best  removed 
with  a  small  scalpel,  or  a  pair  of  probe-pointed  scissors  with  either  angular 
or  curved  blades.  For  the  same  purpose  a  ring-knife  (Politzer),  or  angular 
forceps,  the  extremities  of  which  carry  a  light  ring,  cutting  on  the  inner 
surface  (Victor  Lange\  may  be  used.  The  drawback  to  such  instruments, 
however,  is  that  several  of  them  must  be  kept  for  polypi  of  different  sizes ; 
besides  which  they  are  not  so  easily  ground  as  straight  instruments. 
Smaller  polypi  may  also  be  removed  with  sharp  spoons,  which  are  made 
of  different  shapes  {Oscar  Wolf).  With  these  instruments,  the  attachment 
of  the  polypus  may  be  readily  scraped  through  {vide  Figs.  102-4). 

Softer  polypi  arising  from  the  deeper  structures,  are  best  removed 
with  the  snare.  The  oldest  instrument  of  this  kind  was  devised  by  Wilde^ 
and  is  represented  in  Fig.  145.  It  consists  of  a  slim  stem  of  German 
silver,  bent  in  the  middle  at  an  obtuse  angle.  At  one  end  of  this  is  an 
oval  ring,  likewise  at  an  obtuse  angle,  and  large  enough  to  insert  the 
terminal  phalanx  of  the  thumb.  At  the  other  end,  and  at  the  bend  of  the 
stem,  are  small  cross-pieces,  pierced  parallel  to  its  long  axis  for  the  wire 
to  pass  through.  A  cross-beam  runs  along  the  stem,  and  on  this  the  ends 
of  the  wire  are  wound.  'I  he  polypus-snare  of  Wilde  has  certainly  paved 
the  way  to  considerable  advances  in  the  treatment  of  aural  and  other 
polypi,  though  it  has  inherent  defects;  the  chief  being  that  in  using  it 
the  hand  comes  too  near  the  auditory  canal,  so  that  it  is  in  the  way  of 
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the  light ;  and  therefore  small,  deeply  situated  polypi  cannot  be  removed,  or 
only  with  much  difficulty.  The  instrument  has  likewise  the  disadvantage 
that  the  double  bend  makes  it  too  bulky.  The  author  invariably  uses 
the  polypus-snare  which  he  has  contrived  (Fig.  102,  i),  with  which 
growths  no  larger  than  a  hemp-seed,  and  springing  from  the  deeper  parts, 
may,  if  visible,  be  taken  away  as  easily  as  larger  ones. 

Dr.  Blake  has  modified  Wilde's  snare  so  that  the  wire  runs  in  a  tube  which  is 
removable  from  the  stem,  and  the  cross-bar  carrying  the  wire  is  replaced  by  a  ring, 
by  means  of  which  the  loop  can  be  tightened  up  with  one 
finger.  _.. 

Hartmann  also  recommends  a  tube  for  the  wire  to  run 
through,  as  in  this  way  the  attachment  of  the  growth  is      Wilde's    P^^yP"^    snare 
cut  off  rather  than  torn  through.     The  author,  however,  sizeT 

does  not  think  the  tube  advisable,  on  account  of  the 
difficulty  in  cleaning  it.  With  few  exceptions,  too,  it  is 
better  for  the  base  to  be  torn  through  rather  than  cut, 
as  recurrence  is  then  less  likely  to  take  place.  Where 
laceration  is  to  be  avoided  on  account  of  the  proximity 
of  important  structures,  the  galvano -caustic  method  will 
upon  the  whole  be  preferable. 

In  using  the  instrument,  a  loop  is  formed  by 
pushing  forwards  the  cross-bar,  large  enough  to  re- 
ceive the  growth.  The  inclination  of  the  loop  to  the 
shaft  of  the  stem  is  then  adjusted  in  accordance  with 
the  attachment  of  the  polypus.  Thus,  when  the 
latter  springs  from  the  deeper  parts,  it  will  be  best  to 
bend  the  loop  to  a  right  angle  with  the  stem  ;  while, 
if  the  polyp  grows  from  the  wall  of  the  auditory 
canal,  the  loop  should  be  left  in  the  same  direction 
as  the  instrument,  as  it  will  in  this  case  generally 
be  possible  to  pass  it  round  the  growth  in  its  intro- 
duction. It  is  always  well  to  have  several  wires 
at  hand ;  or,  better  still,  to  keep  two  instruments 
in  readiness,  since  the  wire  may  easily  break, 
although  every  care  be  used. 

The  operation  is  carried  out  in  the  following  manner  : — The  auditory 
canal  having  been  properly  cleansed — as  in  all  other  operations — and  the 
attachment  of  the  polypus  having  been  ascertained  as  well  as  possible,  the 
loop  of  the  snare  is  adjusted  as  just  described.  The  operator  then  passes 
his  index  finger  through  the  ring  of  the  instrument  (Fig.  102,  i,  -W), 
and  introduces  it  under  a  good  light,  in  such  a  way  that  in  its  advance  the 
loop  passes  round  the  growth.  The  end  of  the  instrument  is  now  pushed 
on  as  near  the  root  of  the  polypus  as  possible,  the  latter  being  thus 
encircled  by  the  loop,  which  is  then  tightened  up  round  it  by  drawing  on 
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the  ring  with  the  index  finger ;  and  by  a  further  constriction,  the  base 
of  the  growth  is  cut  through. 

If  the  existence  of  a  polypus  situated  on  the  other  side  of  the 
drura-membrane  be  diagnosed,  the  latter  must  be  incised  as  a  preliminary 
to  its  removal. 

Moos  ^  removed  a  polypus  which  grew  from  the  posterior  part  of  the  tympanic 
cavity,  and  bulged  the  membrane  outwards.  By  the  side  of  this,  another  one  was 
present,  appearing  through  a  perforation  in  the  upper  segment  of  the  membrane. 
The  first  mentioned  was  removed  with  a  Wilde's  snare,  introduced  through  an 
incision  made  in  the  posterior  segment  of  the  membrane. 

Victor  Lange  proceeded  in  the  same  way  in  a  case  in  which  a  polypus  was 
supposed  to  be  present  in  the  tympanum.  He,  however,  removed  what  turned  out 
to  be  a  piece  of  bone  detached  from  the  promontor>',  and  looking  like  a  polypus. 
Truehart^  also  removed  a  fibrous  neoplasm  growing  from  the  inner  wall  of  the 
tympanic  cavity  after  preliminary  incision  of  the  membrana  tympani. 

The  polypus  having  been  removed,  and  any  haemorrhage  arrested, 
a  fresh  inspection  is  to  be  made.  The  bleeding  is  rarely  profuse;  it 
generally  stops  of  itself  very  soon  ;  or  it  may  be  arrested  by  introducing  a 
plug  into  the  auditory  canal.  Sometimes  one  or  more  fresh  polypi,  pre- 
viously invisible,  are  discovered  after  the  removal  of  the  first ;  or  a  part  of 
this  is  perhaps  found  to  be  still  left.  Under  such  circumstances,  it  will  be 
necessary  to  reintroduce  the  instrument,  either  at  once,  or  at  another 
sitting,  as  may  be  thought  advisable.  It  is  better  to  remove  as  much  as 
possible,  and  not  to  leave  too  much  to  the  after-treatment. 

Large  and  dense  polypi,  especially  when  growing  from  a  broad  base, 
are  best  removed  with  the  galvano-cautery.  This  method  is  likewise  more 
suitable  for  small  deeply  situated  polypi  or  their  roots,  which  are  difficult 
to  snare.  For  the  former  the  author  uses  the  galvano-caustic  loop,  and 
for  the  latter  a  flat  cautery  point.  Though  more  convenient  in  the  cases 
referred  to,  the  author  is  unable  to  substantiate  the  further  advantages 
claimed  for  the  galvano-cautery  in  regard  to  the  obviation  of  haemorrhage, 
pain,  and  tendency  to  recurrence.  Electrolysis  has  recently  been  employed 
for  the  removal  of  polypi  by  Voltolini,  The  instrument  used  consists  of 
two  steel  or  platinum  needles,  parallel  and  close  to  one  another,  and 
isolated  along  their  entire  length.  They  are  fixed  at  an  angle  of  1 20°  into 
a  handle,  and  are  connected  with  the  electrodes  of  a  galvanic  battery  of 
one  or  two  elements.  As  in  all  polypus  operations,  cocaine  is  previously 
used ;  the  growth  is  then  pierced  by  the  needles,  and  the  current  allowed 
to  pass  for  from  half  a  minute  to  a  minute.  According  to  VoUolini^  one 
needle  alone  is  necessary  ;  the  second  electrode  being  connected  with  a 

'  "Ausrottung  eines  TrommclhOhlenpolypcn  mit  blutiger  Trennung  des  TrommelfcUcs." 
Virchow's  Archiv,  xxxvi,  Bd. 

'  "Fibroid  tumour  of  the  middle  ear,  neuralgic  pains,  otorrhcEa,  and  deafness;  removal 
of  tumour  followed  by  restoration  of  function.  '     Med.  Record,  1885. 
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sponge  applied  to  the  skin  of  the  face.  Dr  Gomperz  made  trial  of  this 
method  in  the  author's  out-patient  practice  at  his  request,  and  found  that 
polypoid  proliferations  in  the  tympanic  cavity  and  projecting  into  the 
auditory  canal  were  thereby  made  to  disappear  in  a  comparatively  short 
time.  With  granulations  on  the  upper  or  lower  wall  of  the  tympanum  he 
recommends  platinum  needles  to  be  employed,  on  account  of  the  facility 
with  which  they  can  be  bent  in  the  manner  required.  The  author  has 
come  to  the  conclusion  that  the  procedure  is  really  only  a  cauterisation, 
an  eschar  being  produced  which  must  be  removed  prior  to  a  repetition  of 
the  operation.  Some  of  the  patients  complained  of  severe  pain,  despite 
the  application  of  cocaine,  and  the  process  does  not  appear  to  possess  any 
particular  advantage  over  that  of  the  galvano-cautery.  Voltolini  eulogises 
it  more  especially  for  the  treatment  of  polypoid  proliferations  in  the 
tympanum  which  have  perforated  ShrapnelFs  membrane.  In  such  cases, 
the  attachment  of  a  growth  near  the  articulation  between  the  malleus  and 
incus,  can  be  reached  better  by  this  than  by  other  methods,  and  in  this 
respect  the  author  thinks  it  is  to  be  commended. 

The  treatment  of  aural  polypi  by  means  of  various  applications  is 
naturally  more  tedious  than  by  operation,  and  by  no  means  necessarily  less 
severe.  The  use  of  caustics  is  especially  apt  to  cause  more  pain  than  the 
measures  just  described,  and  is  now  employed  almost  exclusively  for  the 
destruction  of  the  remains  of  the  attachments  of  polypi  which  have  been 
removed  by  operation.  The  substance  usually  applied  is  nitrate  of  silver, 
solid  or  in  strong  solution.  Other  astringents  and  caustics  have  been 
much  used,  however — e,g.^  sulphate  and  acetate  of  zinc,  perchloride  of  iron, 
acetate  of  lead,  creasote,  nitric  acid,  sulphuric  acid,  lime-water,  and 
sulphate  of  copper.  Toynbee  recommended  a  mixture  of  quicklime  and 
caustic  potash,  to  which  a  little  sulphate  of  iron  is  added  to  prevent  rapid 
deliquescence,  by  which  the  healthy  parts  would  also  be  attacked.  Chromic 
acid,  recommended  by  Ssely  in  1872,  is  one  of  the  most  efficacious  caustics. 
A  crystal  is  to  be  taken  up  on  the  moistened  end  of  a  probe  and  applied  to 
the  growth;  the  process  being  repeated  after  the  eschar  produced  has 
separated.  Its  action  is  more  energetic  than  that  of  nitrate  of  silver,  but 
sometimes  causes  some  inflammation  of  the  auditory  canal,  even  when 
applied  most  carefully.  Ladreit  de  Lacharricre^  employs  for  cauterising 
the  bases  of  polypi,  the  caustic  points  (fleches)  of  Maissonneuve^  composed 
of  chloride  of  zinc,  flour,  and  a  little  morphia.  They  are  hard  enough  to 
penetrate  the  growth,  and  are  said  to  be  certain  and  painless  in  their 
operation. 

Politzer  recommends  perchloride  of  iron  in  crystal  or  in  solution.  A 
piece  of  cotton- wool  is  to  be  dipped  in  the  solution  and  applied  to  the 

'  Annales  des  maladies  de  I'orei'.le,  ii. 
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growth,  or  a  small  crystal  is  carried  to  it  by  means  of  a  probe.  The  author 
cannot  speak  favourably  of  this  treatment.  Nor,  indeed,  can  he  approve 
of  the  "  alcohol  treatment "  praised  by  the  same  authority.  This  consists  in 
the  introduction  of  absolute  alcohol  two  or  three  times  a  day  into  the  ear, 
in  which  it  is  allowed  to  remain  for  ten  minutes.  Schwartze  writes  :  "  No 
benefit  has  been  effected  in  any  case  in  which  I  have  tried  it  (alcohol). 
With  its  long-continued  use  for  months,  it  is  not  impossible  that  injurious 
effects  might  follow  from  abstraction  of  water  from  the  tissues  and  throm- 
bus formation  in  the  vessels."  This  is  in  accordance  with  the  author's 
opinion.  Many  writers,  however,  speak  of  the  good  effect  of  alcohol  in  soft 
polypoid  proliferations,^  and  the  author,  twenty  years  since,  recommended 
painting  with  the  tinctures  of  opium  or  thuja  in  such  cases,  the  effect  of 
which  is  less  likely  to  be  injurious  than  the  employment  of  alcohol  baths. 

Moos  and  Steinbriigge^  recommend  the  application  of  a  lo  to  25  per 
cent,  solution  of  acetate  of  lead,  to  which  a  few  drops  of  acetic  acid  are 
to  be  added.  The  clear  solution — it  should  not  be  cloudy — is  instilled  into 
the  ear  twice  a  day  at  least,  and  a  plug  of  salicylic  wool  then  introduced 
deeply.  In  some  cases  severe  pain  follows,  but  soon  disappears.  The 
application  causes  the  cellular  elements  of  the  neoplasm  to  shrivel, 
probably  producing  also  constriction  of  the  vessels  and  thrombosis ;  the 
growth  being  thrown  off  in  consequence. 

The  author  can  from  his  own  experience  confirm  the  statements  as  to 
the  beneficial  effect  of  lactic  acid  recommended  by  Victor  Lange^  in  cases 
of  polypoid  proliferation.  A  15  to  20  per  cent,  solution  is  to  be  instilled 
once  or  twice  daily. 


'  \^Law  has  frequently  seen  great  benefit  derived  from  this  method  of  treatment  both  in  the 
wards  of  Prof,  Politzer  and  elsewhere.  He  has  found  it  very  useful  in  the  treatment  of  cases 
where  r.o  suitable  instruments  were  available  {e.g.^  at  sea).  At  the  commencement,  the 
alcohol  should  be  used  diluted  (with  an  equal  quantity  of  water),  and  the  strength  of  the  instilla- 
tion is  gradually  increased.  The  addition  of  boric  acid  (to  saturation)  is  often  advantageous  in 
removing  inflammatory  symptoms.  The  method  is  naturally  only  applicable  in  the  case  of 
small  flabby  polypi  (granulations),  not  associated  with  bone  disease.] 

*  "Hundert  Falle  von  Ohrpolypen."     Zeitschrift  fiir  Ohrenheilkunde,  xii.  Bd. 

'  "Einige  Bemerkungen  Qber  die  Anwendung  von  MilchsSure  bei  chronischcr  eiteriger 
Mittelohrcntzundung."     Monatsschrift  fQr  Ohrenheilkunde,  1887. 
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CHAPTER   XIX. 

AFFECTIONS  OF  THE  LABYRINTH. 

Though  until  comparatively  recent  times  the  doctrine  was  firmly  held  that 
more  than  half  the  number  of  patients  with  ear  affections  suffered  from 
"  nervous  deafness  " — or,  more  definitely,  from  "  primary  disease  of  the 
labyrinth," — the  conviction  is  now  tolerably  general  that  labyrinthine 
disease  is  really  of  extremely  rare  occurrence. 

The  results  both  of  clinical  observation  and  of  investigations  in 
pathological  anatomy  have  thrown  a  clearer  light  on  this  subject.  The 
number  of  the  symptoms  which  were  formerly  assumed  to  depend  upon 
pathological  changes  in  the  labyrinth  has  been  considerably  lessened  in 
consequence  of  a  better  acquaintance  with  the  morbid  processes  occurring 
in  the  external  and  middle  ear,  to  which  regions  they  are  now  recognised 
to  belong.  The  advances  made  in  neurology  have  equally  served  to 
relegate  to  their  true  origin  in  the  central  nervous  system  many  other 
subjective  aural  symptoms  previously  vaguely  characterised  as  "  nervous." 

The  difficulty  experienced  in  referring  the  latter  phenomena  to  their 
actual  source,  and  so  determining  a  diagnosis,  lies  mainly  in  the  multiplicity 
of  connections  of  the  root  of  the  auditory  nerve  with  the  central  nervous 
structures.  A  glance  at  the  accompanying  figures  (Figs.  146-50),  taken 
from  Freud*s  treatise,  will  sufficiently  indicate  that  changes  in  the  most 
diverse  parts  of  the  central  nervous  apparatus  may  bring  about  morbid 
manifestations  in  connection  with  the  auditory  nerve ;  and  that,  conversely, 
affections  of  the  labyrinth  may  in  their  turn  occasion  certain  central 
nervous  phenomena  in  a  reflex  manner.  An  accurate  elucidation  of 
the  subjective  symptoms  is  therefore  by  no  means  an  easy  matter  in 
many  cases. 

The  facts  hitherto  brought  to  light  in  this  domain  have  led  to  a  steady 
advance  in  the  state  of  our  knowledge  concerning  the  regions  above 
mentioned,  and  indirectly  also  in  regard  to  the  diagnosis  of  labyrinthine 
diseases.  It  has  in  the  first  place  been  established  that,  though  secondary 
changes  in  the  labyrinth,  consequent  upon  the  presence  of  other  forms  of 
ear  disease,  may  be  common,  primary  labyrinthine  derangements^  on  the 
other  hand,   are  very  rare  indeed.      Kramer  is  certainly  very  near  the 
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Fig.  146. 

Section  through  the  lowest  level  of  the  place  of  origin  of  the  auditory  nerve — from  a  human 
foetus  at  the  sixth  month.    Treated  with  Weigert's  heematoxylin. 


DK 


VllL 


VIII ^t  First  portion  of  the  auditory  nerve,  from  the  external  nucleus  of  origin,  &; 
81,  internal  nucleus  of  origin;  DK^  Deiter's  nucleus;  K,  section  through  nucleus  of  fifth  nerve; 
Cr^  restiform  body ;  0«,  inter-olivary  layer ;  I,  auditory  nerve-filaments  round  the  restiform 
body;  2,  fibres  from  the  internal  auditory  nucleus  to  the  raphd;  Ctrp^  corpus  trapezoides. 


Fig.  147. 

Section  at  a  higher  level  than  the  preceding.     In  this  are  likewise  seen  the  nucleus  of  the 
facial  nerve  (7),  with  its  connected  root-fibres  {VII). 


VlJh 


VJI 


Vlllzt  The  second  portion  of  auditory  nerve,  passing  round  and  through  the  restiform 
body  to  the  internal  nucleus  of  origin  ;  oO,  the  superior  oHve.  The  other  letters  as  in  the 
preceding  figure. 
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Fig.  148. 

In  this  is  shown  the  third  portion  of  the  auditory  nerve  (VIII^  in  its  course  to 

Deiter's  nucleus. 


VJlh 


VII 


Ctrp 
Letters  as  in  Fig.  146. 


Fig.   149. 
Section  at  the  level  of  the  fourth  portion  of  the  auditory  nerve  and  the  nucleusiof  the 


F///4 


K/,  Abducens  nerve;  /iL,  posterior  longitudinal  fasciculus;  K//^,  genu  of  the  facial; 
Ctrp,  the  part  of  the  corpus  trapczoides  which  goes  to  the  superior  olive  of  the  same  side ; 
oOSt^  peduncle  of  the  superior  olive.     The  other  letters  as  in  Fig.  146. 


truth  in  supposing  that  out  of  a  thousand  patients  with  ear  disorders, 

perhaps  four  may   be  aftected  with  primary  disease  of  the  labyrinth^ — a 
proportion  which  must  be  acknowledged  to  be  relatively  insignificant 

!•  Structural  Anomalies. 

Deviations  from  the  normal  occur  in  regard  to  the  size,  shape,  and 
number  of  the  constituent  parts  of  the  labyrinth.  In  cases  of  complete 
deafness,  as  well  as  in  others  in  which  the  hearing  was  normal,  the  entire 
labyrinth,  or  certain  portions  of  it  only,  have  been  found  extremely  small ; 
in  some  instances,  on  the  contrary,  of  exaggerated  size  ;  and  sometimes  as 

Fig.  150. 

Schema  of  the  origin  of  the  ayditor^'  ner\^e. 


CCirp 


I,  First  portion^  ending  111  the  external  nucku**,  8#;  //,  third  portion,  continuous  with  the 
fibres  of  Dciter's  nucleus,  DK;  III,  second  and  fourtli  portions  of  the  nerve,  terroinjittng  ill 
the  internal  nucleus,  8/".  Central  connections;  Cfrp^  corptis  tiapezoides;  i,  fibres  connect- 
ing (?\  the  external  witli  Ihe  internal  nucleus;  z^  fibres  from  the  internal  nucleus  <S#)  to  the 
raph6 ;  3,  curved  fibres  from  the  internal  nucleus  to  the  crossed  roof-nucleus  (^Kl)  to  the 
cerebellum. 

altered  in  configuration.     Such  irregularities  are  of  significance,  however, 
only  when  exhibited  by  structures  which  are  of  functional  importance. 

Variations  in  the  usual  number  of  the  elementary  parts  of  the 
labyrinth  may,  on  the  other  hand,  seriously  affect  the  hearing  capacity; 
though  even  here  certain  structures  may  be  wanting  without  entailing 
complete  deafness  on  the  corresponding  side.  Thus,  in  the  case  of  a 
woman  thirty-five  years  of  age,  who  had  only  three  toes  on  each  foot,  and 
but  three  fingers  on  each  hand,  and  was  "not  particularly  hard  of  hearing,** 
Voliolini  found  absence  of  the  entire  posterior  semicircular  canal,  the 
inferior  being  remarkably  diminutive,  and  the  cochlea  almost  a  third 
smaller  than  normal.     Hitherto  even  partial  absence  of  the  structures  of 
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the  labyrinth  has  been  observed  only  in  deaf-mutes.  Mordini^^  Roderer? 
Nuhn^  He'lie*'  Toynbee^  Michel,^  and  others  have  described  cases  of  this 
kind.  In  MicheVs  case  both  the  labyrinth  and  the  auditory  nerve  were 
completely  wanting,  and  the  facial  nerve  passed  through  a  curved  canal 
in  the  rudimentary  petrous  portion  of  the  temporal  bone.  To  the  same 
category  belongs  also  the  case  described  by  the  author  and  represented 
in  Fig.  85. 

The  subjective  symptoms  will  vary  with  the  degree  of  defect  which 
exists.     A  precise  diagnosis  during  life  cannot  be  made. 

2.  Concussion  of  the  Labyrinth  (Commotio  labyrinthi). 

The  condition  is  thus  denoted  in  which  certain  symptoms  occur  as 
the  result  of  external  violence — as  from  a  blow,  shock,  or  explosion — 
which  are  unaccompanied  by  perceptible  lesion  in  the  ear,  and  are,  on 
the  one  hand,  not  explicable  by  any  known  variation  of  normal  acoustic 
function ;  nor,  on  the  other  hand,  by  the  recognised  modes  of  activity  of 
the  central  nervous  apparatus. 

Concussion  of  the  labyrinth  may  or  may  not  be  combined  with  injury 
of  other  aural  structures,  and  in  the  latter  case  the  diagnosis  will  naturally 
become  all  the  more  difficult.  In  what  the  actual  nerve  condition  consists 
in  such  cases  is  no  better  ascertained  than  in  those  of  concussion  of 
the  brain.  Even  when  complete  deafness  has  ensued  it  has  been  well 
established  by  post-mortem  examination  that  no  recognisable  changes 
in  the  labyrinth  are  necessarily  present.  These  derangements  most 
frequently  happen  from  the  discharge  of  firearms,  and  may  be  either 
unilateral  or  bilateral.  In  the  majority  of  instances,  that  ear  only  is 
affected  which  is  turned  in  the  direction  of  the  explosion  ;  but  occa- 
sionally both  ears  suffer. 

The  subjective  symptoms  vary.  An  attack  of  giddiness  not  infrequently 
comes  on  with  the  concussion  ;  and  some  patients  fall  down,  or  even 
become  insensible.  Pain  also  is  occasionally  present,  and  may  last  for 
several  hours,  even  without  any  demonstrable  injury  to  the  structures  of 
the  ear.  Subjective  auditory  sensations  of  the  most  diverse  kind  are 
almost  invariably  experienced,  and  these  sometimes  change  during  the 
course  of  the  affection.  The  hearing  capacity  may  be  merely  enfeebled, 
or  completely  annulled.     In  occasional  instances,  hyperaesthesia  acustica 

'  Comment.  Bononens.,  t.  vii.  Anatomia  surdinati,  p.  422  de  labyrinthi  auris  content 

*  Descriptio  fcetus  parasit.  in  comment,  societ.  Gotting.,  t.  iv. 

*  Dissertatio  de  vitiis,  qiice  surdo-mutinati  subesse  solent. 

*  Archives  g^n^rales  de  medicine,  t.  xii.,  p.  485. 
»  L.  f. 

*  •*  M6moires  sur  les  anomalies  congenitales  dc  I'orcille  interne,"  etc.     Gazette  m^dicale  de 
Strassbourg,  1863,  Nr.  4. 
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exists  for  some  sounds,  and  even  for  speech  ;  or  the  pitch  of  certain 
tones  appears  altered,  being  either  too  high  or  too  low ;  or  again,  they 
may  have  a  disagreeable  jangle  (Beiklang).  The  author  has  often  heard 
patients  complain  of  the  latter  symptom. 

Brunner  ^  observed  a  case  in  which,  after  the  report  of  a  gun,  tones 
were  heard  about  half  a  note  higher  on  the  left  than  on  the  right  side.  In 
another  case  the  four  notes  of  the  piano,  e"' — a"",  could  not  be  heard  at 
all ;  but  the  symptom  disappeared  in  ten  days.  Blau  ^  treated  a  patient 
in  whom  tingling  and  dulness  of  hearing  came  on  from  the  report  of 
a  revolver.  ** Sz**  was  always  heard  instead  of  ** sch"  (sA),  and  every 
sound-perception  had  a  metallic  jangle  (Beiklang). 

The  objective  appearances  will  differ  according  to  the  nature  of  any 
other  injuries  which  may  accompany  the  concussion ;  and  if  none  such 
have  occurred,  no  changes  are  to  be  recognised. 

The  diagnosis  of  concussion  of  the  labyrinth  is  only  to  be  made  from 
the  history  of  the  case,  and  by  a  process  of  exclusion  ;  though  ophthal- 
moscopic examination,  as  pointed  out  by  Zaufal  and  Knapp^  sometimes 
furnishes  valuable  information. 

With  regard  to  the  history,  much  circumspection  must  be  exercised 
in  forming  an  opinion,  especially  in  forensic  cases,  in  which  perhaps 
violence  is  asserted  to  have  been  used.  In  respect  to  no  organ  is 
simulation  easier  than  with  the  ear,  as  the  patient's  statements  cannot 
be  controlled  by  direct  examination.  Deception  is  particularly  easy  in 
the  case  of  a  supposed  unilateral  affection  of  the  labyrinth.  Under  such 
circumstances,  the  perceptions  of  the  other  ear — the  functional  activity 
of  which  admittedly  cannot  be  eliminated  in  testing  the  hearing — suffices 
to  provide  the  person  examined  with  the  means  of  following  the  tenor 
of  the  examination,  even  though  his  eyes  be  closed  ;  and  his  statements 
might  in  this  way  readily  acquire  a  colouring  of  credibility.  The  more 
artful  and  better-informed  class  of  individuals,  therefore,  simulate  an 
impairment  of  hearing — unilateral  or  bilateral — rather  than  complete 
deafness  {Chimani).  Even  with  obvious  lesions  of  the  sound-conducting 
apparatus,  the  labyrinth  may  remain  intact ;  and  since  the  condition  of  the 
nervous  apparatus  is  of  the  greatest  importance  in  regard  to  prognosis, 
treatment,  and  a  judicial  estimate  of  the  nature  of  the  case,  all  possible 
means  must  naturally  be  employed  in  testing  this,  and  consideration  given 
to  the  results  of  examination  for  any  co-existent  affections  capable  of 
influencing  the  state  of  the  acoustic  function,  as  well  as  to  such  changes 


>  "  Ein  intcressanter  Fall  von  langer  anhaltender  Taubheit,  verursacht  durch  cincn 
Flintenknall.  Mit  epicritischen  Bemerkungen."  Zeitschrift  fiir  Ohrenheilkunde,  ix.  Bd. 
Fcrner,  "  Kleine  Mittheilungen,"  Ibidem,  x.  Bd. 

»  •♦  Ikobachtungen  von  Erkrankungen  des  Labyrinthes."  Archiv  fttr  Ohrenheilkunde, 
XV.  Bd. 
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as  may  have  been  present  previous  to  the  concussion.  The  last  observa- 
tion holds  not  only  for  the  diagnosis  of  concussion,  but  likewise  for  all 
changes  in  the  sound-perceiving  apparatus :  that  is  to  say,  the  diagnosis 
of  an  affection  of  the  labyrinth  can  in  general  be  arrived  at  only  by  the 
exclusion  of  all  other  morbid  changes  in  the  ear  which  may,  and  sometimes 
do,  provoke  similar  symptoms.  It  will  thus  be  seen  that  a  precise  diagnosis 
is  often  a  very  difficult  matter ;  but  an  experienced  and  scientific  observer 
will  often  be  guided  correctly  in  his  cultivated  conjecture  where  nothing  is 
visible  to  the  eye. 

In  the  attempt  to  recognise  the  presence  of  labyrinthine  disorders, 
great  attention  has  been  directed  to  the  normal  function  of  the  organ ; 
and  constant  endeavours  have  been  made  to  determine  the  significance  of 
various  deviations  from  the  normal.  The  results,  however,  have  been  but 
of  an  approximate  value  from  a  diagnostic  point  of  view. 

It  must  nevertheless  be  insisted  upon  that  testing  with  the  watch 
alone,  or  with  only  one  tuning-fork,  is  insufficient ;  and  that  tuning-forks 
of  different  pitch,  as  well  as  other  instruments,  must  be  employed. 

In  certain  labyrinthine  derangements,  there  occurs  an  impairment 
in  the  perception  of  high  or  of  deep  tones ;  but  the  author  has  not  met 
with  instances  of  these  anomalies. 

According  to  Luccb}  a  complete  loss  of  sensibility  for  the  highest  musical  tones 
in  the  four  times  accented  octave,  emitted  by  tuning-forks  vibrating  strongly  before 
the  open  auditory  canal,  is  said  to  betoken  an  affection  of  the  nervous  apparatus. 
If,  with  merely  diminished  hearing  capacity  for  high  notes,  those  of  deeper  pitch 
are  distinctly  audible,  this  will  offer  good  evidence  for  the  exclusion  of  an  affection 
of  the  sound-conducting  apparatus,  inasmuch  as  experience  shows  that,  even  with 
a  perfectly  free  auditory  canal,  deep  tones  appear  muffled  in  peripheral  ear  disease. 

Erhard^s  doctrine  that  defective  conduction  through  the  cranial  bones 
is  "  the  pathologico-physiological  symptom  common  to  all  cases  of  nervous 
deafness  "  is  so  far  true  that  cranial  conduction  is  generally  weakened  or 
annulled  when  severe  labyrinthine  mischief  exists ;  but  it  is  no  certain 
indication  of  such  a  condition.  Disease  of  the  bones  may  on  the  one  hand 
impair  their  conductivity,  and  on  the  other  hand  it  is  no  more  possible 
to  test  conduction  through  bone  alone  than  conduction  through  air  alone. 
How  often  is  the  observation  made  that,  after  a  plug  of  cerumen  is 
syringed  out  of  the  auditory  canal,  the  sound  of  a  watch  is  audible  when 
placed  upon  the  cranium,  whereas  it  could  not  be  thus  heard  before  the 
plug  was  removed,  owing  to  the  transmission  of  the  sound-waves  through 
the  auditory  canal  having  been  prevented  by  the  presence  of  the  cerumen. 
The  loss  of  cranial  conductivity  is  therefore  a  symptom  pointing  with  some 
probability   to  a  derangement  of  the   labyrinth,  but  it  offers  no  greater 

*  "  Kritisches  und  Neues  uber  Stimmgabeluntersuchungen."  Archiv  fQr  Ohrenheilkunde, 
xxiii.  Bd. 
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certitude  of  this  than   the  existence  of  cranial  conduction   does  of  the 
integrity  of  the  labyrinthine  structures. 

The  employment  of  Weber's  process  is  more  serviceable.  A  positive 
result  is  sufficient  to  exclude  any  marked  disorder  of  the  labyrinth  ;  while 
if  negative,  the  existence  of  such  an  affection  may  be  assumed  with  some 
confidence.  As  regards  Rinne's  method,  the  author  is  unable  to  ascribe 
to  it  any  great  diagnostic  value.  With  complete  deafness  it  does  not 
of  course  come  into  consideration ;  and  when  the  hearing  has  merely 
become  impaired,  it  is  to  be  looked  upon  in  the  light  only  of  a  control- 
experiment,  which  is  of  some  use  of  estimating  the  correctness  of  the 
patient's  statement. 

Luc(B^  holds  that  no  particular  diagnostic  importance  can  be  attributed  to 
Weber's  process,  because  even  with  a  sound  ear  an  intensification  of  tone  sometimes 
takes  place.  He  considers  Rinne's  method,  on  the  other  hand,  as  of  decided  value, 
taken  along  with  tests  for  different  high-pitched  tones  in  atrial  conduction,  and 
provided  always  that  one  is  dealing  with  deafness  of  high  degree. 

In  cases  in  which  the  various  tests  point  to  the  existence  of  total  loss 
of  hearing,  the  procedure  devised  by  the  author  (page  145)  should  never 
be  omitted,  as  by  this  means  it  may  perhaps  be  shown  in  certain  instances 
that  the  deafness  is  not  really  absolute. 

Concussion  may  be  most  readily  confounded  with  actual  injury  to  the 
labyrinth.  A  gradual  diminution  of  the  hearing  capacity  after  some  form 
of  violence,  with  the  appearance  and  persistence  of  the  symptoms  of 
Meniere's  disease,  tend  to  indicate  the  presence  of  injury  with  extrava- 
sation of  blood  into  the  structures  of  the  region.  In  concussion  of  the 
labyrinth,  the  impairment  of  hearing  comes  on  more  suddenly,  and 
disappears  also  more  readily;  so  that  the  diagnosis  will  be  facilitated 
by  watching  the  course  of  events. 

It  will  perhaps  be  most  convenient  to  refer  here  to  the  ordinary  expedients  used 
in  the  detection  of  simulated  deafness. 

Both  ears  must  first  of  all  be  accurately  examined,  in  order  that  from  the  results 
a  standard  may  be  obtained  for  judging  of  the  statements  made. 

The  less  wary  and  ill-educated  class  of  simulators  may  sometimes  be  exposed 
by  speaking  about  them  in  their  presence  in  a  sneering  or  contemptuous  manner ; 
they  may  thereupon  become  disconcerted,  and  manifest  signs  which  betray  them. 
Wilde  suggests  that  a  person  pretending  to  be  totally  deaf  should  be  asked  how 
long  he  has  been  so,  when  it  may  readily  happen  that  he  answers  to  the  question. 
Simulators  have  been  frequently  discovered  by  calling  out  to  them  during  sleep  or 
chloroform  anaesthesia,  or  when  in  a  half-drunk  condition. 

Midler'*  recommends  the  following  method  for  the  conviction  of  individuals 
simulating  unilateral  deafness.  An  ear-trumpet  (or  paper  tube)  is  held  in  each  ear, 
and  two  persons  simultaneously  utter  two  different  sentences  at  the  same  rate  of 


»  "  Kritisches  und  Neues  iiber  Stimmgabeluntersuchungen."    Archiv  (tir  OhrcDheilkunde. 
xvii.  Bd. 

*  Berliner  klinische  Wochenschrift,  1869. 
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speaking  and  equally  loudly,  one  into  each  ear.  If  both  ears  be  sound,  the  indivi- 
dual being  examined  cannot  understand  what  has  been  said  ;  while,  if  one  ear  be 
affected,  he  can  distinguish  what  has  been  spoken  into  the  other. 

Schwartze  thinks  the  tuning-fork  may  be  of  service.  Persons  really  deaf 
always  state  that  they  can  feel  its  vibration ;  but  simulators  are  afraid  they  will 
betray  themselves  by  the  admission. 

Voltolini^  proposed  another  means  for  the  detection  of  pretended  deafness  in 
one  ear.  A  large  ear-trumpet  is  applied  to  the  supposed  deaf  ear,  the  other  being  left 
free.  The  individual  then  always  says  he  can  hear  nothing ;  although  it  is  certain 
he  must  have  heard  with  the  ear  admitted  to  be  healthy.  If  a  small  tube  be  fixed 
in  this  ear  he  thinks  it  is  quite  closed,  and  so  falls  more  easily  into  the  trap. 

Coggin'*  employs  in  suspected  cases  of  simulated  unilateral  deafness  a  binaural 
stethoscope,  one  branch  of  which  is  completely  stopped  up  with  a  wooden  plug,  and 
fixed  in  the  ear  stated  to  be  sound.  Some  words  are  now  whispered  into  the  stetho- 
scope, which  the  individual  repeats  without  hesitation.  The  tube  containing  the 
plug  is  then  placed  in  the  ear  said  to  be  deaf,  and  th6  other  one  closed  by  pressure 
on  the  tragus.  Words  now  spoken  into  the  stethoscope  are  stated  not  to  be  heard, 
and  the  deception  thus  exposed. 

Venturini  had  drawn  attention  to  the  circumstance  that  persons  whose  hearing 
is  normal  are  unable  to  determine  the  direction  of  the  sound  of  a  watch  if  it  be 
moved  from  before  backwards  above  the  head  in  the  plane  of  the  vertex ;  and  if  one 
ear  be  closed,  the  sound  appears  to  move  over  towards  the  other  ear.  Upon  this  is 
based  the  expedient  of  Weinhaupt?  which  is  as  follows.  The  eyes  of  the  person  to 
be  tested  having  been  closed,  he  is  questioned  as  to  the  position  of  a  watch  held  by 
an  assistant  in  the  direction  of  the  ear  said  to  be  deaf,  or  moved  from  before  back- 
wards in  the  plane  of  the  vertex.  If  he  answer  correctly,  he  will  be  convicted  of 
deception. 

The  method  of  Teuher^  which  has  been  described  by  Lucce,*  as  well  as  that  of 
Preusse^^  who  employs  a  telephone,  are  more  complicated  on  account  of  the  specially 
constructed  apparatus  required. 

In  these  cases  the  author  has  frequently  employed  with  success  the  hearing 
test  devised  by  him  [vide  p.  145).  The  person  simulating  deafness  is  mystified  by  the 
stopping  up  of  the  auditory  canal,  and  always  says  he  hears  the  tuning-fork  worse 
when  placed  upon  the  finger,  which  is— as  is  well  known — opposed  to  the  fact. 


The  greatest  circumspection  is  necessary  in  the  statement  of  2i  judicial  opinion 
regarding  the  condition  of  the  ear.  Without  dwelling  on  the  instances  of  frequent 
occurrence  in  which  an  aural  affection  which  has  existed  for  many  years  is  referred 
by  the  patient  to  some  extraneous  violence,  however  slight,  to  which  he  has  recently 
been  subjected,  the  author  can  speak  of  a  case  within  his  own  experience,  in  which 
a  boy,  whom  he  from  the  first  recognised  as  simulating,  succeeding  in  puzzling 
different  aural  surgeons  to  such  an  extent  that  they  actually  certified  the  existence 
of  bilateral  deafness  resulting  from  illegal  violence.  It  was  only  after  a  long 
preliminary  examination  before  a  court  of  justice  that  the  deception  was  exposed 


'  •'  Ucber  Simulation  von   SchwerhOrigkeit.'*      Monatsschrift  fur   Ohrenheilkunde,   etc., 
xvi.  Jahrg. 

*  "Eine    neuo    Prufungsmethode    auf    simulirtc    einseitige    Taubheit."      Zeitschrift    fQr 
Ohrenheilkunde,  viii.  Bd. 

*  "Beitrag   zur   Eruirung   von   Simulation   einseitigcr   SchwerhOrigkeit  und  Taubheit." 
Allgemeine  Wiener  nicdicinische  Zeitung,  1883. 

*  Berliner  klinische  W^cchenschrift,  1869. 

*  Archiv  fur  Physiologie,  1879. 
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and  the  boy  punished.     Attention  should  be  particularly  directed  to  the  following 
points  : — 

1.  The  observer  should  never  omit  to  inform  himself  whether  the  ear  was 
healthy  or  not  before  the  injury;  whether  the  hearing  capacity  has  deteriorated 
since  ;  or  whether  perhaps  other  pathological  changes  have  made  their  appearance. 

2.  It  must  not  be  forgotten  that  interruptions  of  continuity  of  the  tympanic 
membrane  can  only  be  recognised  as  of  traumatic  origin  in  the  recent  condition, 
before  injlammation  and  suppuration  have  set  in.  No  means  exist  for  distinguish- 
ing an  inflammation  of  the  drum -membrane  arising  from  traumatic  causes  from  one 
due  to  other  influences. 

3.  A  solution  of  continuity  of  the  membrana  tympani  does  not  in  itself  imply 
serious  injury.  Such  lesions,  indeed,  are  sometimes  followed  by  conspicuous 
improvement  in  the  hearing,  on  account  of  pathological  changes  in  the  membrane 
which  they  may  bring  about.  Nevertheless  they  may  involve  the  offence  of 
*'  causing  grievous  bodily  harm  "  ;  partly  through  the  length  of  time  needed  for  the 
healing  of  the  wound;  partly  through  consequences  which  entail  detriment  to 
the  functional  integrity  of  the  sense-organ  (§§  152  and  156  of  the  Austrian  State 
Laws  on  "  Killing  and  Wounding  * ').  It  will  therefore  in  doubtful  cases  be  advisable 
to  reserve  one's  judgment  for  a  time  concerning  the  extent  of  the  injury. 

4.  Much  importance  has  been  attached  from  diagnostic  points  of  view  to 
the  non-perception  of  the  sound  of  the  tuning-fork  through  the  cranial  bones.  It 
ought,  however,  to  be  distinctly  understood  that  this  affords  no  certain  evidence  in 
determining  the  question  whether  or  not  the  labyrinth  has  been  injured  by  the 
violence  experienced. 

5.  When  the  hearing  capacity  has  been  to  some  extent  impaired  as  the  result 
of  an  injury,  it  will  be  well — especially  if  only  one  ear  is  affected — to  adopt  the 
advice  of  Prof.  E.  von  Hofmann,^  in  restricting  oneself  to  a  detailed  statement 
of  the  nature  and  degree  of  the  derangement,  leaving  a  general  estimate  of  the 
case  to  the  judicial  authorities. 

In  regard  to  the  question  of  life  assurance,  a.  formal  professional  opinion 
concerning  an  aural  affection  must  have  reference  more  particularly  to  its  influence 
upon  the  duration  of  life  ;  to  a  possible  connection  with  other  physical  infirmities; 
and  to  its  effect  upon  the  individual's  capacity  to  earn  his  livelihood.  Further 
remarks  on  this  subject  will  be  found  in  the  author's  chapter  on  **The  Auditory 
Organ  "  in  Buchheitn's  work.* 


The  prognosis  in  concussion  of  the  labyrinth  depends  in  the  first  place 
upon  whether  it  is  combined  with  any  other  lesions  of  the  auditory  or  other 
organs,  and  in  that  case  upon  their  nature.  It  will  further  be  affected  by 
the  character  of  the  subjective  symptoms  which  may  be  present,  and  their 
duration.  Total  deafness  on  the  affected  side  is  a  very  unfavourable 
symptom,  though  even  such  cases  may  recover.  The  author  can  recall 
several  such  instances  in  his  own  experience :  amongst  them  one  in 
which  total  deafness  on  the  left  side,  accompanied  by  subjective  auditory 
sensations,  came  on  from  a  gun  going  off  in  front  of  the  patient's  ear  while 
out  shooting.  After  more  than  two  years,  during  which  the  deafness  re- 
sisted every  kind  of  treatment,  it  became  distinctly  less,  and  the  subjective 

'  Lehrbuch  der  gerichtlichen  Medicin,  Wien,  1887,  S.  337. 
■^  Praktischer  Leitfaden  fiir  Versicherungsarzte,  Wien,  1875. 
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sensations  ceased.  He  has  likewise  observed  a  fair  number  of  cases 
in  which  deafness  arising  from  labyrinthine  concussion  diminished,  or 
completely  disappeared,  in  the  course  of  a  few  days  or  weeks ;  though 
of  course  in  a  much  larger  number,  the  impairment  of  hearing  persisted 
or  even  became  worse.  Politzer  ^  reports  an  instance  in  which  the  patient 
struck  his  head  against  a  door-post,  and  fell  down  insensible.  On  recover- 
ing consciousness  some  hours  later,  he  had  violent  tinnitus,  headache,  and 
deafness  which  increased  at  the  end  of  the  fourth  week  till  it  became 
absolute.  The  deafness  continued  for  ten  months ;  and  then,  after  head- 
ache for  three  days,  the  patient  awoke  in  the  night  with  a  severe  attack 
of  vertigo,  upon  which  the  hearing  became  normal  again  in  both  ears. 
Whether  in  this  case  there  was  concussion  of  the  labyrinth,  or  whether 
the  symptoms  were  due  to  a  concussion  of  the  central  organ,  could  not  be 
determined. 

Long-continued  subjective  auditory  sensations,  especially  if  combined 
with  vertigo  and  hyperaesthesia  acustica,  likewise  make  the  prognosis 
worse.  In  the  belief  of  the  author,  a  definite  opinion  can  never  be  given 
concerning  the  duration  of  the  affection.  Subjective  symptoms  dependent 
on  a  slight  concussion  of  the  labyrinth  may  persist  for  years ;  while,  on  the 
other  hand,  the  author  has  observed  an  amelioration  of  severe  symptoms 
due  to  a  similar  cause  in  the  course  of  a  few  days.  In  any  case,  the 
prognosis  must  be  made  with  much  caution. 

The  treatment  should  be  directed  towards  shielding  the  ear  from 
injurious  influences  as  much  as  possible.  If  the  labyrinthine  concussion 
be  combined  with  injury  to  other  aural  structures,  suitable  measures  must 
be  adopted  in  reference  to  the  latter.  In  other  cases,  mental  and  bodily 
rest  ought  to  be  prescribed,  and  endeavours  should  be  made  indirectly 
to  alleviate  the  subjective  symptoms.  In  strong  individuals  prone  to  con- 
gestions, local  bleeding  may  be  employed  if  the  symptoms  be  severe; 
and  attempts  made  to  obviate  a  congestive  condition  of  the  head  by 
derivation  from  the  intestinal  canal  and  skin.  The  use  of  the  air-douche 
and  of  electricity  should  be  strictly  avoided.  The  local  application  of  cold, 
or  a  general  hydropathic  treatment  may,  however,  be  of  service,  especially 
if  nervous  prostration  exist ;  and  for  severe  subjective  sensations,  bromide 
of  potassium  or  of  sodium  may  be  administered. 

3.  Injuries  of  the  Labyrinth. 

These  involve  the  labyrinth  alone,  or  are  combined  with  lesions  ot 
other  structures  ;  and  they  may  be  produced  either  by  direct  violence 
to  the  ear — chiefly  from  foreign  bodies  gaining  admittance  to  the  auditory 
canal — or  indirectly,  through  a  fall,  blow,  explosion,  etc. 


Lehrbuch,  S.  842. 


568  DISEASES  OF  THE  EAR, 

In  the  case  of  a  man  who  was  in  hospital  for  a  long  time  under  the 
author's  care,  laceration  of  the  drum-membranes,  with  interruption  of 
continuity  and  extravasation  of  blood  into  both  labyrinths,  took  place  on 
his  coming  into  the  open  air  after  working  for  some  hours  in  a  caisson, 
during  the  building  of  a  bridge.  He  was  attacked  with  severe  giddiness 
and  vomiting,  and  became  deaf  in  both  ears  in  a  few  seconds.  The  sick- 
ness and  vertigo  soon  ceased,  and  the  ruptures  of  the  membranes  healed ; 
but  the  deafness  persisted  in  the  same  degree  in  spite  of  all  kinds  of 
treatment  during  two  years. 

In  cases  of  injury  due  to  a  fall,  so-called  contre-coup  plays  an 
important  part.  Such  labyrinthine  lesions  are  usually  accompanied  by 
fissures  of  the  petrous  portion  of  the  temporal  bone ;  the  latter  being 
in  isolated  cases  found  with  an  uninjured  membrana  tympani.  Mention 
has  already  been  made  of  a  case  of  fissure  of  both  petrous  bones  without 
lesion  of  the  tympanic  membrane  (p.  271)  ;  and  quite  recently  the 
author  was  enabled,  through  the  kindness  of  Prof,  von  Hofmann^  to 
examine  the  right  temporal  bone  of  a  man  who  had  been  killed  by  falling 
from  a  great  height.  The  pyramid  was  separated  into  two  equal  parts  in 
the  direction  of  the  long  axis,  and  the  crown  of  the  incus  was  dislocated  ; 
but  the  drum-membrane  was  uninjured,  and  the  external  auditory  canal 
contained  neither  coagulated  nor  fluid  blood. 

If  a  fissure  of  the  temporal  bone  be  combined  with  rupture  of  the  tympanic 
membrane,  cerebro-spinal  fluid  usually  flows  from  the  external  auditory  canal. 
This  is,  however,  not  always  the  case,  as  the  fragments  of  the  bone  sometimes 
remain  in  such  close  contact  as  to  prevent  the  escape  of  the  fluid ;  or  the  same 
result  may  be  due  to  the  presence  of  blood-coagula  between  the  fissures.  The 
absence  of  cerebro-spinal  fluid  therefore  does  not  at  all  justify  the  exclusion  of 
fissure  of  the  temporal  bone  under  such  circumstances. 

Laceration  of  vessels  with  extravasation  of  blood,  and  interruptions 
of  continuity  in  the  more  delicate  structures  of  the  labyrinth  thereby 
occasioned,  sometimes  occur  apart  from  external  violence.  To  this 
category  belong  the  vascular  ruptures  which  sometimes  occur  in  middle- 
ear  inflammation,  as  well  as  similar  conditions  in  the  labyrinth  demon- 
strated by  Moos  and  Steinbrugge^  in  connection  with  pachymeningitis 
haemorrhagica,  and  also  the  labyrinthine  haemorrhages  which  sometimes 
accompany  embolism  of  the  arteria  audit,  interna. 

Blood  extravasations  into  the  labyrinth  undergo  the  same  meta- 
morphoses as  in  other  parts  of  the  body.  From  this  cause  originate 
the  diverse  forms  of  pigment  frequently  found  in  the  semicircular  canals, 

*  "  Ueber  die  histologischen  Veianderungen  des  Labyrinthcs  bei  der  haeraorrhagischcn 
Pachymeningitis  (Haematoraa  durae  matris) '' — Zeitschrift  fiir  Ohrenheilkunde,  ix.  Bd. :  ur.d 
"  Uebcr  acute  Degeneration  des  HOrnerven  im  Gefolge  einer  mit  PySmie  complicirten  Pachy- 
meningitis haemorrhagica,  sowie  fiber  gleichzcitig  vorhandcne  Verstopfung  der  r.  Art.  aud. 
interna  " — Zeitschrift  fur  Ohrenheilkunde,  xi.  Bd. 
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the  saccule,  and  in  the  cochlea.  It  may  be  present,  it  is  true,  in 
situations  where  it  produces  no  obvious  symptoms  ;  nevertheless  large 
collections  must  be  regarded  as  pathological.  In  certain  cases,  lesions 
of  continuity  with  consequent  blood  extravasation  are  the  cause  of 
inflammation  of  the  labyrinthine  structures. 

The  subjtxtivc  symptonts  which  follow  upon  an  injury  to  the  labyrinth 
are  approximately  the  same  as  in  concussion  ;  but  the  so-called  Meniere's 
symptoms,  which  will  be  referred  to  later,  occur  less  frequently  in  connection 
with  the  latter  condition  than  with  injury  in  this  region.  Derangement  of 
hearing  sometimes  comes  on  only  gradually,  pari  passu  with  the  extra- 
vasation of  blood. 

The  objective  appearances  vary  in  accordance  with  the  nature  of  the 
lesion  and  with  its  complications.  It  is  obvious  that  objective  signs  in 
connection  with  a  simple  injury  of  the  labyrinth  may  be  completely 
absent  during  life. 

The  (diagnosis  can  in  many  cases  only  be  made  by  way  of  exclusion  ; 
in  others,  however,  the  objective  appearances  leave  no  doubt  as  to  the 
existence  of  a  lesion. 

The  progriosis  will  be  determined  mainly  by  the  nature  of  the  injury, 
and  by  the  possible  complications  resulting  from  lesions  of  other  impor- 
tant organs.     It  is  unnecessary  to  refer  to  this  matter  in  greater  detail 

Trealment, — ^This  must  in  general  be  conducted  on  the  same  lines  as 
in  concussion  of  the  labyrinth.  Complete  rest  is  needful  under  all  circum- 
stances ;  and  when  obvious  injuries  of  the  temporal  bone  or  of  other 
structures  are  present,  attention  must  be  directed  to  them*  For  rupture 
of  the  drum-membrane ;  lesions  of  the  soft  structures  of  the  auditory 
canal^  with  extravasation  of  blood  ;  or  haemorrhage  into  the  tympanic 
cavity,  with  or  without  laceration  of  the  membrane,  the  measures  must 
be  adopted  which  were  previously  described  in  speaking  of  the  affections 
of  these  regions.  An  endeavour  should  be  made  to  alleviate  indirectly 
the  subjective  symptoms  as  far  as  possible  *  and  all  procedures  tending 
to  produce  shock  to  the  ear  or  head — such  as  syringing,  or  the  use  of 
the  air-douche — must  be  very  sparingly  employed.  The  application  of 
electricity,  though  unfortunately  too  frequent,  is  obviously  very  unsuitable 
in  these  cases.  With  exudations,  or  extravasation  of  blood,  absorbent 
remedies  may  be  used  both  internally  and  externally. 

4.  Hjrper^emia  and  Ansemia  of  the  Structures  of  the  Labynnth* 

A  more  or  less  severe  hypersemia  of  the  labyrinth  is  a  frequent 
symptom  in  connection  with  inflammation  of  the  neighbouring  structures. 
Such  phenomena  may,  however,  depend  upon  circulatory  derangements, 
without  any  inflammatory  affection  of  the  ear,  and  in  that  case  may  arise 
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either  from  disorders  of  the  circulatory  system  itself,  or  from  morbid 
conditions  of  other  structures.  Tumours  in  the  cervical  region,  for 
instance,  especially  strumous  swellings  or  lymphomata,  may  occasion 
congestion  of  the  vessels  of  the  ear  generally,  and  of  the  labyrinth  in 
particular,  by  pressure  upon  the  large  veins.  Again,  vasomotor  irregu- 
larities within  the  cranial  cavity,  depending,  according  to  IVoakes,  upon 
irritative  states  of  the  sympathetic  nerve ;  affections  of  the  spinal  cord ; 
and  irritation  of  the  nerv.  trigeminus  (Baratoux,  Ksrchner,  Berikold), 
sometimes  induce  labyrinthine  hyperaemia. 

The  same  condition  sometimes  occurs  in  congestions  of  the  head. 
The  hyperaemia  or  anaemia  of  the  labyrinth  caused  by  the  administration 
of  certain  drugs  (quinine,  salicylate  of  sodium,  veratrin,  nitrite  of  amyl) 
may  likewise  be  referred  to  an  angio -neurotic  origin.  Further  may  be 
mentioned  the  hyperaemia  which  sometimes  appears  in  the  course  of 
severe  febrile  affections — such  as  typhoid,  meningitis,  cerebritis,  or  the 
acute  exanthemata ;  and  which  disappears  without  further  disturbance  with 
the  termination  of  the  disease. 

Ancemia  of  the  labyrinth,  on  the  other  hand,  may  be  produced  after 
severe  exhausting  diseases ;  in  chlorosis  ;  by  certain  derangements  of  the 
circulation  ;  by  embolism  of  the  art  auditiva  interna  {Friedreich)  ;  aneurism 
of  the  carotid  or  of  the  basilar  artery ;  as  well  as  in  all  affections  in  which 
the  afferent  vessels  are  compressed. 

Morbid  subjective  symptoms  may  be  produced  both  by  hyperaemia  and 
by  anaemia  of  the  labyrinth.  Impairment  of  hearing  occurs  very  seldom  ;  but 
subjective  auditory  sensations  are  prominent ;  and  occasionally  periodical 
vertigo  is  also  present.  The  diagnosis  is  generally  very  easy,  as  both 
hyperaemia  and  anaemia  usually  represent  only  secondary  derangements ; 
the  primary  disorder  being  either  some  constitutional  disease,  or  an  aural 
affection  which  can  be  recognised  without  difficulty.  The  prognosis  will 
depend  upon  the  nature  of  the  primary  trouble ;  and  this  likewise  affords, 
as  a  rule,  an  indication  for  the  treatment. 

If  upon  examination  there  be  found  much  congestion  of  the  vessels  of 
the  tympanic  membrane,  as  well  as  of  those  of  the  mucous  membrane  of  the 
middle  ear ;  or  if  the  patient  should  be  prone  to  marked  congestion  of  the 
head,  local  bleeding  may  be  employed  by  applying  a  few  leeches  beneath 
the  mastoid  process.  With  concomitant  cerebral  congestion  in  plethoric 
patients,  cupping — dry  or  otherwise — may  be  performed  on  the  nape  of 
the  neck  and  back.  Derivatives  to  the  skin  and  intestinal  canal  are  also 
sometimes  useful.  In  such  cas«s,  the  author  is  in  the  habit  of  prescribing 
mustard  foot  baths  two  or  three  times  a  week  in  the  evening  before  going 
to  bed.  Mustard  leaves  or  blisters  behind  the  ear  and  to  the  neck  are 
sometimes  also  very  serviceable.  Regulation  of  the  diet  and  of  the  mode 
of  life  are  of  much  importance.     The  patient  should  avoid  everything  likely 


AFFECTIONS  OF  THE  LABYRINTH,  571 

to  induce  congestion  of  the  head,  especially  long-continued  mental  work,  and 
occupations  which  necessitate  the  head  being  much  bent  forwards.  The 
symptoms  may  be  sometimes  much  alleviated  by  the  application  of  cold  in 
the  form  of  compresses  to  the  head  or  round  the  ear,  or  by  cold  lotions 
and  friction.  In  some  instances,  however,  the  subjective  auditory  sensa- 
tions are  increased  by  this  treatment,  when  it  must  of  course  be  relinquished. 
The  cold  shower  to  the  head  always  intensifies  the  subjective  sensations 
according  to  the  author's  experience.  Trial  may  be  made,  however,  of  a 
small  stream  directed  by  means  of  an  irrigator  for  a  few  minutes  upon  the 
mastoid  process,  as  this  is  occasionally  beneficial. 

Methodical  rarefaction  of  the  air  in  the  external  auditory  canal  is  very 
serviceable  in  producing  a  momentary  mitigation  of  the  subjective  auditory 
sensations ;  but  it  is  very  seldom  that  it  brings  about  any  permanent 
improvement.  The  measure  is  a  valuable  one,  however,  for  procuring 
temporary  relief  from  this  annoyance. 

In  certain  cases,  a  better  result  may  be  obtained  by  the  use  of  evapo- 
rating lotions — e.g,^  sp.  vini  gallici  100  parts,  sp.  vini.  rect.  100  parts,  aeth. 
sulph.  5  parts ;  half  a  teaspoonful  of  which  may  be  applied  on  cotton-wool 
round  the  ear  every  hour  or  two.  The  author  has  also  seen  benefit  from 
veratrin  in  the  form  of  an  ointment  (veratrin  i  to  i^  parts,  simple  ointment 
100  parts  :  a  portion  of  the  size  of  a  pea  to  be  rubbed  two  or  three  times 
a  day  behind  the  ear).  The  application  of  the  constant  current  has  been 
recommended  in  vaso-motor  derangement,  but  the  author  cannot  speak 
highly  of  its  effects.  Bromide  of  potassium  and  sodium  are  of  more  service, 
and  should  always  be  tried,  especially  in  cases  in  which  the  noises  in  the 
head  are  so  bad  as  to  prevent  sleep. 

In  anaemia  of  the  labyrinth,  the  treatment  should  be  ordered  in 
accordance  with  the  nature  of  the  primary  cause  of  the  affection.  For 
general  impoverishment  of  the  blood,  residence  in  good  air,  with  nourishing, 
easily  digestible  food,  and  a  properly  regulated  mode  of  living  often 
suffices  for  the  removal  of  the  symptoms.  Advantage  may  likewise  be 
obtained  from  the  internal  administration  of  iron,  and  especially  from  the 
ferruginous  waters  of  Pyrmont,  Franzensbad,  Spa,  Roncegno,  or  Levico. 
The  use  of  the  baths  of  these  places  may  also  materially  reinforce  the 
treatment. 

5.  Inflammation  of  the  Stractures  of  the  Labyrinth  (Otitis  intima; 

Labyrinthitis). 

Inflammation  sometimes  extends  to  the  labyrinth  from  the  adjoining 
structures,  and  this  occurs  most  frequently  from  substantive  diseases  of 
the  bone  (caries  and  necrosis).  More  rarely,  a  purulent  inflammation  of 
the  tympanic  cavity  and  mastoid  cells  extends  to  the  labyrinth  ;  and  of  least 
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frequency — although  they  do  occur — are  those  secondary  inflammations  of 
the  labyrinth,  of  which  the  origin  is  to  be  sought  in  the  cranial  cavity. 

The  extension  of  an  inflammatory  process  in  the  neighbouring  structures  to  the 
labyrinth,  and  still  further,  may  possibly  be  brought  about  in  many  instances  by 
the  migration  of  micro-organisms.  AIcBnde  ^nd  A.  Bruce  found  in  the  case  of 
a  patient  with  chronic  suppurative  inflammation  of  the  middle  ear,  in  which  the 
tympanic  membrane  and  auditory  ossicles — even  to  the  foot  of  the  stapes — were 
destroyed,  extreme  infiltration  with  bacteria  in  sections  made  in  the  region  of  the 
semicircular  canals.  Masses  of  bacteria  were  observed  both  on  the  surface  of  the 
bone  and  between  its  lamellx,  as  well  as  in  the  arterial  walls  and  the  spaces  of  the 
diploe  :  fewer  in  the  cavities  of  the  ear.  The  micro-organisms  were  likewise  found 
in  the  sheath  of  the  facial  nerve,  and  between  its  fibrillar.  In  the  lobe  of  the  cere- 
bellum of  the  same  side  was  an  abscess  as  Large  as  a  walnut^  which  also  contained 
bacteria  J 

Little  doubt  any  longer  exists  of  the  occurrence  of  primary  inflamniation 
of  the  labyrinth,  to  which  attention  was  first  directed  by  I'oltotiuh'  Certain 
authors  had  from  the  beginning  assented  to  his  view,  on  the  basis  of  their 
chnical  experience  ;  but  only  recently  has  it  met  with  general  acceptance 
(Roosa,-^  Raclieif^  Keller ^'  Brmtuery'  G tuber'). 

Nevertheless,  not  all  the  cases  referred  to  by  VoUolim''  in  his  writings 
are  admitted  to  have  been  really  examples  of  primary  labyrinthitis ;  and 
the  author  believes  from  the  observations  since  published  on  this  subject 
by  Goiistetn,^*  Afoos,^^  Lucm^^^  and  others,  that  many  would  have  been  now 
differently  interpreted  even  by  Voltolmi  himself.  The  doctrine,  however, 
remains  indisputable,  that  labyrinthitis  may  make  its  appearance  primarily^ 
and  that  it  is  observed  most  frequently  in  children.'^ 

There  exist  now,  not  merely  carefully  recorded  reports,  but  also 
pathological  facts,  which  leave  no  doubt  that  otitis  intima  occurs  not  only 


'  "The  palholog:Y  of  a  case  of  fatal  ear-diseasr."    Journ.  of  Anat*  and  Ph^siot.,  XIV. 

'  "  Die  acute  EntzQndang  dea  hdutigen  Labyrinthes,  gcwOhnlich  irrthOmlich  fOr  Menin- 
gitis CLrebro-spinalts  gchaltcn,"  Monatsschrift  flir  Ohrcnhcilkunde,  i,  Jahrg.  **  Die  acute 
EnlzQndnng  dcs  h&utigen  Labynnthcs,  Otitis  intiina  scu  labyrinthica*"  Monatsschrift  f'Qr 
Ohrciiheilkunde,  \\  Jahrg. 

*  "Remarks  on  the  etiology  of  coogenital  dcafmutism,  etc,'*     Bulletin  of  the  AcAde 
of  Medicine,  New  York.  rS68. 

*  '*  Otttb  acuta  irilima  s»  labyrinth.^  etc/'     Berliner  klini^cbe  Wochcnschrift,  tS7a 

^  **  Ein  Beitrag  zur  CasuisUk  der  acquirirten  Taub&ttimmheit/'  Berliner  klintschc 
Wochenachrift,  iS8i. 

*  "  Zur  Otitis  iahyrinthka  infantum  Voitolinir    Correspondenxblatt  fUr  SchwetierJ 

'  Lehrbuch  der  Ohrenhcilkunde,     I.  Aufl.,  S.  6i6. 

*  VottoiiHi  reports  that  he  observed  157  cases  of  this  kind  between  1853  and  l8Sl» 

*  *'  Ucberden  Meniere *schen  Symplotnencomplcx,"  Zeilschrifl  Itir  Ohrcnheilkunde,  i»,  Bd»  1 
dann    dessen    AufsaU,    "  Wettere    Bcilragc    zur   neurppathiscben    Form    dcs    Mcnicrc'srhc 
Symptomcncomplcxcs."     Archiv  filr  Ohrcnhcilkundct  xvti,  Bd. 

••  '*  Ucbcr  Meningitis  cercbro-spinalis  cpidcmica  insbesonderc  Uber  die  nach  dcr*elbcn 
zurflckblcibendcn  combinirtcn  GehOrs-  und  GlcichgcwichtsstOrungen/*     Heidelberg,  18S1, 

'*  *M,*cber  ItBcmorrhagic  und  Ha^morrhagischc  Entzilndung  des  kindluhcn  Ijibynnthcs." 
Virchow's  Archiv.  Ixxxviii.  Bd. 

"  The  author  does  not  think  it  necessary  to  discuss  more  closely  the  controversy  on 
this  subject.  The  reader  who  desires  further  acquaintance  with  it  may  be  relerred  to  the 
monograph  of  iorrtu  Eckert^  *•  Ueber  die  Mcnlfere'sche  Krankhcit/'     Basel,  l$S4. 


in  children,  bul  also  in  adults*  The  results  are  conclusive^  because  the 
diagnosis  has  been  confirmed  by  the  post-mortem  appearances,  as  is  shown 
by  the  following  case  of  Schzvarfjc^Sf*  which  is  here  transcribed  on  account 
of  the  importance  of  the  subject 

A  woman  aged  thirty-two  years,  who  had  become  affected  with  syphilis  eleven 
months  previously,  and  had  undergone  treatment  by  inunction  and  was  very  weak, 
complained  for  some  weeks  of  headache  over  the  right  temple,  restless  sleep,  a  dull 
pressure  in  the  ear,  and  some  deafness.  Severe  pains  in  the  ear,  with  vertigo  and 
unsteady  gait,  then  made  their  appearance.  In  the  next  few  days^  vomiting  set  in, 
and  the  noises  and  pain  in  the  ear  increased.  The  pupils  were  inactive.  No  fever 
was  present.  The  right  ear  showed  hyperiEmia  of  the  drum-membrane  :  hearing 
distance  i^  cm.  Tuning-fork  placed  on  the  vertex  was  heard  towards  the  right  side. 
There  was  no  pain  anywhere  upon  pressure.  Paracentesis  was  performed*  but  no  pus 
escaped.  Four  days  later  the  temperature  rose,  with  vomiting,  increased  headache, 
drowsiness,  trismus,  and  slight  delirium*  The  membrana  tympani  was  seen  to  be 
slightly  hyperaemic,  but  therL-  was  no  perforation  and  no  suppuration.  Some  days 
subsequently  the  patient  was  attacked  with  deep  coma  with  paralysis  of  the  bladder, 
and  had  a  small  rapid  pulse  and  contracted  pupils.  Death  occurred  on  the  next 
day  without  convulsions  or  paralysis  of  the  extremities.  The  post-mortem  examina- 
tion revealed  infiltration  of  the  pia  mater  with  yellowish-green  pus  along  the  course 
of  the  large  vessels  and  at  the  base  of  the  brain.  No  pus  was  observed  on  the  nerve 
trunks  at  the  orifice  of  the  internal  auditory  meatus.  The  petrous  portion  of  the 
temporal  bone  was  healthy  externally.  The  mucous  membrane  of  the  right  drum- 
membrane  was  thickened  ;  the  tympanum  being  normal  The  cochlea^  vestibule, 
and  semicircular  canals  contained  sero-puruient  fluid.  The  blood-vessels  on  the 
ampul l<£  were  very  distended  and  tortious.  The  sacculus  vestibuli  was  of  a 
blood-red  colour^  and  infiltrated  with  pus,  Schwartze  considers  that  the  affection 
of  the  labyrinth  was  not  secondary,  since  the  aural  preceded  the  cerebral  symptoms. 

Cases  of  primar)"  labyrinthitis  have  also  been  described  by  Agnew  and 
JVebster,*  Kipp^  and  others.  Agnew  and  IVebster  regard  the  case  reported  by 
them  as  one  of  plastic  exudation  into  the  labyrinth. 

Other  conditions,  however,  are  found  post  mortem,  which  prove  that 
labyrinthitis  may  be  of  either  primary  or  secondary  origin. 

Moos*  found  both  labyrinths  inflamed  in  a  child  three  years  of  age,  who  had 
died  of  scarlatina  with  diphtheritis,  A  small-celled  purulent  infiltration  was 
present,  particularly  in  the  saccule,  the  semicircular  canals^  and  the  lamina 
spiralis  membranacea.  In  the  case  of  a  man  who  became  deaf  in  the  course  of  a 
twelvemonth^  and  died  from  pachymeningitis,  the  same  author  found  in  the  mem- 
branous labyrinth,  pigmentary  accumulations,  besides  hyperplasia  with  partial 
fatty  and  colloid  degeneration  consequent  upon  an  inflammatory  process  J* 

In  a  man  who  had  suffered  from  rheumatism,  and  became  quite  deaf  with 
violent  tinnitus  from  administration  of  salicylate  of  soda,  McBride^  found  the  whole 


'  ^'Fall  von   primarer   aculcr  citeriger  Eirtzandungr  dcs   Labyrinthes   mil  Audgang  in 
dterigc  Meningitis."     Archiv  ftlr  Ohrenheilkunde,  xiii.  Bd. 

»  '*  Khnische  Beitrage  zwt  Olircnheilkunde/'     Zeitschrift  fOr  Ohrenhcilkundei  xL  Bd. 

*  **  Khnische   Bcrichtc  ilber  Fa  lie  von  Erkrankungen  A^t  ncrv6sen  Gebilde  des  GchOr- 
organs,"     Zeitschrift  filr  Ohrcnheilkimde.  xiii.  Bd. 

*  Artliiv  fCir  Augen-  und  Obrtnheilkunde,  v.  Ed- 

*  Zcil&clirift  fQr  Ohrenhcilkunde,  viii  Bd. 

"  "Contributions  to  the  patliologj'  of  the  internal  ear,"    Journ.  of  Anat.  and  Physiol., 
voK  iv. 
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canals  filled  with  a  mass  of  tissue  con- 
^  ■^'-^-**^  'I  -^tir^iTj-  of  varying  thickness,  with  interspersed 
•a^ssE.  Tunmn^-ra  a  previous  inflammation,  were  also  found  on 
-  tzRLzrr^uir  zxnals. 

-.jss    I  2X3-  lonnection  are  the  cases  which  have  been  recorded 

mi^zn    r    i*rtt  in  the  labyrinth,  owing  its  origin  to  a  former 

-axL  Jiernorrij;^^  found  in  a  patient  who  became  deaf  in  his 

if  encephalitis  were  present,  newly  formed  osseous 

yrrossirum  of  the  zona  ossea  of  the  first  coil— both  in 

L*£  ctii  of  the  tympanum,  which  they  explain  as  the 

..■•*•-»*. r^va.     In  a  boy  who  died  in  his  thirteenth  year,  Politzer^ 

jjui  semicircular  canals  completely  filled  with  newly 

atu  :Juf  vestibule  contracted.     The  substance  exhibited 

.^.Tr-.>    -        -rrr-.^scrm  bony  formation,  and  originated  in  an  aural  affection 

...  i.--         .uirmiTiu  TTjm  vhich  recovery  took  place  in  two  years  and  a  half, 

^.K.:     -ISC   -truiss  Jt  eclampsia  frequently  occurred,  depriving  the  child  of 

w    --!rc%-'.     .\.i/ua^.i:.  Burckhardt'Merian ?  and  Gradenigo^  observed 

-- :    .li     "ivL**-r-i»*     The  new  formation  of  bone  in  Prof.  Kundrafs  case 

.-r  *-•.--•  .!     »    *it:cn  atay be  seen  in  the  pathological  museum  in  Vienna— is 

i^    >     iiti    .    :a.Mi  dhsen  from  a  periosteal  inflammation,  said  to  have  come 

,     :^*    .   t^i  iiftuiL     Gradenigo^s  case  was  that  of  a  deaf-mute,  in  whom 

^     ..   -    \z\xv.\Kxi  aa*i  become  ossified. 

-  ..-ouir  ^•■•.  :'»%eive  years  of  age,  who  died  from  t}'phoid  in  the  general 

■.iii»».  Lixi  icconiing  to  her  relatives,  heard  and  spoke  very  well  up  to 

-,      •i,*^    CAT.  buc  then  lost  both  hearing  and  speech  after  an  illness  of 

-     .4.ai.^ii.  n«:  iutaor  found  the  following  changes.     In  the  right  temporal 

..^-     **t>    'ai^vitxi  ^J  him  by  the  late   Prof,  Rokitansky,  the   tympanic 

v»    ?«.  >iv^c'.urtfs  of  the  middle  ear  were  normal,  with  the  exception  that 

iv  >^-tc'^'^  .^ypevired  less  movable  in  consequence  of  hypertrophy  of  the 

^:..o»Ju!%   ■*.  :hc  recess  of  the  fenestra  ovalis.    The  walls  of  the  saccules 

.;.  *.aL  ..u»«ju>^ere  of  more  than  three  times  their  normal  thickness,  so 

.     ^.,  ■:     »:«iu  jp  the  corresponding  labyrinthine  spaces.     No  trace  of  a 

-  ..    X    itadc  out  in  either  the  semicircular  canals  or  vestibule.     The 

.*    .  ,.;**..v-*;oium  wtrre  imbedded  in  newly  formed  tissue  which   brought 

.  >;,  .x-.-N^icti  ^^t  :he  membranous  canals  with  the  osseous  wall,  rendering 

„.  *,  %.■•!    ti'i"  '-he  osseous  semicircular  canal  very  difficult.    The  saccules 

^^     J     u.iiiaio  cvunection  with  the  walls  of  the  vestibule.     The   lumen 

:   ^%'  vu  '*vr«^  narrowed,  and  filled  with  granular  masses  and  numerous 

,..  •■  -s.    ^"N  oi  :iioa.*  nuclei  which  exhibited  at  many  parts  a  peculiar  light- 

;^,^HCCii  ;h^  cells,  pigment  was  deposited  in  granules  and  ramified 

.u^*M.-  -iitc*.     Much  fat  was  also  present  in  the  form   of  flakes  and 

».  >^.i»..gw«  ^xHhiilivua  was  found  in  the  saccules.     Neither  in  the  walls  of  the 

..,u  ,.•^•***^  :kh  itt  the  saccules  could  their  proper  structure  be  recognised, 

;v.   •  '»»vv  -ii  '^c  |>apillie  of  the  semicircular  canals.     The  cristae  acustica^ 

.  ..^•i^^    .t,iJt*iv»rttW>i  into  newly  formed  connective  tissue,  and  nothing 

»Niviuot^  v.-pithelial  cell  or  ner\'e-fibre  could  be  seen.    The  cochlear 

^.*,*.\;»  >»c  :tt  the  ductus  cochlearis  only  rudiments  of  the  organ  of  Corti 

...  .iv*"**^^*'  -^^^  '*^  "^  P^^  ^^^  ^^^"  ^"^  ^^  *^^  normal  elements  visible. 


^.  ^.x   \v.».t:K.>\-fungt*n   im  Labyrinthe  in   einem   Falle   von  Taubstummhett.** 

•    V.  xM.w^'-'twndo,  S.  808. 

.  >,s.-..un  .Kx>Kmi*chc  Zeitung,  1887. 


AFFECTIONS  OF  THE  LABYRINTH.  575 

The  lamina  basilaris  also  appeared  thickened,  as  though  covered  by  a  thin  granular 
layer,  and  upon  its  vestibular  surface  here  and  there  were  roundish  cells,  partly 
superimposed,  partly  in  the  substance  of  the  membrane.  Much  pigment  was 
present  in  the  lamina  spiralis  ossea ;  and  in  the  latter,  the  fibres  of  the  auditory 
nerve  could  be  clearly  made  out.  Above  and  beyond  these,  towards  the  lamina 
spiralis  membranacea,  only  delicate,  isolated,  radiating  fibres  were  visible,  which 
were  mostly  soon  lost  towards  the  periphery.  The  fasciculi  of  the  auditory  nerve 
exhibited  no  conspicuous  alteration.  The  condition  described  cannot  be  otherwise 
explained  than  as  resulting  from  an  inflammatory  process;  and  taken  in  con- 
junction with  the  absence  of  any  such  changes  in  the  structures  of  the  sound- 
conducting  apparatus,  must  be  regarded  as  dependent  on  a  primary  inflammation 
of  the  labyrinth. 

It  is  only  comparatively  recently  that  any  accurate  acquaintance  has 
been  made  with  the  etiology  of  primary  labyrinthitis.  There  is  no  doubt 
that  it  may  arise  from  taking  a  severe  cold,  or  that  it  sometimes  originates 
as  it  were  metastatically  in  connection  with  various  morbid  constitutional 
conditions.  It  may  also  be  induced  by  injuries  of  the  organ.  It  would 
seem  that  different  varieties  of  inflammation  may  occur  in  the  labyrinth  as 
in  other  regions  of  the  ear.  The  author  believes  that  on  more  accurate 
investigation  of  the  pathological  changes,  his  conjecture — based  on  clinical 
observation,  and  which  he  naturally  submits  here  with  the  utmost  reserve 
— will  be  found  to  correspond  with  the  facts — viz.,  that  inflammation  of 
the  labyrinth  may  be  either  exudative  or  plastic]  that  in  the  former  the 
products  may  be  serous^  serO'Sangtuneous^  or  purulent ;  while  the  latter 
brings  about  hyperplasia  of  the  structures.  In  support  of  the  occurrence  of 
serous  exudation,  those  cases  may  be  cited  in  which  from  some  known  or 
unknown  non-traumatic  cause — mostly  from  a  severe  cold — an  ear  hitherto 
sound  becomes  either  perfectly  deaf,  or  much  impaired  in  hearing  capacity, 
with  more  or  less  marked  subjective  auditory  phenomena,  while,  however, 
nothing  is  to  be  recognised  which  would  justify  the  symptoms  being 
referred  either  to  an  affection  of  the  other  aural  structures  or  to  some 
central  nervous  disorder,  and  the  symptoms  themselves  completely  dis- 
appear after  some  time.  It  is  easily  conceivable  that  a  serous  exudation 
might  take  place  merely  into  the  canals  of  the  lamina  spiralis  ossea, 
compressing  the  nerve-filaments  to  such  an  extent  as  to  cause  a  tempo- 
rary abrogation  of  their  function,  which  might  yet  be  re-established  upon 
disappearance  of  the  exudation. 

The  author  has  observed  many  such  cases,  and  is  inclined  to  explain 
them  in  the  same  way  as  Bing  regarded  the  case  described  by  him.  The 
supposition  that  the  trunk  of  the  auditory  nerve,  rather  than  the  small 
branches  distributed  to  the  labyrinth,  is  affected  in  this  way  does  not, 
to  the  author,  appear  tenable.  A  compensatory  adjustment  of  the  pressure, 
on  the  one  hand,  seems  more  possible  in  the  internal  auditory  meatus  ; 
while,  on  the  other  hand,  it  can  scarcely  be  imagined  that  the  nerve  trunk 
could  suffer  compression  to  such  a  degree  as  completely  to  suspend  the 
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Moas^  found  that  in  variola  the  membranous  labyrinth  was  thickened  and  of  a 
yellowish  colour,  with  an  abundant  new  connective-tissue  formation,  infiltrated  with 
pus,  between  it  and  the  osseous  labyrinth.  Numerous  pus  corpuscles  were  present 
in  the  saccules,  semicircular  canals,  and  ampullae  ;  as  well  as  in  the  zona  ossea  and 
in  the  membrane  of  the  cochlea. 

Of  great  interest  in  this  connection  are  the  conditions  observed  by  Moos^  in  the 
temporal  bones  of  three  children  who  died  from  simple  diphtheria,  and  in  which 
the  middle  ear  exhibited  merely  catarrhal  changes.  They  were  similar  to  those 
found  in  the  labyrinth  by  Stcinbriiggexxi  cases  of  epidemic  cerebro-spinal  meningitis. 
The  membranous  semicircular  canals  were  in  many  places  partially  or  entirely 
filled  up  by  a  substance  consisting  of  coagulated  lymph  and  a  large  number  of 
cells  with  one  or  more  nuclei.  The  mass  exhibited  concentric  stratification,  and 
more  or  less  advanced  development  in  the  directions  of  connective  tissue,  bone, 
and  blood-vessels  ;  and  was  here  and  there  adherent  to  the  periosteum*  The  latter 
was  partially  disintegrated,  partially  hyperplastic,  and  the  bone  was  atrophied.  The 
blood-vessels  were  obviously  congested,  with  rupture  and  extravasation  of  blood; 
thus  producing  breaches  of  continuity  in  the  course  of  the  auditory  nerve.  The 
osseous  substance  appeared  to  be  inflamed,  and  the  medulla  disintegrated*  with  cell 
infiltration  of  the  Haversian  canals.  Chains  of  mizrococci  were  everywhere  found 
in  the  cancelli  of  the  petrous  portion  of  the  temporal  bone  and  in  the  aqUccductus 
vestibuli ;  while  in  the  endo-  and  perilymphatic  spaces  of  the  semicircular  canals 
they  were  only  occasionally  present,  and  could  not  be  seen  at  all  in  the  vestibule  or 
c<»chlea.  Moos  regards  these  cocci  as  only  accidental  in  diphtheria,  but  yet  believes 
them  capable  of  inducing  serious  affections  of  the  labyrinth.  They  might  gain 
access  to  its  structures  through  the  blood -vessels^  or  by  way  of  the  subarachnoid 
space,  which,  according  to  Schiijalbe,  A .  Key,  and  Retzms^  is  in  connection  with  the 
deep  cervical  lymphatics,  with  the  subarachnoid  space  at  the  roots  of  the  cranial 
nerves, — in  particular  the  acusticus,— as  well  as  with  the  lymphatics  of  the  nasal 
mucous  membrane.  Into  the  endolymphatic  space^  the  micro-organisms  might 
enter  from  the  dura  mater,  by  way  of  the  tine  passages  demonstrated  by  RUdinger 
as  present  in  the  fibro-periosteal  connective-tissue  lining  the  aquxductus  veslibuli, 
and  communicating  in  this  way  with  it, 

The  examination  by  Moos^  of  six  temporal  bones  from  individuals  who  had 
died  from  typhoid  fever,  teaches  that  in  this  disease  the  labyrinth  on  both  sides 
is  very  frequently  affected.  The  saccule,  utricle,  ampulla:*,  and  lamina  spiralis 
membranacea  were  implicated  in  all  cases;  the  semicircular  canals  and  zona  ossea 
only  exceptionally.  Histologically  the  condition  consisted  in  a  small-celled  and 
lymphoid  cell  infiltration. 

McBridt  describes  as  croupous  inflammation  of  the  cochlea,  a  condition  which 
he  found  in  the  case  of  a  patient  with  a  round-celled  sarcoma  proceeding  from  the 
cerebellum  and  the  petrous  portion  of  the  temporal  bone,  and  sending  a  process  to 
the  bottom  of  the  external  auditory  canaL  In  the  scala  vestibuli,  on  Reissner's 
membrane  in  certain  places,  and  in  the  modiolus,  was  found  a  yellowish  substance 
Cf imposed  of  delicate  straight  transparent  fibrillar  interwoven  with  one  another  in 
all  directions,  and  enclosing  between  their  meshes,  leucocytes  with  granular  contents 
and  occasional  vacuoles.  In  the  scala  tyrapani,  a  different-looking  granular  material 
was  seen  on  the  periosteum.  The  latter  structure  was  much  thickened  in  both 
scal;^,  and  infiltrated  with  leucocytes  and  fibrin.  Numerous  dilated  vessels  existed 
both  in  the  periosteum  and  the  lig.  spirale.* 


*  Archiv  fQr  Augen-  und  Ohrenheilkundc,  v.  221, 

'  "  Untersuchungen  fiber  Pil^invasion  dcs  Labyrinthes  und  dcr  Felsenbeinpyramidc  tm 
Gcfi^lgc  vuii  ciolacher  Diphthcrie/'     ZcitbchrifL  fiir  Ohrenheilkundc,  xvii.  Bd. 

*  Archiv  fttr  Augcn*  und  Ohrenhcilkunde,  v.  Bd. 

*  ••  Contributtona  to  the  Pathology  of  the  In'cnial  Ear,"  Journ.  of  Anat,  and  Physio',,  vol.  iv, 
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Primary  labyrinthitis  is  almost  always  bilateral,  and  is  of  simultaneous 
occurrence  in  both  ears.  As  a  secondary  affection  it  is  more  common  on 
one  side  only.  It  can  scarcely  be  doubted  that  it  occasionally  runs  a 
chronic  course. 

The  subjective  symptoms  which  attend  the  onset  and  course  of  primary 
inflammation  of  the  internal  ear  may  be  very  diverse.  Sometimes  it 
commences  with  very  violent  febrile  symptoms,  the  temperature  reaching 
to  over  104'  F,  ;  while,  in  other  instances,  no  fever  exists  throughout  the 
affection>  In  the  former  case,  it  usually  comes  on  with  a  rigor;  rarely 
continues  beyond  the  fifth  day  ;  and  generally  ceases  by  the  third  or  fourth 
day  with  more  or  less  abundant  sweating.  Vomiting  occurs  at  the  begin- 
ning in  the  majority  of  instances.  Children  generally  complain  of  pain  in 
the  head,  and  usually  lose  consciousness  for  a  time  ;  on  which  account  the 
disease  may  be  mistaken  for  meningitis.  At  the  first,  patients  occasionally 
complain  of  slight  pain  in  the  ears,  or  manifest  their  discomfort  by  taking 
hold  of  them.  The  pain  very  rarely  increases  in  the  further  course  of  the 
disease.  At  an  early  stage,  the  hearing  is  usually  still  quite  good,  but 
distressing  subjective  auditory  phenomena  may  be  present.  The  latter 
symptom  being  often  observed  in  other  febrile  disorders,  no  great  import- 
ance is  apt  to  be  attached  to  it ;  and  in  this  way  it  comes  about  that 
the  aural  affection  is  always  overlooked  at  the  commencement,  and  is  not 
recognised  until  it  obtrudes  itself  upon  one*s  notice  by  the  occurrence  of 
total  deafness  or  great  impairment  of  hearing,  and  this  usually  happens 
in  two  or  three  days.  In  cases  in  which  unconsciousness  has  supervened, 
the  deafness  of  course  only  becomes  obvious  when  consciousness  returns. 
In  the  course  of  time,  however,  it  is  observed  that  the  power  of  co-ordinated 
movement  is  deranged  ;  the  patient  being  unable  to  maintain  himself  erect 
without  support,  and  still  less  able  to  walk  alone.  This  condition,  however, 
improves  from  day  to  day,  and  mostly  passes  away  in  about  six  weeks ;  but 
the  loss  of  hearing  in  cases  attended  by  acute  febrile  phenomena  either 
does  not  disappear  at  all,  or  does  so  only  to  an  insignificant  extent. 
Whether  the  severe  symptoms  just  mentioned  are  associatedj  as  the 
author  imagines,  with  a  purulent  labyrinthitis,  whilst  other  varieties  run 
their  course  without  fever,  are  questions  which  can  only  be  decided 
by  the  results  of  post-mortem  examinations.  Still,  instances  do  occur 
in  which  no  fever  is  present,  but  which  are  nevertheless  followed  by 
complete  abolition  of  the  hearing  faculty,  and  in  these  it  would  appear 
that  the  deafness  may  have  arisen  without  any  previous  objective  changes 
in  the  labyrinth*  Such  cases  may  possibly  be  referred  to  extravasation 
of  blood  into  the  structures  (morbus  Meniere)  ;  though  even  in  these 
it  is  probable  that  morbid  changes  precede  the  onset  of  the  deafness,  but 
paaa  unnoticed.  In  certain  cases  observed  by  the  author  in  children, 
giddiness  was  complained   of  some  days  before   the  appearance  of  the 
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severer  symptoms,  and  was  probably  due  to  the  preceding  hyperaemia  of 
the  labyrinth. 

The  objective  appearances  in  secondary  labyrinthitis  will  vary  con- 
siderably in  the  structures  accessible  to  examination  in  accordance  with 
the  changes  connected  with  the  primary  disturbance.  In  primary  affections 
of  the  labyrinth,  objective  examination  naturally  yields  very  little  result. 
With  the  exception  of  a  greater  injection  of  the  vessels  of  the  malleus,  and 
the  depression  of  the  tympanic  membrane  which  is  frequently  observed, 
and  brought  about  possibly  by  the  spastic  contraction  of  the  tensor  tympani 
muscle  occurring  in  affections  of  this  kind,  scarcely  a  sign  is  to  be  found 
which  would  indicate  the  existence  of  a  pathological  process  in  the  ear. 

Since  the  symptoms  above  described  occur  in  conjunction  with  other 
labyrinthine  affections,  as  well  as  in  diseases  of  the  central  nervous  system, 
the  diagnosis  of  labyrinthitis  is  often  a  matter  of  much  difficulty.  The 
course  of  the  disease,  its  complication  with  other  maladies,  and  the  presence 
or  absence  of  subjective  symptoms  which  cannot  be  explained  solely  by  the 
supposed  aural  affection,  always  furnish  evidence  upon  which  an  inference 
may  be  based,  either  with  certainty  or  with  probability,  as  to  the  presence 
of  an  inflammatory  process  in  the  labyrinth. 

The  prognosis  is  not  always  absolutely  unfavourable  in  a  unilateral 
labyrinthitis  unassociated  with  fever,  especially  in  an  otherwise  healthy 
individual.  The  issue  cannot  be  predicted  with  certainty.  The  author  has, 
however,  never  been  able  to  verify  any  marked  improvement  in  patients  in 
whom  the  affection  made  its  appearance  with  fever,  nor  in  such  as  had  a 
syphilitic  history,  nor  in  cases  of  mumps,  nor  in  cases  in  which  complete  deaf- 
ness became  rapidly  established.  In  very  rare  instances,  such  patients  may 
regain  their  hearing  power  in  a  slight  degree,  with  or  without  treatment ; 
but  never  to  such  an  extent  as  to  permit  of  conversation,  even  when 
conducted  in  a  loud  tone ;  nor  as  to  allow  children  who  had  not  spoken 
before  the  occurrence  of  the  malady  to  learn  to  speak  in  the  usual  manner 
by  audition  afterwards.  On  the  contrary,  children  who  have  been  pre- 
viously able  to  speak,  but  not  to  write  and  read,  generally  lose  this  faculty 
in  a  short  time,  and  become  deaf  and  dumb. 

The  treatment  should  have  regard,  not  only  to  the  aural  affection,  but 
likewise  to  any  other  possible  local  or  general  derangement.  If  there  be  a 
suspicion  of  a  primary  febrile  inflammation  of  the  labyrinth,  strictly  anti- 
phlogistic measures  are  to  be  adopted.  In  robust  children  depletion  of  the 
deeper  vessels  may  be  aimed  at  by  the  application  of  a  few  leeches  below 
both  mastoid  processes,  and  antipyrin  or  antifebrin  may  be  administered. 
With  marked  congestion  of  the  head,  especially  if  constipation  be  present, 
calomel  or  other  purgatives  may  be  given.  Should  the  fever  run  very 
high,  sponging  the  body  with  vinegar  and  water,  and  cold  compresses  to  the 
head  will  be  indicated.      By  these  means  one  may  perhaps   succeed  in 
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Ifmtting  to  some  extent  the  labyrinthine  exudation  ;  and  if  this  has  already 
occurred  and  total  deafness  has  set  in,  an  attempt  may  be  made  to  promote 
absorption  by  the  use  of  suitable  ointments  (iodine  or  mercurial)^  and  by 
the  internal  exhibition  of  similar  remedies,  as  well  as  by  the  employment  of 
baths  containing  iodine  :  €,g,,  Hal!  in  Upper  Austria,  Lippik  in  Slavonia, 
Ivonicz  in  Galicia,  Kreuznach,  Elmen,  or  Krankenheil  The  benefit  derived 
from  them  is,  however,  not  very  considerable.  In  the  case  of  children  who 
are  not  fit  subjects  for  iodine,  brine  baths  may  be  used  f  IschI,  Gmunden, 
Aussee,  Hallein,  Reichenhall,  Salzungen).  In  syphilitic  cases,  a  specific 
treatment  must  of  course  be  carried  out ;  and,  speaking  generally,  attention 
must  be  dirtctcd  to  any  possible  constitutional  affection,  as  well  as  toother 
morbid  changes  which  may  be  met  with  m  the  ear  or  in  other  organs, 

Polttzer^  recommends,  especially  in  syphilitic  cases,  the  subcutaneous 
injection  into  the  forearm  of  a  2  per  cent,  solution  of  pilocarpine  Two 
to  six  drops  are  injected  daily,  and  gradually  increased.  If  disagreeable 
consequences  arise,  such  as  nausea,  fainting,  or  giddiness,  two  drops  of  a 
^  per  cent,  solution  of  sulphate  of  atropine  should  be  employed  to  counter- 
act them.  This  treatment  is  said  frequently  to  bring  about  a  surprising 
improvement  in  the  hearing  in  syphilis  of  the  labyrinth,  as  well  as  in  other 
labyrinthine  affections  which  are  not  of  too  long  standing.  It  is,  however, 
useless  in  hereditary  syphih's.  in  the  deafness  following  epidemic  cerebro- 
spinal meningitis,  and  in  middle-ear  catarrh  complicated  wuth  labyrinthine _ 
derangement. 

Barr-  states  that  he  has  gained  much  benefit  from  pilocarpin  injections' 
in  a  patient  who  had  had  syphilis  for  six  months,  and  in  whom  the  hearing 
which  had  been  hitherto  normal  was  suddenly  lost  during  an  attack  of 
Meniere's  symptoms.  In  another  case,  considerable  improvement  was 
obtained  in  a  non-syphilitic  patient  who  had  suddenly  become  very  deaf 
fourteen  days  previously. 

Moos^  considers  pilocarpin  efficacious  in  labyrinthitis  associated  with 
scarlatinal  diphtheria.  Up  to  the  present  time,  the  author  has  unfortunately 
no  similar  results  to  record. 


[At  the  Congress  of  Laryngology  and  Otology  held  at  Milan  in  i88o,  Polihtr 
called  attention  to  the  value  of  subcutaneous  injections  of  pilocarpin  in  certain 
cases  of  deafness  due  to  syphilitic  disease  of  the  labyrinth  ;  and  in  his  most  recent 
pubhcation  *  he  says  that  he  has  often  had  good  results  from  that  treatment.  He 
injects  a  2  per  cent,  solution  of  muriate  of  pilocarpin  in  doses  increasing  from  four 
to  twelve  drops  daily.     This  method,  he  thinks,  should  in  recent  cases  be  employed 


'  "Ziir  TTienipic  der  LabyritithaJTcctioncn."    Wiener  medidnt^he  Btfttter,  1885, 

•  "Zwci  Fftllc  von  plotzlich  einfrelrctenem  hochgradipcn  HOrvertust  bctdermeit%  in  Folp^ 
ficrvOscrOhraffcctionen  ;  l>etrachtiu-he  Bcssemngdurch  hypodcnnatbche  Pilocarpin»InJecl»oik*' 
Monal&schiift  lOr  OhrcnIicUkunde,  xijc.  Jahr^. 

•  ••  Ein  Fall  von  doppels<?i tiger  LAbyrinthaflfection  in  Folgc  von  Sc:harlach,  gQnstig  U*- 
cinfluKst  dutch  Pilocarpin-Injcctioncn.*"     ZeitfchriU  fOr  Ohrcnhcilkunde^  xiiL  Bd. 

•  Lclirb>  def  OhrenheUk.  Drilte  Aufl»ge»  Stuttgart,  1893,  p.  549. 


before  either  iodide  of  potassium  or  mercury  is  g'iven,  these  drug's  being'  had 
recourse  to  only  after  pilocarpin  has  b^en  administered  for  eig^ht  or  fourteen  day^ 
without  any  particular  result.  Though  at  first  restricted  to  cases  of  syphilitic 
disease,  the  treatment  was  afterwards  extended  by  PoUizer  to  cases  of  deafness 
depending  on  affections  of  the  auditory  nerve  apparatus  ;  he  also  used  pilocarpin  in 
certain  forms  of  acute  inflammation  of  the  middle  ear  Folitzer^  however,  strongly 
deprecates '  the  indiscriminate  use  of  pilocarpin  injections  in  cases  of  extreme 
deafness  without  a  careful  examination  being  made  in  order  to  distinguish 
labyrinthine  from  middle-ear  affections.  They  are  definitely  contra-indicated  in 
cases  in  which  Rinne's  test  gives  a  negative  result,  and  also  when  low  tones  are 
either  not  heard  at  all  or  but  very  faintly  through  the  medium  of  air,  while  high 
tones  are  heard  very  distinctly. 

In  properly  selected  cases  very  good  results  have  been  obtained,  not  only  by 
Barr  and  Moos  (cited  by  Gruber),  but  by  Lucw,  Wolf,  and  others.  Fteld^  has 
employed  the  method  very  freely.  He  begins  with  the  daily  hypodermic  injection  of 
three  minims  of  a  4  per  cent,  solution  of  nitrate  of  pilocarpin*  gradually  increasing 
the  dose,  *' if  suitably  borne/'  from  one-tenth  or  less  up  to  a  quarter  or  even  third 
of  a  grain.  For  this  mode  of  treatment  he  claims  a  considerable  measure  of 
success,  though  he  admits  that  **  in  not  a  few  instances  of  indubitable  labyrinthine 
disease  the  drug  has  proved  inefficacious/'  M^ifnaughtan  yones^  and  Stewart 
have  found  pilocarpin  useful  for  lowering  vascular  tension  in  the  labyrinth  and 
promoting  the  absorption  of  effused  products.^  They  protest,  hoA-ever^  against  its 
indiscriminate  employment  in  all  cases  of  tinnitus  and  deafness.  Datby  •  adds  hi« 
testimony  to  the  uselessness  of  the  remedy  in  unsuitable  cases,  and  attributes  such 
success  as  may  have  attended  its  use  in  cases  of  deafness  due  to  syphilitic  disease 
to  the  fact  that  such  patients  often  completely  recover  under  the  ordinary 
constitutional  measures  without  any  special  treatment  for  the  loss  of  perception  of 
sound,  the  conducting  power  remaining  good.  From  numerous  cases  that  have 
passed  through  his  own  hands,  Datby  concludes  that  pilocarpin  injections  have 
been  used  for  deafness  due  to  the  most  diverse  conditions,  in  the  large  majority  of 
them  without  any  benefit  whatever.  The  editors  feel  it  their  duty  to  state  that 
their  own  experience  leads  them  to  believe  that  pilocarpin  is  used  by  some 
practitioners  too  frequently,  and  wiiiout  sufficient  attention  to  the  differential 
diagnosis  of  the  condition  from  which  the  deafness  arises.  They,  too,  have  met 
with  a  number  of  cases  in  which  from  thirty  to  one  hundred  and  twenty  injections  of 
pilocarpin  had  been  given,  although  bone  cooduction  was  particularly  good,  and 
there  was  no  symptom  of  labyrinthine  complication.  The  patients  naturally  had 
derived  no  benefit  from  the  injections,  but  some  of  them  improved  under  ordinary 
treatment.  In  a  considerable  proportion  of  the  cases  in  which  pilocarpin  appears 
to  do  good  the  result  is  due  to  other  modes  of  treatment— infiation  with  Politzer's 
bag,  the  use  of  the  Eustachian  catheter,  nasal  solutions,  etc. — employed  at  the 
same  time.  In  other  cases  **  suggestion  "  doubtless  plays  a  large  part  in  the 
**cure*'  ;  it  is  not  the  pilocarpin  but  the  patient's  own  faith  that  makes  him  hear, 
or  think  he  hears,  better  than  before. 

Tht^  editors,  nevertheless,  believe  that,  used  in  response  to  definite  indications 
as  laid  down  by  Patitzcr  and  with  suitable  precautions,  pilocarpin  has  a  real, 
though  limited,  sphere  of  utility  in  aural  therapeutics.  They  prefer  the  hydro- 
chlorate  to  the  nitrate  as  less  likely  to  cause  pain,  swelling,  or  other  local  trouble. 


'  **Thc  Employment  of  Pilocarpi^  jn  Certain  Affections  of  the  Ear,  and  the  Abuses   of 
this  Rcmtdy/'     Laneet,  Jan.  3,  1891,  p,  lo. 

-  '*  Manual  of  Diseases  of  ihL-  Ear,"  fourth  edition  (London,  1S93),  p.  298,  r/  &f^. 

■  "Diseases  ot  the  Ear  and  Naso-pharynx,"  tburth  edition  (London,  1892),  p.  338,  ei  stq. 

*  ••Bubble  Remedies  in  Aural  Surgery,^     Lancet,  April  u,  1891,  p.  815. 
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They  hold  strongly  that  in  such  a  climate  as  that  of  England  the  treatment  should 
never  be  carried  out  at  the  surgeon's  residence.  Wraps»  shawls,  and  dressing-gowTis 
do  not  meet  the  real  source  of  danger — viz.,  the  underclothing  drenched  with 
perspiration.  Long  hair  adds  a  further  element  of  risk.  What  is  required  is  not 
special  dexterity^  but  rather  careful  observation  after  the  injections.  The  treatment 
can  be  carried  out  at  the  patient's  own  house  by  his  ordinar)^  medical  attendant 
with  greater  comfort  and  much  less  danger,  less  loss  of  time,  and,  last  but  perhaps 
not  least,  less  expense.  In  the  case  of  hospital  patients  the  treatment  should  never 
be  used  unless  they  can  go  home  in  diy  clothes.  For  this  purpose  they  should 
always  bring  with  them  a  change  of  underlinen^  or,  better  still,  a  nightdress,  which 
should  be  worn  till  the  sweating  has  ceased.] 

The  efforts  of  the  parents  and  friends  of  a  child  who  has  become^ 
deaf  in  this  way — it  having  previously  heard  and  spoken — should  be 
strenuously  directed  towards  prev^enting  it  from  forgetting  how  to  speak. 
Children  who  have  not  yet  learnt  to  read,  forget  speech  extremely  quickly  ; 
and  it  may  be  best  preserved  by  occupying  them  a  great  deal,  and  causing 
them  to  speak  as  much  as  possible.  It  is  advisable  to  show  them  different 
objects^  and  make  them  name  them  aloud.  Those  who  can  already  read, 
should  be  encouraged  to  read  aloud,  and  pronounce  the  words  carefully. 
Not  hearing  themselves  speak,  they  easily  fall  into  the  habit  of  pronouncing 
badly,  so  as  to  become  later  quite  unintelligible.  The  child*s  attention 
should  therefore  always  be  called  to  these  mistakes,  and  he  should  be 
induced  to  rectify  them.  The  task  is  certainly  a  troublesome  one,  but  is 
in  the  end  well  rewarded  by  the  result. 

6.  Meniere's  Disease  (Morbus  Meniere), 

In  an  essay*  which  appeared  in  i86j,  Meniere  adverted  to  a  series < 
phenomena,   until   then  always   connected  with  affections  of  the  central 
nervous  apparatus,   but  which    he  observed   in    patients   in  whom    such" 
affections  could  be  completely  excluded.     Upon  the  basis  of  the  familiar" 
experiment  of  Fiourens  (p,    125),  Meniire  found  himself  constrained   to 
associate  these  symptoms  with  certain  changes  in  the  labyrinth,  especially 
in  the  semicircular  canals. 

The  combination  of  symptoms  referred  to  is  constituted  by: — 
subjective  auditory  sensations  of  various  kind  and  duration,  a  feeling 
of  alarm,  uncertain  gait,  giddiness  which  may  become  so  severe 
to  cause  the  patient  to  fall  down,  momentary  loss  of  consciousness^ 
tendency  to  nausea,  or  actual  vomiting,  and  impairment  of  hearing  up  to 
total  deafness  after  one  or  more  seizures. 

In  the  case  of  a  girl  who  became  suddenly  deaf  after  taking  cold, 
and  was  simultaneously  attacked  with  vertigo,  and  with  vomiting  on  the 


'  "  H^moire  sur  lea  liaiona  de  rordlle  internr  donnant  lieu  I  dci  s^ymptoinea  de  con*  ^ 
gcstion  c^rtbralc  »popleciifonnc-"    Gazette  m^icalc  dc  P»H«,  1861, 


slightest  movement,  death  ensued  on  the  fifth  day  of  the  disease.  On 
post-mortem  examination,  the  brain  and  spinal  cord  were  found  to  be 
norniaL  In  the  semicircular  canals,  however^  was  a  reddish-coloured 
exudation — an  appearance  which  not  a  little  supported  Meniere*s  view  as 
to  the  nature  of  the  disease. 

He  had  ah^ady  expressed  the  opinion  that  it  is  not  necessarily  always 
primary  changes  in  the  semicircular  canals  which  are  responsible  for  the 
symptoms  in  question  ;  but  that  pathological  processes  in  the  middle  ear 
—so  far  as  they  are  capable  of  injurious  influence  upon  the  labyrinth — 
may  likewise  evoke  phenomena  of  this  order.  Nevertheless  he  always 
regarded  the  semicircular  canals  as  the  structures  playing  the  principal 
part  in  the  disorder.  The  theory  that  in  these  organs  onJy  is  the  origin 
of  the  affection  to  be  sought  may  be  the  more  easily  impugned,  since 
Mageftdk^  and  Ciwier'  h&d  both  previously  shown  that  the  same  results 
which  Flourens  observed  after  section  of  the  semicircular  canals,  may  be 
induced  by  division  of  the  transverse  fibres  of  the  pons  Varolii,  or  of  the 
fibres  running  from  the  cerebellum  to  the  corpora  quadrigemina,  or  lastly 
of  those  passing  from  the  cerebellum  to  the  spinal  cord.  In  this  w^ay  it 
came  about  that  liillaifr/,-  a  year  after  the  publication  of  Meniere's  work, 
put  forward  the  hypothesis  that  the  peculiar  phenomena  there  described 
might  sometimes  originate  in  pathological  changes  having  their  seat  in  the 
places  of  origin  of  the  auditory  nerve. 

Clinical  observation,  no  less  than  experiments  upon  animals^  has 
proved  that  Hillairet's  view  may  be  correct  ;  and  at  the  present  time  all 
aurists  are  agreed  that  Meniere's  symptoms  do  not  always  arise  in  the 
labyrinth,  though  this  may  be  so  in  the  majority  of  cases. 

This  is  by  no  means  equivalent  to  saying  that  the  semicircular  canals 
constitute  **  the  organ  of  equilibrium"  ;  and  still  less  that  the  maintenance 
of  equilibrium  is  entrusted  to  them  alone.  Notwithstanding  the  zealous 
investigations  and  the  accumulated  literature  on  this  subject  during  the 
last  twenty  years,  the  question  is  still  far  from  being  decided.  Most 
physiologists,  including  Co//^,*  MQcb^'  and  Bremr^  as  well  as  a  large 
number  of  aural  surgeons,  are  inclined  to  consider  the  semicircular  canals 
with  their  ampulla:?  as  the  organs  which  directly  bring  about  the  perception 
of  movement  in  the  head,  and  through  this  in  the  whole  body.  Others  are, 
on  the  other  hand,  opposed  to  this  view,  and  would  refer  the  cause  of 
the  uncontrollable  movements  of  the  animals,  not  to  lesion  of  the  semi- 


'  Jo  urn.  dc  phys.  experiment*,  iv. 

'  Rapport  fait  k  I'Acadtinie  dts  Sciences^  1S28. 

*  '*  Lesions  de  roreillc  interne  ;  action  rellcxe  sur  Ic  cervclet  ct  Ics  p^doncules/'    Compto 
rendues  et  memo  ires  dc  la  Society  de  Biolof  ie,  1862. 

*  PflUgcr^s  Archiv,  iii. 

*  Sitzutigsbericht  der  k,  k.  Akademie  der  Wisscnschaften,  1870, 

*  Wiener  mcdidnische  Jahrbticher,  1874  und  1875. 
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circular  canals,  but  to  simultanemis  injury  to  the  brain,  or  to  the  conse- 
quences indirectly  incurred  by  this  organ  from  the  operation.  Competent 
observers,  indeed  {Tomascewics,^  Kksselhach  -),  look  upon  the  uncontrollable 
movements  of  the  animal  as  voluntarily  preservative,  and  movements  of 
flight,  which  it  performs  in  response  to  the  occurrence  of  sudden  and 
intense  subjective  auditory  sensations,  Baginsky;^  who  conducted  his 
experiments  under  the  direction  of  Munk^  asserts  that  the  semicircular 
canals  have  no  part  in  maintaining  the  equilibrium  ;  and  that  the  entire 
labyrinth  of  a  dog  may  be  destroyed  without  the  appearance  of  a  trace 
of  any  disturbance  of  this  nature. 

On  the  occasion  of  a  communication  made  by  Golt:^  at  the  meeting  of 
the  Society  of  German  Naturalists  and  Physicians  at  Innsbruck  in  1869* 
the  author  expressed  himself  on  this  subject  to  the  effect  that  according  to 
his  experience  he  was  unable  to  see  in  the  semicircular  canals  the  exclu- 
sive organ  of  the  sense  of  space  ;  and  was  induced  to  believe  that  they 
were  concerned  rather  in  a  participation  of  the  hearing  function,  whether 
this  may  be  in  an  appreciation  of  the  direction  of  sounds,  or  possibly  in 
some  other  relationship  to  the  auditory  faculty.  As  the  principal  ground 
for  this  opinion,  he  cited  cases  in  which  he  had  observed  no  trace  of  vertigo 
or  involuntary  movement  in  the  course  of  affections  lasting  a  considerable 
time,  although  it  was  found  after  death  that  the  semicircular  canals  either 
exhibited  changes  to  a  greater  or  less  extent,  or  were  quite  destroyed.  In 
deaf-mutes,  too,  in  whom,  as  is  well  known,  these  organs  are  frequently 
absent  or  defective,  no  such  disturbances  are  noticeable.  Up  to  the  present 
time  no  refutation  of  these  views  has  appeared.  There  can,  moreover,  be 
no  doubt  that  in  the  enormous  number  of  cases  of  acute  inflamraation 
of  the  middle  ear  in  which  a  greatly  increased  labyrinthine  pressure  can 
be  diagnosed  with  certahity,  the  semicircular  canals  must  labour  under 
the  same  oppression  ;  and  yet  how  rarely  are  the  so-called  Meniere's 
symptoms  observed  in  comparison  with  the  great  number  of  such  case?. 
It  has  been  supposed,  in  opposition  to  the  facts,  that  derangements  of 
equilibrium  cannot  originate  in  the  labyrinth.  According  to  the  author's 
opinion,  however,  they  are  only  evoked  by  it  in  virtue  of  its  relations  with 
the  central  nervous  system  ;  and  upon  slighter  or  stronger  irritation,  in 
accordance  as  it  were  with  the  individual  peculiarities  of  construction  of  the 
auditory  organ  and  its  adnexa. 

On  this  hypothesis,  therefore,  the  symptoms  in  question  would  not 
necessarily  proceed  only  from  disorders  of  the  semicircular  canals,  but  might 
also  arise  in  other  labyrinthine  structures :  for  example,  in  the  saccule. 
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The  author  cannot  help  thinking  that  the  aqueducts  of  the  labyrinth, 
in  spite  of  their  diminutive  size,  play  a  part  similar  to  that  conjectured 
by  Wcber-Liel  ^  in  regard  to  the  aquaeductus  cochleae,  under  conditions  in 
which  phenomena  of  augmented  intra-labyrinthine  pressure  are  present 
Although  too  the  experiment  of  Hogyrs  -  affords  evidence  that  manifestations 
of  this  kind  are  not  educed  by  injections  through  the  foramen  occipitale, 
nor  by  aspiration  of  the  subarachnoid  fluid  through  a  tube  introduced 
into  the  cranium^  the  author  desires,  nevertheless,  to  lay  stress  upon  the 
mo%*ements  of  the  fluid  in  the  aqueducts. 

Awco^'s  observation '^  appears  to  the  author  of  much  importance — viz., 
that,  notwithstanding  the  slight  mobility  of  the  membranes  closing  the 
fenestra?,  these  symptoms  may  possibly  be  the  more  readily  produced  by 
the  weaves  of  Ouid  which  are  propagated  from  the  labyrinth  through  the 
aquaeductus  cochleae  towards  the  cranial  cavity,  inasmuch  as  they  would 
impinge  upon  both  auditory  nerves,  the  nervus  abducens,  and  the  neigh- 
bouring respiratory  centre*  Still  more  w^orthy  of  consideration  are  the 
relations  of  the  ductus  endolymphatkus  and  its  central  termination ^  the  rtassus 
Cottignii,  The  author  is  inclined  to  believe  that  a  greater  significance 
attaches  to  this  than  to  the  aquaeductus  cochleae,  and  that  in  the 
remarkable  individual  peculiarities  of  the  recessns  Cotugniit  a  foundation 
may  be  sought  for  the  severe  subjective  auditory  symptoms  with  vertigo, 
etc.,  which  are  provoked  in  many  persons  upon  even  a  slight  increase  in 
the  intra-labyrinthine  pressure  ;  whilst  in  others,  the  latter  may  become 
greatly  augmented  without  the  evolution  of  any  such  phenomena.  The 
most  noteworthy  fact  would  appear  to  be  the  variability  in  size  of 
the  recesstds,  with  a  permeable  aquaeductus  vestibuli.  If  a  considerable 
number  of  temporal  bones  of  individuals  of  different  ages  be  examined,  it 
will  be  found  that  its  width  varies  so  extraordinarily  that  sometimes  it  can 
scarcely  be  recognised,  while  in  other  cases  it  may  be  as  large  as  a  small 
hazel-nut.  Now  it  is  certain  that  an  exaggerated  intra-labyrinthine 
pressure  first  of  all  takes  effect  upon  the  perilymph,  and  is  then  transmitted 
through  the  aquaeductus  cochleae  to  the  subarachnoid  space»  thereby 
inducing  the  results  under  discussion,  if  the  action  take  place  with 
sufficient  rapidity.  The  pressure  may  always  be  moderated  to  a  certain 
degree,  since  the  direction  in  which  the  aquaeductus  cochleae  opens  into 
the  subarachnoid  space  is  not  the  most  effective  one*  It  is,  however,  quite 
otherwise  with  the  aquaeductus  %'estibuli ;  for  if  the  pressure  on  the  saccule 
become  excessive,    the  endolymph  can  give  way   directly   through   this 

*  "Notizcn  nbcr  die  Fragc  Obcr  die  Entstchung  dcs  GehOrechH-indds,  etc."     Monats- 
schrift  Ittr  Ohrenhuilkuodt;,  xvL  Jahrg. 

*  "*  Ucbcr  die  wahren  Uhrsachen  der  Schwindelerschcinungen  bel  Drucksteigerung  im 
LAbyrinthe,'*     PUflger's  Archiv,  xxvL  Hd. 

*  **  Uebcr  opiischcn  Schwindcl  bci   DrucfcerhOhung  im   Ohre."     Archiv  fOr  Ohrcnheil- 
kunde,  xvii,  Bd. 
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channel  towards  the  cranial  cavity,  and  if  the  rccessus  Cotugfiii  be  largely 
developed,  it  will  become  distended  to  a  corresponding  extent,  and  thus 
exercise  a  more  considerable  pressure  upon  the  centre  of  statical  equi- 
librium, the  cerebellum,  evoking  symptoms  of  vertigo,  etc.  If,  on  the  other 
hand,  the  recessus  Cotugnii  be  but  slightly  developed,  the  phenomena  in 
question  may  then  be  quite  absent.  It  should  likewise  not  be  forgotten 
that  the  pressure  brought  to  bear  by  the  perilymph  through  the  aquaeductus 
cochleae  upon  the  extended  area  of  the  subarachnoid  space,  is  proportionately 
greatly  lessened  in  its  effect — a  condition  which  does  not  exist  in  respect 
of  the  closed  recessus  Cotugnii, 

It  is  well  established  that  such  symptoms  may  originate  in  different 
organs.  That  they  arise  more  readily  on  irritation  of  the  semicircular 
canals,  does  not  therefore  prove  these  to  be  "  the  organs'of  sense  for  the 
equilibration  of  the  head,  and  indirectly  of  the  whole  body." 

James  *  made  some  experiments  in  reference  to  the  production  of  vertigo  in 
deaf-mutes  and  ordinary  individuals,  when  the  head  was  turned  ver>'  rapidly  in 
different  directions  with  the  eyes  closed.  Of  519  deaf-mutes,  186  had  no  vertigo 
whatever;  134  only  in  a  slight  degree;  and  199  became  giddy  in  the  usual  way. 
Of  200  perfectly  healthy  persons,  on  the  other  hand,  vertigo  failed  to  appear  in  one 
case  only.  In  the  opinion  of  the  author,  these  results  are  of  little  value  in  deter- 
mining the  function  of  the  semicircular  canals  ;  for,  in  the  first  place,  it  is 
admittedly  not  proven  that  these  structures  were  wanting  in  the  deaf-mutes ;  and, 
even  if  it  were  so,  it  would  at  most  be  shown  that  individuals  without  these  organs 
are  less  subject  to  vertigo  than  others  normally  provided  with  them.  This  can  in 
any  case  scarcely  be  doubted  ;  but  the  contention  that  the  semicircular  canals  alone 
maintain  the  equilibrium  of  the  body  is  not  thereby  advanced.  That  deaf-mutes 
become  much  more  restless  when  they  are  under  water  than  other  people,  is  easily 
explained,  since  under  such  circumstances  they  are  deprived  of  the  advantage  of 
a  preponderating  activity  of  that  sense — viz.,  sight— which  they  habitually  exercise 
as  compensator)'  to  their  infirmity.  The  same  holds  good  of  those  persons  who 
have  become  deaf. 

With  respect  to  the  phenomena  themselves,  their  intensity  varies  in 
different  patients.  Sometimes  they  are  preceded  for  a  longer  or  shorter 
period  by  premonitory  symptoms,  such  as  giddiness  or  even  pain  in  the 
head,  a  feeling  of  uneasiness,  and  loss  of  appetite — particularly  when  the 
case  is  a  severe  one.  Patients  in  whom  the  disorder  recurs  in  paroxysms 
usually  become  very  anxious  on  the  appearance  of  such  prodromata. 

The  symptoms  may  arise  in  all  positions  of  the  head.  The  author 
has  observed  several  cases  in  which  the  first  attack  occurred  during  the 
night,  the  patient  being  awakened  out  of  his  sleep  by  the  ailment  after 
going  to  bed  quite  well.  In  other  instances,  the  seizure  was  introduced  by 
a  dream  having  reference  to  it,  in  which  perhaps  he  seemed  to  have  fallen 
down  a  pit,   or  in  which  everything  appeared  to  be  going  round   him ; 

'  "On  the  occurrence  of  vertigo  in  deaf-mutes."     Amer.  Journ.  of  Otol.,  vol.  iv. 
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whereupon,  on  waking  up,  he  was  troubled  with  the  subjective  auditory 
sensations,  vertigo,  etc.  The  author  has  repeatedly  been  told  by  patients 
who  had  previously  suflFered  from  slight  attacks  of  vertigo,  that  in  their 
dream  they  have  seen  objects  in  movement,  trees  shaken  by  a  storm,  stars 
revolving  in  a  circle,  and  so  forth ;  when,  as  they  suddenly  awoke,  violent 
sensations  of  vertigo,  with  vomiting,  set  in.  Many,  though  lying  in  bed, 
always  felt  as  if  sinking  into  the  ground,  and  then  rising  again.  In  some 
persons,  a  fit  of  giddiness  comes  on  if  they  close  their  eyes,  or  look  in  a 
certain  direction,  or  turn  their  head.  The  author  has  noticed  that  in  most  of 
his  patients  the  paroxysms  came  on  with  giddiness,  and  either  without  any 
obvious  cause  or  on  some  accurately  described  incident,  such  as  bending 
the  head  forwards  or  backwards.  The  giddiness  continued  until  they 
vomited,  which  generally  happened  in  a  few  minutes,  or  less  frequently 
after  some  hours.  One  attack  only  may  occur,  or  it  may  be  repeated  after 
a  longer  or  shorter  period.  Some  patients  will  complain  of  feeling  more 
giddy  in  the  dark ;  others  on  gazing  at  shining  objects  or  a  bright  light, 
or  on  looking  at  a  moving  body.  In  some  few  instances,  the  first  violent 
symptoms  continue  for  months,  either  constantly  or  with  but  very  short 
remissions ;  so  that  the  recumbent  position  has  to  be  continually  maintained 
to  avoid  the  risk  of  falling. 

It  has  also  seemed  to  the  author  that  certain  individuals  at  once 
experienced  an  attack  of  vertigo  on  thinking  about  their  disorder,  but 
were  better  if  they  forgot  it.  The  symptoms  are  in  many  intensified 
and  accompanied  by  vomiting  when  they  eat  or  drink  anything,  or 
sometimes  on  closing  the  eyes;  so  that  they  make  strenuous  efforts  to 
keep  them  open,  and  only  fall  asleep  when  quite  wearied  out. 

Moos^  repeatedly  observed  visual  derangements  in  this  affection — 
viz.,  obscuration  and  limitation  of  the  field  of  vision,  transient  hemiopia 
with  a  horizontal  boundary  line  and  persistent  muscae  volitantes,  and 
dilatation  of  the  pupil  on  both  sides. 

In  some  cases,  nystagmus  was  observed  during  the  paroxysm,  but 
disappeared  when  it  passed  away.  This  symptom  recalls  the  doctrine  of 
HOgycs,  according  to  which  a  certain  connection  exists  between  the  nerves 
of  the  ampullae  and  the  muscles  of  the  eyes.  The  symptoms  already 
described  may,  moreover,  be  associated  with  others.  In  a  girl  ten  years 
of  age,  suffering  from  purulent  inflammation  of  the  middle  ear,  the  author 
observed  violent  attacks  of  vertigo,  lasting  for  weeks.  During  the  whole 
time,  convulsive  movements  were  present  in  the  left  upper  extremity,  which 
only  ceased  a  few  days  before  the  vertigo.  Gufe  noted  an  indistinctness 
in  the  handwriting  of  a  patient  with  Meniere's  symptoms.  The  writing 
improved  as  the  symptoms  passed  away. 

'  Archiv  fur  Aiigen-  und  Ohrenheilkunde,  vii.  Bd. 
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Hdgyes  *  believes  that  the  fits  of  vertigo  which  occur  with  augmented  f 
in  the  tympanic  cavity  are  referable  solely  to  irritation  of  the  vestibular  termi 
of  the  auditory  nerve.     He  contends  he  has  demonstrated  that  a  peculiar  t 
reflex  connection  exists  between  the  muscles  of  the  eye  and  the  ampullar/ 
in  conformity  with  which  a  reflex  stimulus  is  transmitted  by  each  labyr 
certain  muscles  ;  from  the  left  vestibular  nerve  to  those  turning  the  left  eye  u 
and  outwards,  and  rotating  it  inwards ;  and  to  those  which  turn  the  ri{ 
downwards  and  inwards,  and  rotate  it  outwards  :  the  right  vestibular  nerve, 
other  hand,  influencing  the  muscles  which  turn  the  right  eye  upwards  and  ou 
and  rotate  it  inwards ;  as  well  as  those  turning  the  left  eye  downwards  and  ii 
and  rotating  it  outwards.     On  this  theory,  the  membranous  ampuUsc  would 
be  regarded,  in  their  relation  to  the  eye-muscles,  as  the  peripheral  end-i 
a  bilaterally  arranged  nerve-system  by  which  the  movements  of  the  ey* 
associated  or  co-ordinated  ;  and  as  in  this  way  regulating  the  bilateral  r 
of  the  eye  which  accompany  alterations  in  the  position  of  the  head  an- 
correspondence  with  changes  of  position  in  the  labyrinth.     The  centre  f< 
arrangement  is  stated  by  Hdgyes  to  be  in  the  mesocephalon  and  in 
oblongata,  between  the  highest  portion  of  the  auditory  nerve  and  tb 
origin  of  the  motor  oculi ;  the  centrifutjal  tract  being  formed  by  th< 
fibres  to  the  muscles  of  the  eye,  the  centripetal  by  the  vestibular  bi 
auditory  nerves  to  the  ampullar  and  the  crist:u  acustice. 

Similar    phenomena    may  originate    in   other    parts   of   the  . 
Pfluger^  observed  smart  sensations  of  giddiness  and  numbness  v 
woman  sixty-five  years  of  age,  who  had  an  otorrhcea  on  the  left  side, 
of  the  membrana  tympani,  and  a  polypus  attached  by  a  broad  basi 
superior  wall  of  the  auditory  canal.     On  touching  this  region  witl 
came  on,  and  became  very  severe,  accompanied  by  simultaneous  h^^ 
movements  in  both  eyeballs  upon  tightening  up  the  loop  of  a  W 
the  growth.     The   same  symptoms  recurred  with   later  attem 
polypus,  which  took  its  origin  partly  from  the  tympanic  cavit; 
them  as  brought  about  by  the  propagation  of  the  irritation  to  t' 

For  the  better  comprehension  of  the  symptoms  as  a  wh 
recall  the  very  appropriate  utterance  of  Exner,  that  "in  tl 
connected  with   everything  else.''       IVoakes  is   of  opinion 
unfrequently  follow  upon  an  incidental  irritation  of  the  stoma' 
by  the  mediation  of  the  inferior  cer\'ical  ganglion,  which  - 
to  the  vertebral  artery,  and  is  also  connected  with  the  brani 
stomach  and  heart,  a  correlation  is  established  between  t^ 
ear.     Any  considerable  gastric  disturbance  occurring  in 
subject  of  intra-labyrinthine  irritation,  would  on  this  h\ 
the  inferior  cervical  ganglion  ;  thence  to  the  arteria  and 
branch   of  the  vertebral — and  would  find  its  expressio 
nausea,  caused  by  the  fluctuations  of  the  blood  pressu 
labyrinth. 

If  the  symptoms  described  be    more  closel 
to  be  not  only  such  as  we  have  previously  b 
diverse  aural  diseases,  but  also  as  occurring  ii 


*  "Ucber  die  wahrcn  Ursachcn  dcr  Schwindelerschr  ■ 
dcr  Paukcnijohle.     Vorlaufige  Bemerkung  zur  Physiolo^: 
PllOgcr  s  Archiv  fiir  Physiologic,  xxvi.  Kd. 

^  Deutsche  Zeitschrift  fOr  pract.  Medicin.,  1878. 


brain  and  spinal  cord.  There  can  therefore  be  lUtle  doubt  that  only  a 
small  number  of  the  cases  which  have  been  reported  as  examples  of 
Meniere's  disease,  had  as  their  foundation  the  objective  changes  in  the 
labyrinth  to  which  Meniere  referred  in  his  first  communication,  and  which 
are  generally  denoted  as  apophxtiform^  on  account  of  the  rapidity  of  their 
onset,  and  on  the  supposition  that  haemorrhagic  extravasation  took  place 
in  them.  It  may  be  that  in  certain  instances,  extreme  hyperaemia  of  the 
labyrinth,  particularly  with  disease  of  the  blood-vessels,  may  lead  to  such 
extravasations,  and  bring  about  the  symptoms  mentioned  ;  neverthtless 
such  cases  must  certainly  be  of  very  rare  occurrence  in  comparison  with 
the  frequency  of  the  phenomena  In  question.  We  shall,  however,  be 
quite  justified  in  continuing  to  speak  of  Af^u/t'/ie's  symptoms  zs  appearing 
in  various  kinds  of  labyrinthine  diseasCi  as  well  as  in  other  affections, 
both  of  the  organ  of  hearing  and  of  the  central  nervous  system  ;  and 
in  regarding — like  Guyr^  and  Brunmr* — the  sensation  of  vertigo  as  the 
characteristic  symptom  of  the  disorder.  The  designation  Meniere  s  disease 
must  either  be  quite  dropped,  or  it  must  be  limited  to  those  cases  in  w^hich 
actual  haemorrhage  is  supposed  to  have  taken  place.  The  diagnosis  of 
such  a  condition  may  in  certain  cases  be  made  by  way  of  exclusion,  if 
the  data  referred  to  in  the  account  of  the  different  derangements  of  the 
labyrinth  be  weighed  with  proper  care. 

The  duration  of  Meniere's  symptoms  depends  chiefly  upon  their 
fundamental  cause.  In  some  cases^ — ^for  example,  with  incurable  bone 
affections,  or  brain  disease — the  manifestations  may  continue  up  to  the 
death  of  the  patient.  These,  however,  are  exceedingly  rare.  Generally, 
the  symptoms  do  not  last  more  than  a  couple  of  days,  and  very  seldom 
longer  than  from  three  to  four  months.  Even  when  arising  from  disease 
of  the  labyrinth,  the  giddiness  and  vomiting  usually  cease  in  the  course 
of  a  few  days,  though  the  subjective  auditory  sensations  and  deafness 
are  apt  to  persist.  In  certain  instances,  the  phenomena  at  first  constant, 
then  appear  in  paroxysms,  to  diminish  in  severity  at  a  later  period,  and 
finally  disappear.  Cases  have  occurred,  however,  in  which  the  giddiness 
has  remained,  with  occasional  intermission,  for  years.  The  prognosis 
will  likewise  be  affected  by  the  above-mentioned  consideration. 

In  the  treatment  of  Meniere's  symptoms,  the  nature  of  their  primary 
cause  will  first  demand  attention,  and  subsidiarily  those  remedies  should  be 
employed  which  have  been  shown  by  experience  to  procure  an  alleviation 
of  the  troublesome  sensations.  In  regard  to  the  former  indication,  the 
means  must  be  adopted  which  have  been  already  aliuded  to  in  the 
description  of  the  different  aural  affections.      Of  the  empirical  remedies 


'  Report  of  the  International  Medical  Congress  in  Amsterdam,  1879. 
*  "Zmti  Morbus  Meniere."     Zeitachrifl  ftir  Ohrcnheilkundei  xvir,  Bd. 


reputed  to  be  of  most  service,  quinioe  stands  first,  and  is  to  be  given, 
according  to  Charcoi^  in  quantities  of  from  seven  to  fifteen  grains  a  day. 
The  giddiness  is  sometimes  diminished  by  it,  but  the  effect  is  not  usually 
lasting.  If,  after  it  has  been  taken  for  three  days,  no  improvement  be 
perceptible,  its  administration  should  be  suspended,  as  otherwise  a  per- 
manent aggravation  of  the  disorder  may  perhaps  ensue.  In  a  vigorous 
woman  who  had  for  several  years  suffered  from  chronic  middle-ear 
catarrh,  and  experienced  a  severe  attack  of  Meniere's  symptoms,  quinine 
in  large  doses  (fifteen  grains  daily)  was  prescribed  by  her  medical 
attendant.  After  it  had  been  taken  for  three  days,  acute  glaucoma 
became  developed,  rendering  an  iridectomy  necessary,  which  was  performed 
by  Von  Arit,  The  Meniere's  symptoms  were  not  relieved  by  the  quinine. 
The  case  shows  how  much  care  is  needed  in  the  employment  of  this 
remedy  ;  especially  if  the  diagnosis  of  the  fundamental  cause  of  the 
malady  be  not  quite  certain. 

Brunner  calls  attention  to  the  contradiction  existing  between  the  statements  of 
aural  and  ophthalmic  surgeons  concerning  the  effects  of  quinine.  According  to 
Kirchncr  *  and  Roosa,^  large  doses  produce  hypenemia  and  extravasation  of 
blood  ;  while  ophthalmologists  state  that  it  causes  marked  anaemia  of  al!  the 
retinal  vessels.  It  must,  however,  be  noted  that  in  the  experiments  made  by  Gudtr 
under  IVeder-Lie/'s*  supervision,  the  temperature  in  the  external  auditory  canal 
diminished  after  its  employment ;  and  hyperi^mia  of  the  canal  or  of  the  vessels  of 
the  malleus  was  never  observed-  Similar  results  were  obtained  with  salicylate  of 
soda.  The  mitigation  of  the  auditory  vertigo  following  upon  the  administration 
of  large  doses  of  quinine  would  in  this  way  be  explained  by  ischccraia  of  the 
labyrinthine  vessels. 

When  Meniere's  symptoms  arise  in  syphilitic  subjects,  anti-syphilttic 
treatment  is  indicated  ;  preferably  by  the  internal  use  of  **  Zittmann's 
decoction/'  which  generally  relieves  the  vertigo  in  a  very  short  time. 
The  injection  of  a  solutiori  of  iodide  of  potassium  through  the  Eustachian 
tube  has  often  rendered  good  service  to  the  author ;  and  the  effect  may 
be  aided  by  the  inunction  of  iodine  ointment  over  the  mastoid  region." 
Methodical  rarefaction  of  the  air  in  the  external  auditory  canal  is  attended 
with  excellent  results,  especially  if  the  symptoms  depend  upon  morbi<j 
processes  in  the  middle  ear.  The  author  has  also  obtained  much  bencfi 
from  the  internal  use  of  arnica,  which  he  prescribes  alone  or  with  nux 
vomica  ;  continuing  the  treatment  for  some  weeks  after  the  disapf>earance 
of  the  symptoms  (tinct.  amicse  mont,,  lo  parts  ;  tinct,  nucis  vom,,  i  part : 
6  drops  on  sugar  twice  a  day,  increasing  the  dose  by  i  drop  every  five 
days  till  it  reaches  lo  drops). 
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■  '*  Extra vasatc  im  Labyrinthc  durch  Chinin-  und  Snticylwirkung/*    Monfttsscbrift 
Ohrenhcilkundc,  etc,  xvii.  Bd. 

*  Amcr.  Journ.  of  the  Med.  Sciences,  1874 

'  ''Zur  Fr»pc  dcr  Etnwirkungswcise  von  Chinin*  und   Salicylsjiurcpr^ariiletl  lllf  < 
mcnschltchc  GehOrorgan."    Monatsschrtfl  fQr  Ohrciiheilkunde,  xvi,  JaKrg« 


In  women  at  the  climacteric  period,  in  whom,  according  to  Mrniere 
JilSf^  and  as  the  author  can  confirm,  the  symptoms  in  question  are  easily 
induced,  local  bleeding  by  the  application  of  a  few  leeches  near  the  mastoid 
process  is  serviceable,  and  may  be  combined  with  the  employment  of 
derivatives  to  the  skin  and  intestines.  The  latter  mode  of  treatment  is 
likewise  indicated  whenever  considerable  congestion  of  the  head  is  per- 
ceptible. In  long-standing  cases^  cold  frictions  may  be  tried  ;  but  the  cold 
douche^  as  well  as  all  measures  causing  commotion  to  the  head,  should 
be  strictly  avoided.  Cowers  '  recommends  colchicum  and  potash  in  gouty 
individuals,  and  bromide  of  potassium  or  ammonium  when  excessive 
irritability  is  present.  Massage  of  the  limbs  should  always  be  carried  out 
in  the  case  of  patients  who  are  compelled  to  keep  their  bed  for  a  prolonged 
period,  as  the  nutrition  of  the  muscles  thereby  suffers,  and  when  the  disorder 
has  passed  away  the  walking  power  is  apt  to  be  much  impaired.  The  appli- 
cation of  electricity  may  readily  aggravate  the  vertigo.  It  should  therefore 
only  be  employed  tentatively,  and  with  very  weak  currents,  in  cases  in 
which  the  symptoms  have  pjersisted  for  a  long  time,  and  all  other  measures 
have  proved  ineffectual. 

7,    Neoplasms  of  the  Labyrintli, 

New  growths  may  arise  in  this  region  both  primarily  and  secondarily. 
Among  the  first  kind  are  found  new  connective-tissue  formations  as  bands 
and  membranes,  which  may  bring  about  irregular  adhesions  in  the  vestibule 
or  the  semicircular  canals*  Fibromata,  too,  of  very  large  size  are  sometimes 
developed  in  the  sheath  of  the  auditory  nerve. 

The  occurrence  of  primary  malignant  growths  in  the  labyrinth  seems 
to  be  not  yet  fully  established.  Among  the  neoplasms  which,  originating  in 
other  aural  structures  or  within  the  cranium,  may  in  their  further  growth 
invade  the  internal  ear,  are  to  be  enumerated  :  sarcoma,  cholesteatoma, 
and  epithelial  carcinoma.  The  author  has  had  under  his  observation  a 
considerable  number  of  cases  of  this  kind,  of  some  of  which  he  also 
possesses  preparations.  Similar  ones  are  likewise  described  by  Paticfson 
Cassel/Sf^  E.  Fraenkei*  Sievefts^^  Burckhardt-Mcrian,*^  Fiirster,'  Foiiolim)''  and 
others.  In  the  cases  of  the  four  last-named  authors,  the  new  formation 
proceeded  from  the  structures  of  the  cranial  cavity,  and  proliferated 
through  the  internal  auditory  canal  into  the  labyrinth. 

*  ^*Dc  rinilyence  de  la  menopause  sur  les  maladies  dc  roreiHc/'     Annates  des  roalftdies 
de  rorcUlc,  1SS5. 

*  '*The  diagnosTs  and  trealoient  of  auditory  ntrve  vertigo.'*    London,  1877. 
'  Glasgow  Medical  Journal,  vol.  xii, 

*  Zt-itschrift  fQr  Ohrcnheilkunde,  v-iii,  Bd. 

■  Archiv  fUr  Ohrcnheilkundc,  xii.  Bd. 
'  WOrzburg  med.  Zeitschrift*  1S62. 
'  Virchow*s  Archiv,  xviii,  Bd, 
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Among  the  neoplasms  of  the  internal  ear  must  be  included  the  calcareous 
deposits  found  in  the  periosteum  of  the  internal  auditor}^  canal,  to  which  B6ttcher^ 
called  attention.  They  consist  of  phosphate  of  lime,  and  are  said  to  occur  in  larger 
bulk  in  persons  of  middle  age.  In  a  patient  who  died  of  pneumonia,  and  had  for 
several  years  previously  suflfered  from  chronic  purulent  inflammation  of  the  tniddle 
ear,  the  author  observed  extensive  chalky  deposits  in  the  cochlea  and  semicircular 
canals,  such  as  have  been  described  by  Virc/ww  as  constituents  of  the  psammoniata. 

The  subjective  symptoms  accompanying  new  formations  in  the  internal 
ear  may  exhibit  much  variety ;  and  those  specially  connected  with  changes 
in  the  auditory  nerve  brought  about  by  the  morbid  processes  in  the  laby- 
rinth, may  be  combined  with  many  others  depending  upon  the  implication 
of  other  organs  in  the  new  growth.  In  some  cases,  merely  slight 
impairment  of  hearing  may  be  produced,  perhaps  with  subjective  auditory 
sensations  to  a  certain  extent ;  whilst  in  others,  in  which  great  changes 
have  taken  place,  not  only  may  most  serious  symptoms  develop  from  the 
auditory  organ  being  involved,  but  also  very  severe  pain,  and  signs  of  the 
gravest  cerebral  mischief  may  be  present  It  will  be  obvious  that  all 
these  phenomena  may  be  subject  to  multifarious  fluctuations. 

Objective  signs  may  be  quite  wanting  if  the  development  of  the 
neoplasm  remain  h*  mi  ted  to  the  labyrinth,  whether  it  has  primarily 
originated  there  or  encroached  upon  it  in  its  extension  from  the  cranial 
cavity.  In  some  far-advanced  cases  of  malignant  disease  in  the  deeper 
structures  of  the  ear,  glandular  swellings  may  be  seen  in  the  mastoid 
region,  which  betray  the  existence  of  the  grave  condition  within. 

It  will  be  evident  thit  in  such  cases  the  diaiinosis  of  a  new  formation 
in  the  internal  ear  cannot  always  be  made  with  certainty.  Those  may  be 
most  easily  recognised  in  which  the  growth  spreads  from  the  labyrinth  to 
the  cavity  of  the  cranium ;  since,  besides  the  symptoms  referable  to  the 
auditory  nerve,  others  indicating  implication  of  the  cerebral  structures* 
taken  together  with  considerations  derived  from  the  history  of  the  case, 
will  under  such  circumstances  point  to  the  seat  of  the  disease. 

The  prognosis  will  depend  upon  the  character  and  situation  of  the 
neoplasm. 

Careful  regard  must  be  paid  in  the  treatmeftt  to  the  principles  set 
forth  in  connection  with  new  formations  occurring  in  the  middle  car. 
Where  the  growth  is  not  exposed,  our  efforts  must  be  directed  towards 
the  alleviation  of  the  symptoms  by  means  of  the  most  judicious  remedies. 

8*  Atrophy  of  the  Auditory  Nerve, 

Atrophic  changes  may  be  observed  in  the  trunk  of  the  auditory  nerve 
in  the  internal  auditory  meatus  ;  or  one  or  more  of  its  branches  may  be 
thus  affected,  either  in   their  whole  course,  or   only  at  their  peripheral 


*  VirchowV  Archiv,  xii.  Ed.,  S.  104. 
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'extremities.  Central  atrophy  depends  almost  without  exception  upon 
cerebral  disease,  whilst  the  peripheral  is  mostly  a  consequence  of  disorders 
of  the  auditory  organ  itself.  These  changes  are  therefore  always  brought 
about  secondarily,  as  the  result  of  long-standing  inflammation  or  other 
derangements  of  the  sound-conducting  apparatus,  the  atrophy  perhaps 
becoming  developed  after  recovery  from  its  primary  cause  has  taken 
place. 

Moos  and  Steinbrtigge^  reported  an  interesting  condition  of  atrophy  of  the 
auditor)^  nene.  Diminished  mobility  of  the  stapes  and  sclerosis  of  the  mastoid 
process  appeared  in  a  man  sixty  thrtie  years  of  age,  who  became  deaf  with  tinnitus 
annum  from  an  ear  affection  which  had  come  on  suddenly  two  years  before,  and 
who  died  from  carcinoma  of  the  brain  and  stomach .  Microscopic  examination  of 
the  right  labyrinth  showed  an  almost  normal  condition  of  the  root  and  trunk  of  the 
auditory  nerve  as  far  as  the  end  of  the  internal  auditory  canal  atrophic  fibres  being 
only  exceptional.  The  atrophy  was  characterised  by  loss  oi  the  medullary  sheath, 
so  that  only  the  axis-cylinders  remained,  with  here  and  there  granule-cells.  The 
ganglion  cells  of  the  vestibular  nerve  were  in  certain  places  more  attenuated, 
and  seemed  clearer  than  normal,  with  the  transverse  anastomoses  less  numerous 
(quantitative  atrophy).  Under  stron^^jer  powers,  wasting  of  the  nerve- fibres  could 
be  nnade  out.  Some  of  them  nuddenly  ceased,  and  the  rest  exhibited  varicosities 
due  to  swelling  of  the  axis-cylinder  with  extreme  constrictions  intervening.  In  some 
parts,  the  nuclei  of  Schwann's  sheath  were  enlarged,  and  some  of  the  varicose  nerve- 
fibres  contained  roundish,  irregular-shaped  bodies  of  variable  clearness  at  different 
places.  The  ganglion  cells  in  RosenthaFs  canal  were  very  small,  and  the  contents 
of  the  non-nucleated  cells  were  homogeneous.  The  nuclei  were  only  exceptionally 
stained  by  carmine  ;  the  cell  contents,  where  homogeneous,  being  coloured  only 
slightly  or  not  at  all.  After  remaining  in  a  carmine  solution  twenty-one  hours, 
the  hair*cells  were  unstained,  the  inner  cells  being  normal  and  the  outer  trans- 
formed into  a  fine  granular  mass.  In  the  second  cochlear  convolution  the  hair-cells 
appeared  normal,  the  nuclei  only  being  occasionally  absent.  The  cells  of  the  lig. 
labyrinthi  were  in  part  normal,  in  part  non-nucleated  with  homogeneous  contents  ; 
the  epithelial  cells  of  the  semicircular  canals,  as  well  as  the  epithelial  layer  of  the 
utrituius,  were  in  some  parts  fatty  and  showed  colloid  degeneration.  The  branches 
of  the  arteria  audit  int.  were  atheromatous.  On  the  right  side,  the  patient  was  said 
to  have  been  unable  to  hear  a\  either  by  air-  or  cranial  conduction  j  whilst  c  and  t 
were  audible  by  cranial,  and  e  by  air-conduction. 


Amyloid  degeneration  of  the  auditory  nerve,  which  has  been  described 
by  FdrsteKf^  Voliolitti^^  Luc(e,  and  others,  and  seems  to  be  of  tolerably 
frequent  occurrence,  must  also  be  regarded  as  a  result  of  atrophy.  It  is 
found  affecting  the  trunk  of  the  nerve  in  its  course  through  the  meatus 
auditorius  internus,  as  well  as  its  larger  branches  in  the  semicircular 
canals  and  in  the  lamina  spiralis. 

It  has  been  already  mentioned  that  the  nerve  sheath  is  sometimes 


'  *•  Ucber  Ner^-enatrophie  in  dcr  erstcn  Sthncckcnwindimg.    Physio log^achc  und  patholo- 
pische  Bedeutiirig  derselben/'     Zeitschrift  fUr  Ohrenheilkundc,  x.  Bd, 
*  Atlas  dcr  pathologischen  Anatomic,  1K56,  Taf.  xviii.,  Fi^-  5- 

'  **  Pfttho legist h-ana torn ische  Untersuchungen   des   GehOrorganes,**      Vircho^iv's  Archiv 
tit  uod  xxiL  Bd.,  liS6o  und  1^1. 
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observed  to  be  hyperaemic,  and  involved  in  new  connective-tissue  forma- 
tions and  other  neoplasms.  These  constitute  the  ordinary  causes  of  ectasia 
of  the  internal  auditory  meatus.  In  the  author's  collection  are  temporal 
bones  with  dilatations  of  the  internal  auditory  canal  large  enough  to 
admit  the  end  of  the  index  finger.  That  the  nerve  sheath  may  become 
secondarily  inflamed,  and  the  nerve  itself  bathed  with  pus,  or  even 
completely  destroyed,  has  been  mentioned  in  the  previous  chapters. 


CHAPTER   XX. 

OIHER  AFFECTIONS   WHICH  MAY  CALL  FORTH  MORBID 
PHENOMENA   IN  CONNECTION  WITH  THE  EAR. 

I.  Among  these  must  be  first  mentioned  diseases  of  the  intra-cranial  struc- 
tures— i.e.,  the  brain  and  its  membranes.  On  account  of  the  multifarious 
connections  existing  between  the  auditory  nerve  and  the  brain,  every 
morbid  change  taking  place  in  the  latter  may  be  followed  by  symptoms 
referable  to  the  organ  of  hearing.  These  symptoms  may  arise  either 
through  the  auditory  nerve  or  the  region  of  the  brain  in  relation  with  it 
being  implicated  in  the  pathological  processes,  or  from  the  latter  bringing 
about  indirectly  a  condition  of  irritation  in  those  structures.  Intra-cranial 
affections  which  have  their  seat  at  some  distance  from  the  nuclei  of  origin 
and  the  trunk  of  the  nervus  acusticus  sometimes  induce  very  grave  aural 
symptoms. 

Hyperamia  and  anamia  of  the  brain;  inflammation  of  the  brain 
substance  and  of  the  meninges;  abnormalities  of  the  intra-cranial  vessels, 
especially  of  the  basilar  artery  and  the  arteria  auditiva  interna;  apoplectic 
blood-extravasations  and  their  consequences;  hydrocephalus;  and  new 
formations,  whether  appearing  in  a  diffuse  form  or  as  tumours,  are  all 
capable  of  originating  morbid  phenomena  in  respect  of  the  ear.  Never- 
theless, any  of  these  conditions  may  exist  in  the  brain  without  evoking 
aural  symptoms,  and  even  extensive  pathological  changes  have  been 
found  post  mortem  in  the  floor  of  the  fourth  ventricle  without  anything 
abnormal  having  been  manifested  in  connection  with  the  ear  during  life. 
Such  symptoms  occur  most  frequently  as  the  result  of  pressure  exercised 
upon  the  auditory  nerve ;  and  since  this  pressure  may  be  compensated 
under  favourable  conditions  in  the  cerebrum  or  cranium,  it  is  compre- 
hensible how,  with  the  same  pathological  alterations,  auditory  phenomena 
may  be  either  present  or  absent. 

{a)  Hyperoemia  and  ancemia,  if  they  be  not  associated  with  other 
disorders  of  the  brain  and  its  membranes,  usually  cause  merely  slight 
and  transitory  aural  symptoms.  In  some  cases  observed  by  the  author, 
of  cerebral  hyperaemia  without  any  existing  objective  changes  in  the  ear, 
there  was  no  disturbance  of  hearing,  the  patients  being  only  annoyed  by 


slight  tinnitus,  and  occasionally  by  vertigo ;  symptoms  which  were  invari- 
ably aggravated  by  anything  increasing  the  flow  of  blood  to  the  head» 
and  vice  vers^.  Bending  the  head  forwards  increased  the  tinnitus,  whilst 
pressure  upon  the  common  carotid  lessened  it ;  and  so  forth, 

Antemia  of  the  brain  likewise  sometimes  produces  noises  in  the 
head  and  giddiness,  without  impairment  of  hearing  :  indeed,  many  ana&mic 
patients  suffer  even  from  hyperaesthesia  acustica. 

{6)  Memngiiis — particularly  cerebrospinal  meningitis — not  infrequently 
brings  on  unilateral  or  bilateral  deafness  in  young  individuals.  In  adults, 
in  whom  this  disease  occurs  less  often  as  an  uncomplicated  affection, 
it  very  seldom  leaves  behind  it  any  derangements  of  hearing.  When, 
however,  they  do  arise,  their  cause  is  to  be  sought  in  inflammatory 
changes  of  the  corresponding  nerves  within  the  cranium,  or  in  an  exten- 
sion  of  an  inflammatory  process  to  the  labyrinth  from  the  original  seat 
of  disease.  The  author  has»  however,  seen  several  cases  of  extensive 
purulent  meningitis,  in  which  the  auditory  nerve  was  surrounded 
by  thick  pus  as  far  as  its  external  ending  in  the  interna]  auditory 
canal,  without  the  presence  of  any  symptoms  connected  with  the 
auditory  nerve. 

Epidemic  cerebrospinal  meningitis  gives  rise  more  often  to  disturbances 
of  audition.  It  is  mostly  children,  too,  w^ho  become  very  hard  of  hearing, 
or  even  completely  deaf,  in  one,  or  more  often  in  both  ears,  in  consequence 
of  this  disease.  The  aural  trouble  usually  appears  on  the  third  or  founh 
day  of  the  illness.  If  in  such  cases  consciousness  be  regained,  it  is  rare  for 
them  to  complain  about  subjective  auditory  sensations  ;  whereas  during 
and  after  convalescence  they  often  exhibit  for  months  a  staggering  gait, 
which  often  disappears  at  a  later  period.  Gottstein  called  attention  to  the 
fact  that  abortive  forms  of  cerebro-spinal  meningitis  occur,  in  whirh  the 
initial  symptoms  very  soon  recede,  but  the  deafness  persists. 

Heller^  and  Lucce^  verified  extension  of  the  meningeal  innammatioo  to  the 
labyrinth.  Habermann '  was  even  able  to  demonstrate  destruction  of  the  structurrf 
of  the  internal  ear  with  the  formation  of  granulation'tissue*  as  well  as  partial 
destruction  of  the  membrana  obturatoria  in  the  oval  fenestra. 

St€inbrHggt\^  upon  the  basis  of  an  examination  of  two  cases  of  cerebro^spinal 
meningitis,  one  of  an  acute  and  violent  type,  the  other  lingering  and  latent,  belie^-ei 
that  two  forms  of  destructive  process  are  to  be  distinguished  in  the  labyrinth— vii.. 
purulent  and  necrotic ;  the  latter  being  caused  by  the  direct  inBuence  of  the  specific 
virus  of  the  disease  upon  the  small  blood-vessels  of  the  region,  resulting  in  stasis 
and  thrombosis ;   whereby  in  particular,  disintegration  of  the  periosteum  of  the 
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'  •*  Zur  anatoinischcn  BcgrOndung  dcr  GchOrastftrutigcn  bei  Meningitis  cerebro*«piji«lit  * 
Archiv  fQr  klinischc  Mcdicin,,  iiL  1867. 

'  '  Eiterigc  EntzOndung  dcs  inncrcn  Oh  res  bei  Mcning^itis  cercbro-spinalis.**    Archiv  fllr 
Ohrcnhcilkimde-,  v.  Bd. 

■  Zcilschrift  lUr  Ohrcnhiitkundc,  viL  Bd. 

*  Bericlvl   fiber  dii-  otiatrjsehc  Section  der  59.     Versftmmlung  deutscher  NMun 
uud  Aerzte  in  Berlin,  1886. 
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semicircular  canals  and  of  the  structures  of  the  membranous  labyrinth  which  are 
attached  to  it,  comes  about.  The  necrosis  may  thus  be  prim ar}' ;  by  this  fact  may 
be  explained  the  early  appearance  and  incurable  persistence  of  the  deafness  tn 
cerebro- spinal  mening^itis.  The  new  connective-tissue  formation  which  takes  place 
is  to  be  reg^arded  as  a  further  stag^e  in  the  labyrinthine  affection,  representing 
probably  the  process  of  re-development  of  the  bone. 

The  investigations  of  Moos  '  in  connection  with  the  changes  in  the  ear  which 
arise  in  pachj^meningitis  ha^morrhagica,  led  him  to  believe  that  each  attack  of 
meningeal  haemorrhage  may  be  likewise  accompanied  by  a  similar  occurrence  in 
the  labyrinth.  Hccmorrhage,  depending  upon  diapedesis,  might  in  this  way  produce 
complete  abolition  of  the  hearing  faculty  by  the  atrophy  and  dej^eneration  which  it 
may  bring  about  in  the  trunk  of  the  auditory  nerve  and  its  terminal  branches  in  the 
labyrinth.  This  view  of  Moos  is  materially  supported  by  the  further  researches  of 
himself  and  Sieinhri(gge,^ 


{c)  The  changes  in  the  intra-cranial  vessels  which  are  chiefly  to  be 
considered  in  this  connection  are  embolistn  and  aneurism,  Emboli  are 
sometimes  found  in  the  arteria  auditiva  interna.  Moos^  cites  a  case 
observed  by  Fried nch^  in  which  during  the  course  of  an  endocarditis, 
deafness  suddenly  set  in,  which  was  caused  by  embolism  of  this  vessel. 
Such  obstructions  occasion  degenerative  changes  in  the  labyrinth,  and  are 
accompanied  by  grave  symptoms-  Functional  disturbances  of  the  auditory 
organ  may  also  follow  abnormal  conditions  of  arteries  which  have  no  direct 
relation  to  the  labyrinth,  but  which  induce  secondary  changes  as  a  result 
of  their  obstruction.  In  this  sense  is  to  be  regarded  a  case  reported  by 
by  Kaufmann^'^  in  which  deafness  of  the  left  ear,  with  softening  of  the  right 
cerebral  hemisphere,  occurred  from  embolism  of  the  art.  fossa?  Sylvri. 

Auditory  derangements  have  been  frequently  traced  to  aneurism 
of  (he  basilar  artery,  and,  according  to  Griesmgerf  they  may  appear 
paroxysmally.* 

(d)  Disturbances  of  hearing  may  also  arise  from  apopU'ciic  extravasa- 
tions into  the  brain  with  their  consequence,  but  only  rarely  in  proportion 
to  the  frequency  of  such  affections.  Such  symptoms  are  much  more  often 
found  in  connection  with  v — 

(«f)  Hydrocephalus*— A  marked  disposition  to  affection  of  the  mucous 
membrane  lining  the  cavities  of  the  nose,  pharynx,  and  middle  ear  is 
directly  engendered  by  this  disease,  and  may  thus  readily  bring  about 
impairments  of  hearing.  So-called  cerebral  deafness,  partial  or  complete, 
may  be  occasioned  both  by  hydrocephalus  extern  us  and  internus ;  and  the 


*  '*Ueber  die  histologischen  Verfiitdcrungen  <Jes  Labyrinthes  bci  dcr  bSmorrhagiachcn 
Fachymenin^tis  (Hiematoma  dur^  mains K"     Zeitschrift  fOr  Ohrenheilkuncle;  ix,  Bd. 

^  '*  Ueber  acote  Degeneration  des  Hornervcn  iin  Gcfolge  ciner  mit  Pyaiiie  complicirtcn 
Pachymeningitis  hsemorrhagica,  sowic  Qber  gleichzeitig  vorhatidcne  Verstopfung  der  rcchtcn 
Art.  aud,  inL"     Zeit&chrift  filr  Ohrciihcilkunde,  xL  Bd. 

'  Klinik  dcr  Ohrcnkrankheiten,  1863, 

*  Bcdiner  klinischc  Wochcnschrift,  1886. 

^  "  Becbachtungen  tibcr  Hirnkrankhciten/'     Archiv  ftlr  Ohrtnheilkundt,  1862. 
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author  has  observed  a  considerable  number  of  deaf-mutes  in  whom  the 
deafness  depended  upon  this  condition. 

(/)  Cerebral  tumours  more  frequently  produce  disturbances  of  vision 
than  of  audition.  Complete  deafness  very  seldom  arises  from  this  cause, 
and  when  it  does  occur  it  is  generally  unilateral.  According  to  the 
statistics  furnished  by  Ladame^  acoustic  disorders  are  apt  to  be  more 
particularly  associated  with  tumours  in  the  middle  cranial  fossa  (38*5  per 
cent,  of  all  cases).  They  were  present  in  27  per  cent,  with  such  conditions 
in  the  pons  Varohi ;  in  14  per  cent,  of  those  implicating  the  pituitary  region ; 
and  in  1 1  per  cent,  of  those  of  the  middle  lobe.  They  were  combined  with 
visual  derangements,  more  especially  in  the  case  of  tumours  at  the  base 
of  the  brain,  of  the  pons  Varolii,  and  of  the  trunk  of  the  nervus  acusticus. 
Symptoms  referable  to  the  auditory  nerve  are  evoked  by  compression  of 
its  trunk  or  nucleus  of  origin  ;  by  embolic  changes  in  the  basilar  artery  or 
the  art.  audit,  int. ;  by  extravasation  of  blood,  with  its  consequences ;  or 
by  other  circulatory  derangements  in  the  structures  of  the  labyrinth. 

{£)  Syphiloma, — Disturbances  of  hearing  in  various  degrees,  besides 
subjective  auditory  sensations  and  other  symptoms,  may  likewise  appear 
in  syphilitic  disease  of  the  brain  (syphiloma).  The  author  has  observed 
several  such  cases  in  which  the  diagnosis  was  fully  confirmed. 

Wernicke  and  Friedldnder^  observed  an  extremely  interesting  case,  and 
afterwards  the  post-mortem  appearances,  in  a  woman  forty-three  years  of  age,  who 
in  her  eighteenth  year  had  suffered  from  epileptic  convulsions.  About  a  year  before 
her  death,  they  reappeared  in  intensity,  associated  with  considerable  impairment  of 
hearing ;  and  somewhat  later,  after  an  apoplectic  seizure,  with  aphasia  and  right 
hemiplegia.  After  several  weeks'  treatment,  the  speech  somewhat  improved, 
and  she  was  discharged  with  paralysis  of  the  right  arm.  She  came  back  in  about 
four  weeks  with  paresis  of  the  left  arm,  the  paralysis  of  the  right  side  having  passed 
away.  The  speech  was  no  better,  and  there  was  total  deafness  on  both  sides. 
Death  ensued  some  weeks  subsequently  with  symptoms  of  leukaemia.  Post- 
mortem examination  showed  gummatous  softening  in  both  temporal  lobes,  besides 
other  changes  of  a  syphilitic  character  in  various  organs.  In  the  left  temporal 
lobe,  the  whole  of  the  first  and  second  convolutions,  together  with  a  section  of  the 
adjoining  region,  as  well  as  the  entire  corona  radiata,  were  involved  in  the  new 
formation.  In  the  right  temporal  lobe,  the  most  superior  and  the  most  posterior 
portions  were  affected,  the  latter  more  superficially ;  whilst  anteriorly,  the  disease 
extended  to  the  part  of  the  white  substance  of  the  lobe  at  which  the  fibres  of  its 
corona  radiata  meet  the  corresponding  fibres  of  the  parietal  lobe. 

(Ji)  Tuberculosis  of  the  intra-cranial  structures  only  very  rarely  leads 
to  auditory  derangements. 

Other  changes  certainly  occur  in  the  brain,  especially  those  parts  in  relation 


'  "Die  Symptomatologic  der  GehirngeschvvQiste,"  Wiirzburg,  1865.  Citat  aus  Moos^ 
Aufsatz,  "  Uebcr  das  combinirte  Vorkommen  von  StOrungen  im  Seh-  und  HOrorgan."  Archiv 
fur  Augcn-  und  Ohrenheilkunde,  vii.  Bd. 

■^  "  Ein  Falle  von  Taubheit  in  Folgc  doppelseitigcr  Lasion  des  Schlafenlappens."  Fort- 
schrittc  der  Medicin,  1883. 
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with  the  nervus  acusticus,  which  we  are  unable  to  discover  with  our  present  means 
of  examination.  Among  such  must  be  reckoned  all  such  functional  disturbances 
of  the  auditory  organ,  for  which  an  objective  cause  cannot  be  assigned,  and  which 
are  designated  simply  as  **  nervous.** 

The  question  as  to  the  existence  in  the  brain  of  a  distinctly  defined  region  of 
audition^  exclusively  destined  for  the  perception  of  auditory  impressions  transmitted 
from  the  labyrinth,  has  not  yet  been  fully  determined.  Munk^  believes  such  a 
district  to  be  situated  in  the  cortex  of  the  temporal  lobe,  below  the  visual  area  and 
above  the  pes  hippocampi.  He  represents  the  central  sound-perceiving  elements  of 
each  auditory  area  to  be  exclusively  connected  with  the  peripheral  organs  of  the 
acusticus  of  the  opposite  side.  Dogs  in  which  the  region  alluded  to  has  been 
extirpated,  appear  as  deaf  as  if  the  labyrinth  had  been  removed ;  and  they  soon 
become  dumb  also.  Munk  likewise  considers  it  to  have  been  demonstrated  that 
after  removal  of  the  posterior  half  of  the  auditory  region,  the  animal  cannot  hear 
the  deeper  tones ;  while  the  higher  tones  are  not  heard  if  the  anterior  part  be 
destroyed. 

Christianiy^  on  the  other  hand,  observed  that,  in  rabbits  in  which  both  cerebral 
hemispheres  and  corpora  striata  had  been  removed,  the  sensitiveness  of  the  auditory 
nerve  was  notably  increased ;  and  Goltz  ^  repudiates  in  toto  the  doctrine  of  the 
localisation  of  the  sensory  faculties  in  the  cortex  cerebri  in  the  full  measure  accepted 
by  recent  physiologists  and  neuro-pathologists.  According  to  him,  no  area  of  the 
cortex  exists  which  is  exclusively  concerned  in  hearing,  smell,  taste,  or  ordinary 
sensation.  He  states  that  destruction  of  the  anterior  sections  induces  symptoms  of 
deficiency  of  function,  which  are  to  a  certain  extent  distinguishable  from  such  as 
ensue  from  destruction  of  the  posterior  parts  of  the  cortex,  and  may  perhaps  be 
explained  by  concurrent  injury  of  the  tracts  leading  to  the  crus  cerebri.  If  the 
posterior  lobes  be  destroyed,  a  more  conspicuous  dulness  of  sensibility  may  as  a 
rule  be  recognised,  but  never  complete  abolition  of  the  sensory  faculty.  According 
to  this,  one  may  speak  of  a  sense  impairment  or  a  cortical  auditory  impairment^ 
but  not  of  absolute  cortical  deafness  or  absolute  psychic  deafness.  A  dog  in 
which  the  cortex  cerebri  has  been  extensively  destroyed  becomes  intensely  stupid, 
but  not  deaf.  The  condition  seems  something  like  that  when  we  are  absent- 
minded,  in  which,  too,  we  do  not  see  or  hear  acutely. 

Whichever  view  may  be  the  correct  one,  the  facts  remain  that  pathological 
changes  in  those  regions  of  the  cortex  denoted  hy  Munk  as  the  auditory  areas,  may 
be  associated  with  morbid  aural  symptoms ;  and  that,  on  the  other  hand,  cases  of 
lesion  on  both  temporal  lobes  have  occurred  without  any  word-deafness  being  present 
( Brown  -  Sequard) . 

Nevertheless  the  '^  word  deafness  ^^  of  Kussmaul,  or  ''sensory  aphasia*^  of 
Wernicke^  which  has  also  been  observed  by  the  author  in  some  cases,  and  may  be 
perhaps  better  designated  as  *'  7ton<omprehension  of  words ^^^  appears  to  stand  in 
close  relation  to  such  morbid  changes  in  the  temporal  lobes.  By  this  condition  is 
meant  a  derangement  in  which  the  patient,  though  hearing  words,  cannot  either 
understand  or  repeat  them.  The  defect  may  extend  likewise  to  all  auditory  percep- 
tions (tones,  noises).  Patients  affected  in  this  way  may  hear  the  slightest  whisper, 
but  they  attach  no  meaning  to  the  words.  A  loud  noise,  or  a  word  uttered  more 
loudly,  often  produces  painful  sensations,  so  that  they  request  the  speaker  not 
to  shout ;  but  they   can   comprehend   nothing  at   all  :  a   condition   described  by 

*  "  Ucber  die  HOrsphare  der  Grosshirnnnde."  Monatsbcricht  der  Berliner  Akademie  dcr 
Wissenschaften,  188 1. 

"^  "  Experimcntelle  Beitrage  zur  Physiologic  des  Kaninchenhirns  und  seiner  Nerven." 
Monatsbcricht  der  Beriiner  Akademie  der  Wissenschaften,  1881. 

*  PflQgcr's  Archiv  fur  Physiologic,  1881. 
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Nothnagel  as  a  loss  of  the  psychological  perception  of  sounds,  or  psychic  deafness 
(Seelentaubheit).  Many  varieties  in  the  non-comprehension  of  words  may  occur ; 
some  individuals  still  understanding  the  meaning  of  certain  words,  and  being  able 
to  repeat  them ;  while  others  may  no  longer  understand  a  single  word,  although 
they  can  hear  quite  well.  Those  cases,  again,  are  interesting  in  which  the  meaning 
of  a  word  is  comprehended  only  after  long  consideration  and  considerable  effort, 
somewhat  as  a  fatigued  person  makes  his  way  slowly  along.  If  these  patients  be 
spoken  to  very  slowly,  they  understand  what  is  said  more  readily.  The  condition 
has  some  resemblance  to  that  in  which  a  foreign  language  is  spoken  quickly  to 
some  one  who  has  only  an  imperfect  acquaintance  with  it. 

According  to  Strieker ^^  the  sense  of  hearing  alone  does  not  suffice  for  the  com- 
prehension of  speech.  He  holds  that  impressions  upon  the  acusticus  are  transmitted 
from  the  speech  centre,  from  which  is  derived  the  innervation  of  those  muscles  by 
means  of  which  the  words  heard — or,  rather,  understood — would  be  enunciated. 
Functional  incapacity  of  this  central  speech-system  would  annul  the  faculty  of 
comprehension  of  spoken  words,  although  the  hearing  capacity  may  remain  intact. 
The  appreciation  of  musical  motive,  according  to  this  investigator,  is  brought  about 
through  innervation  of  the  muscles  of  the  larynx,  of  the  lips,  and  probably  also  of 
the  tensor  tympani. 

The  cases  of  this  kind  reported  in  medical  literature  are  tolerably  numerous 
( Wernicke,  B.  Frdnkel,  Broadbent,  Bernhardt,  Magnan,  and  others).  FrdnkeVs  • 
case  is  interesting :  a  tailor  went  to  bed  well,  but  on  awaking  next  morning  could 
neither  speak  nor  write  a  word,  nor  even  understand  what  was  said  or  written.  His 
hearing,  however,  was  perfectly  good,  and  he  was  otherwise  well,  both  mentally  and 
physically.  After  an  interval  of  three  weeks,  he  began  to  speak  again,  but 
with  frequent  use  of  wrong  words.  Subsequently  his  capacity  for  writing  also 
returned  ;  but  even  after  two  months  and  a  half  had  elapsed,  his  comprehension  of 
speech  was  still  imperfect. 

2.  Diseases  of  the  spinal  cord  sometimes  occasion  derangements  of 
audition.  In  tabes  dorsalis,  especially,  impairment  of  hearing  and  sub- 
jective auditory  sensations  are  not  uncommonly  observed.  Topinard^ 
recognised  auditory  disturbances  in  lo  out  of  I02  cases.  In  some 
instances,  Erb  *  was  enabled  to  trace  the  cause  to  atrophy  of  the  auditory 
nerve.  Lucoe^  however,  proved  that  in  two  patients  with  degeneration  of 
the  spinal  cord,  the  deafness  was  due  to  middle-ear  catarrh,  the  auditory 
nerves  being  free  from  degenerative  change. 

3.  Mumps. — Very  grave  aural  symptoms  sometimes  occur  in  the  course 
of  idiopathic  parotitis.  Toynbee  has  referred  to  these,  and  ascribed  them  to 
a  secondary  implication  of  the  auditory  nerve.  More  recently,  Buck^  has 
directed  the  attention  of  aurists  to  the  subject  in  his  account  of  two  cases 

*  Ueber  Laut-  und  Tonvorstellungcn."  Anzeiger  der  k.  k.  Gcsellschaft  der  Aerzte  in 
Wicn,  1886. 

*  Berliner  klinische  Wochenschnft,  1881. 

'  Citat  aus  Prof.  Rosenthal's  Handbuch  der  Diagnostik  und  Therapie  der  Nervenkrank- 
heitcn. 

*  Zicmssen's  Handbuch,  S.  142. 

*  '•  Uebcr  Schvvc-hftrigkeit  bei  grauer  Degeneration  des  RQckenmarkes."  Verhandlungen 
der  Berliner  mcdicinischen  Gesellschaft,  i.  Bd. 

*  ••  Sudden  and  complete  loss  of  hearing  in  one  ear  during  an  attack  of  mumps.** 
American  Journal  of  Otology,  1881. 
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of  this  nature  ;  and  at  the  present  time  a  considerable  number  of  such 
cases  have  been  reported  {Calmettes}  Seitz^  Seligsohn^  Moos^^  Meniire^ 
Brunner!^  Knapp^  Monre^^  and  others).  From  these  it  appears  that  the 
affection  may  be  unilateral  or  bilateral ;  that  its  onset  is  accompanied  by 
symptoms  similar  to  those  of  labyrinthitis ;  and  that  it  may  occur  both 
in  children  and  in  adults.  The  deafness  in  this  disorder  is  generally 
absolute  and  incurable. 

A  case  seen  by  the  author  in  Vienna,  which  occurred  at  a  time  when 
no  epidemic  prevailed,  was  remarkable  from  the  comparatively  insignificant 
swelling  of  the  parotid  glands.  The  condition  was  thought  therefore, 
both  by  the  medical  attendant  and  by  the  parents,  to  be  unimportant,  as  the 
child,  ten  years  of  age,  had  been  feverish  only  for  a  few  hours.  On  the 
third  day  of  the  affection,  total  deafness  came  on  in  both  ears,  and  per- 
sisted, in  spite  of  all  remedies  employed.  The  author,  like  most  others, 
regards  the  affection  as  due  to  a  metastatic  labyrinthine  exudation,  similar 
to  the  orchitis  sometimes  associated  with  parotitis.  In  one  case,  Seligsohn 
made  out  the  existence  of  syphilis — an  observation  which  is  noteworthy. 

4.  Diabetes, — As  with  the  eye,  so  in  the  ear,  morbid  symptoms  depend- 
ent upon  changes  in  various  structures  occur  in  association  with  diabetes. 
Sometimes  pruritus  of  the  external  auditory  canal  is  present.  In  other 
cases  there  may  be  a  frequent  recurrence  of  furuncular  abscesses,  which 
occasionally  lead  to  extensive  destruction  of  the  cutis  and  areolar  tissue. 
Purulent  inflammation  of  the  middle  ear  arises  less  often  in  connection  with 
this  disorder  {Raynaud^  Kirchner^^  and  others)  ;  but  even  this  complication 
sometimes  comes  on  acutely.  Kirchner,  indeed,  observed  a  case  which 
terminated  fatally. 

That  changes  likewise  occur  in  the  sound-perceiving  apparatus  in 
diabetes,  is  shown  by  those  cases  in  which  subjective  auditory  sensations 
and  impairment  of  hearing  are  present,  although  no  pathological  conditions 
exist  in  either  the  external  or  middle  ear. 

Mention  has  already  been  made  of  the  changes  in  the  auditory  canal  occurring 
in  syphilis,  typhoid  fever,  and  diphtheria.    Reference,  however,  must  again  be  made 


'  La  France  M^dicale,  1882. 

■  Correspondenzblatt  fQr  Schweizer  Aerzte,  1882. 

'  "Taubheit  nach  Mumps."     Vortrag  in  der  Berliner  medicinischen  Gesellschaft,  1883. 

*  "Ein  Fall  von  partiellcr  Labyrinthaffection  nach  Mumps."     Berliner  klinischc  Wochen- 
schrift,  1884. 

^  "Deuxcasde  surdite  unilaterale  complete  survenue  a  la  suite  des  oreillons."     Revue 
mens,  de  Laryngol.,  1885. 

*  **  Ein  Fall  von  completer  cinseitigcr  Taubheit  nach  Mumps  mit  epikritischen  Bemerk- 
ungcn."     Zeitschrift  fQr  Ohrenheilkunde,  xi.  Bd. 

^  "  Ein   Fall   doppelseitiger   Taubheit  nach   Mumps."      Zeitschrift   fQr  Ohrenheilkunde, 
xii.  Bd. 

"  Sur  un  cas  de  perte  complete  de  Toule  a  la  suite  des  oreillons. 

*  "De  I'otite  diabetique."     Ann.  des  Mai.  de  I'Oreille,  du  Larynx,  etc.,  1881. 

'•  "  Ueber  Ohrenkrankheiten  bei  Diabetes  mellitus."     Monatsschrift  fQr  Ohrenheilkunde, 
xviii.  Jahrg. 
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to  the  occasional  development,  as  results  of  these  diseases,  of  obvious  or  occult 
cerebral  changes  from  which  morbid  subjective  symptoms  may  arise  in  connection ' 
with  the  auditory  organ. 

5.  Lcukcemia  is  sometimes  accompanied  by  diminished  hearing  power 
or  complete  deafness,  dependent,  as  demonstrated  by  recent  researches, 
upon  haemorrhagic  and  inflammatory  changes  in  the  structures  of  the  middle 
and  internal  ear  (Poiitzer,  Gradenigo,  Steinbriigge),  Gradenigo  *  is  probably 
not  far  wrong  in  supposing  that  these  leukaemic  changes — which,  moreover, 
are  much  rarer  in  the  ear  than  in  the  eye — are  favoured  by  the  existence 
of  old  middle-ear  disease.  Whether  such  conditions  can  originate  in  a 
perfectly  normal  ear,  has  yet  to  be  proved. 

In  a  case  described  by  Blau^  the  affection  appeared  paroxysmally  with 
Meniere's  symptoms,  and  was  followed  by  deafness,  which,  however, 
diminished  later,  after  subsidence  of  a  purulent  perforative  inflammation 
of  the  middle  ear. 

The  diagnosis  rests  upon  the  signs  of  the  constitutional  disease,  and 
upon  the  subjective  and  objective  aural  symptoms,  by  which  also  the 
prognosis  must  be  regulated.  Total  deafness,  caused  by  extravasation  of 
blood  into  the  labyrinth,  would  scarcely  admit  of  any  improvement 

The  treatment  should  have  regard  to  the  general  affection,  and  to  the 
avoidance  of  all  irritation,  especially  of  the  ear.  Absorbent  remedies  may 
be  employed  externally,  if  their  action  should  be  indicated. 

9.  Neuroses  of  the  Sonnd-perceiving  Apparatns. 

These  conditions  are  manifested  either  in  intensified  sensibility  to  sound, 
sometimes  even  to  the  extent  of  pain  ;  or,  on  the  other  hand,  in  a  weakened 
perceptive  faculty  \  or  again,  by  the  existence  o(  subjective  auditory  sensations. 
The  last-mentioned  phenomena  are  mostly  associated  with  diminished 
hearing  power.  Exaggerated  auditory  senisibility  (acute  hearing,  hypera- 
cusis,  oxyecoia)  has  been  chiefly  observed  by  the  author  in  women  during 
an  attack  of  migraine,  in  which  the  perceptive  function  is  sometimes  so 
painfully  exalted,  especially  for  noises,  that  a  high  degree  of  excitement 
is  produced  by  the  slightest  sound.  The  author  observed  extremely  pain- 
ful hyperacusis  in  a  boy  of  thirteen,  who  had  suffered  for  two  days  from 
violent  toothache.  Upon  the  least  unexpected  sound  he  appeared  scared, 
and  complained  of  a  very  disagreeable  sensation  in  both  ears.  This 
increased  sensibility  disappeared  after  extraction  of  the  decayed  tooth. 
The  symptom  appears  generally  to  occur  only  in  connection  with  great 
nervous  excitement,  and  even  then  only  periodically.     It  is   sometimes 


'  "  Das  GehOrorgan  bei  der  Leukaemie."     Archiv  fQr  Ohrenheilkunde,  xxii.  Bd. 
^  "Ucber  Erkrankungen  des  GehOrorgancs  bei  Leukaemie."     Monatsschrift  fQr  Ohren- 
heilkunde, 1885. 
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observed  after  the  use  of  nerve  stimulants — as  spirituous  drinks  or  stimu- 
lating drugs — as  well  as  in  the  course  of  grave  diseases.  That  it  occurs 
also  in  connection  with  certain  ear  affections  has  already  been  mentioned 
when  these  were  discussed. 

Local  treatment  is  rarely  necessary,  as  the  condition  disappears  with 
improvement  in  the  general  symptoms.  Rest  for  the  auditory  nerves 
is  called  for  during  the  disorder ;  and  if  this  should  persist  for  some  time, 
a  little  cotton-wool  upon  which  a  small  quantity  of  laudanum  has  been 
dropped  may  be  introduced  into  the  external  auditory  canal.  If  of  still 
longer  continuance,  bromide  of  potassium  may  be  given. 

Much  more  common  than  hyperacusis,  is  nervous  impairment  of  hearing 
and  nervous  deafness.  These  conditions  may  exist  either  with  or  without 
subjective  auditory  sensations.  Unlike  over-acuteness  of  hearing,  they  are 
almost  invariably  continuously  present,  and  are  amongst  the  most  difficult 
aural  disorders  to  cure.  Impaired  auditory  sensibility  is  observed  in 
convalescence  from  severe  febrile  affections — e.g,y  typhoid  fever,  pneumonia, 
and  recurrent  fever ;  also  in  individuals  debilitated  as  a  result  of  sexual 
excesses,^  or  in  those  whose  nervous  apparatus  has  been  affected  by  various 
forms  of  intemperance.  Among  the  last  named  evil  influences  may  be  more 
particularly  mentioned  immoderate  smoking,  especially  of  cigarettes,  which 
may  induce  decided  nervous  impairment  of  hearing.  Extreme  mental 
disturbance  may  likewise  bring  about  sudden  auditory  derangements. 
Thus,  in  a  young  man  recently  under  treatment  in  the  hospital  practice 
of  the  author,  loss  of  speech  and  of  hearing  followed  upon  an  intense 
excitement.  He  regained  his  speech  in  the  course  of  eight  days,  but  his 
hearing  only  after  nearly  six  weeks.  Over-fatigue  of  the  auditory  nerves, 
especially  from  constant  monotonous  sounds,  may  also  result  in  a  paretic 
state  of  the  perceptive  organs.  In  this  way  is  probably  to  be  explained  the 
dulness  of  hearing  and  deafness,  which  gradually  comes  on  in  persons 
whose  occupations  subject  them  to  immoderate  irritation  of  the  auditory 
nerves  ;  such  as  smiths,  boiler  makers,  and  millers.^ 

In  this  place  also  is  to  be  considered  the  functional  auditory  derange- 


'  Compare  IVeber-Lt'e/,  "Ueber  den  Einfluss  scxueller  Irritation  auf  affectionen  des 
GehOrorganes. *'  Monatsschrift  fiir  Ohrenheilkunde,  xvii.  Jahrg.  Scanzoni  reports  having 
frequently  observed  transient  deafness  after  the  application  of  leeches  to  the  vaginal  portion 
of  the  uterus.     ( "  Gynaekologische  Fragmente."     WQrzburg.  medicinische  Zeitung,  vol,  i.) 

*  Gottstein  and  Kayser  examined  a  great  number  of  smiths,  with  the  result  that  those 
over  fifty  years  of  age  showed,  without  exception,  a  deficiency  in  hearing  capacity.  Scarcely 
a  third  of  the  whole  number  examined  had  normal  hearing  ("  Ueber  die  GehOrveranderung 
bei  Schlossern  und  Schmiedern":  Brcslauer  arztliche  Zeitschrift,  1881).  Legislative  measures 
might,  in  this  respect,  obviate  many  injurious  consequences.  An  arrangement  by  which 
periodical  intervals  of  rest  were  permitted,  would  act  very  beneficially  in  regard  to  individuals 
whose  occupation  entails  a  continual  stimulation  of  the  auditory  nerves;  and  it  may  still  be 
hoped  that  the  attention  of  legislators  may  be  fruitfully  directed  to  these  matters,  though  the 
earnings  of  Moos  in  connection  with  the  danger  to  life  from  possible  aural  affections  in 
engine-drivers,  still  remain  almost  entirely  disregarded  {vide  Zeitschrift  fQr  Ohrenheilkunde, 
vol.  xi.). 
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ment  sometimes  observed  in  hysterical  subjects.  It  usually  occurs  periodically 
upon  certain  external  causes,  and  in  various  ways.  Sometimes  the 
impairment  of  hearing  is  manifested  merely  as  regards  speech ;  or  again, 
in  connection  with  definite  tones  and  noises.  The  disorder  is  mostly 
unilateral,  and  is  then  usually  associated  with  hyperacusis  of  the  other 
ear.  In  certain  cases,  the  transference  of  the  affection  to  the  other  side 
has  been  brought  about  by  the  approximation  of  a  horseshoe  magnet: 
a  symptom  which  is  of  diagnostic  service. 

The  author  has  observed  numerous  instances  in  which,  besides  other 
hysterical  symptoms,  various  unpleasant  sensations  in  the  ears  have  been 
complained  of,  together  with  dulness  of  hearing  and  tinnitus,  although  not 
the  slightest  objective  change  could  be  recognised.  In  a  patient  affected 
with  hysterical  hemi-anaesthesia,  sensibility  was  so  much  diminished  over 
the  auricle  and  integument  of  the  external  auditory  canal,  that  the  point  of 
a  needle  was  not  felt ;  the  hearing  distance  was  also  considerably  reduced. 
The  patient  said  he  was  only  temporarily  hard  of  hearing,  usually  after 
being  extremely  agitated,  and  particularly  when  he  thought  much  about  his 
condition.^ 

The  subjective  auditory  sensations  which  occur  without  any  demon- 
strable objective  change  in  the  auditory  apparatus,  and  are  commonly 
described  as  ''  nervous  tinnitus  aurium,"  may  be  present  either  alone, 
or  associated  with  impairment  of  the  hearing  in  various  degrees.  As 
a  rule  they  cause  much  more  annoyance  than  the  deafness,  and  patients 
often  beg  that  they  may  be  made  completely  deaf,  if  by  this  means  it 
should  be  possible  to  rid  them  of  the  noises.  Unfortunately  this  cannot 
always  be  accomplished :  indeed,  there  are  many  persons  afflicted  with 
complete  nervous  deafness,  who  constantly  suffer  from  the  most  dis- 
tressing noises. 

Nervous  tinnitus  is  either  temporary  or  continuous.  Sometimes  the 
noises  appear  at  first  periodically  and  become  constant  at  a  later  period ; 
but  the  reverse  also  occurs.  The  nature  of  the  phenomenon  is  very 
variable.  Not  at  all  uncommonly,  patients  are  annoyed  by  several  noises 
at  the  same  time.  The  sound  is  not  always  perceived  in  the  ear,  but 
occasionally  seems  to  be  present  in  the  head — either  throughout  it,  or  only 
in  certain  situations.  In  other  cases,  a  noise  is  spoken  of  as  in  the  ear, 
with  another,  or  more  than  one,  in  the  head  also.  Sometimes  the  patient 
hears  the  sound  at  a  distance ;  and  occasionally  he  has  definite  noises 
constantly  in  the  head,  and  now  and  again  a  sharp  report  as  from  an 


'  Cases  of  this  nature  have  been  described  by  Politzer  (Lebrbuch  der  Ohrenheilkunde, 
p.  835)  ;  Rosenthal  (Handbuch  der  Diagnostik  und  Therapie  der  Nervenkrankheiten)  ;  Magnus 
(Archiv  ftir  Ohrenheilkunde,  vol.  xx.);  Habemiann  (Prager  medicinischc  Wochcnschrift, 
1880) ;  FuldoH  (Zeitschrift  fQr  Ohrenheilkunde,  vol.  xv.);  Stepanow  (Monatsschrift  fUr  Ohren- 
heilkunde, xix.  Jahrg.),  and  others. 
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explosion,  in  addition  to  these.  The  last  appears  at  times  so  loud  as  to 
be  associated  with  reflex  motor  phenomena.  Congestion  about  the  head 
occurs  in  many  individuals  in  connection  with  the  above  symptoms  when 
these  are  intermittent ;  or,  if  continuous,  they  are  intensified  by  such 
congestions  (angioneurotic). 

The  noises  may  likewise  change  both  in  character  and  position. 
They  seem  sometimes  to  pass  from  the  head  into  the  ear,  and  thence 
outwards;  or  they  may  move  in  the  contrary  direction, — />.,  a  sound 
perceived  at  first  at  some  distance,  is  heard  later  on  in  the  ear  or  in 
the  head.  The  auditory  perceptions  are  described  by  patients  in  the  most 
diverse  ways,  and  in  this  respect  Von  Tr6ltsch  rightly  conjectures  that  they 
allow  free  play  to  their  fancy.  They  are  very  ingenious  in  their  descriptions, 
and  frequently  invent  new  terms  in  attempting  to  express  their  sensations. 
A  patient  of  the  author's,  who  was  born  and  educated  in  St.  Petersburg, 
likened  them  to  bell-ringing,  adding,  however,  "  but  not  the  ringing  of  the 
Vienna,  but  of  the  St.  Petersburg  bells."  The  most  disagreeable  kind  of 
affection  is  that  in  which  musical  airs  or  the  voices  of  animals  are  perceived  ; 
such  as  the  barking  of  dogs,  mewing  of  cats,  neighing  of  horses,  or  the 
chirping  of  crickets.  Patients  who  hear  human  voices  (words,  conversa- 
tion, etc.)  are,  as  is  well  known,  usually  either  mentally  diseased,  or  become 
so  later. 

Tiirck  made  the  observation  that  "  upon  pressure  on  the  forehead  and  face,  or 
upon  the  hard  palate  and  tongue,'*  the  subjective  noises  are  sometimes  lessened.* 
Shortly  before  this  inquirer's  decease,  the  author  had  the  opportunity  of  discussing 
the  subject  with  him  ;  and  he  agreed  that  in  many  patients,  the  phenomenon  may  be 
explained  by  the  fact  of  their  forgetting  their  aural  affection  altogether,  for  the 
moment  during  which  the  experiment  is  being  made.  The  author  has,  on  the  other 
hand,  also  met  with  instances  in  which  the  noises  became  augmented  upon  the 
slightest  irritation  of  the  structures  in  the  region  of  the  fifth  nerve, — e.g.^  upon  simply 
touching  the  cheek. 

Moos  saw  a  woman,  sixty  years  of  age,  who  experienced  a  tingling  in  her  left 
ear  whenever  she  used  a  '*  pince-nez.*'  She  was  advised  to  use  a  glass  which  she 
was  to  hold,  upon  which  the  tingling  left  her.* 

The  statements  of  Schwartze  and  Koppe  that  the  presence  of  aural  diseases, 
and  particularly  of  subjective  auditory  sensations,  may  accelerate  the  appearance  of 
mental  disorders  and  favour  the  occurrence  of  auditory  hallucinations,  the  author 
can  confirm  from  his  own  observations,  which  were  made  in  conjunction  with 
Schlager  and  Joffe  in  the  Vienna  Lunatic  Asylum.  The  greatest  attention  should 
be  directed  to  possible  ear  affections  in  patients  afflicted  with  mental  disease  ;  and 
examination  of  the  ear  ought  never  to  be  neglected,  especially  with  hallucinations 
of  hearing.  That  reflex  psychoses  also  arise  from  aural  disorders,  is  established  by 
numerous  observations.^    Rhys  Williams  treated  a  reflex  psychosis,  which  arose 

'  "  Uebcr  die  Einwirkung  dcr  Ursprungsstcllen  des  Ncrv.  trigeminus  aiif  das  Central- 
organ  der  Sehnerven  in  gewissen  Fallen  von  Amblyopic."  Vortrag  gchalten  in  der  Versamn.- 
lung  der  Gesellschatl  der  Aerzte  in  Wien,  am  16.  October,  1843. 

'  "  Neuro-pathologische  Mittheilungen,"  Zcitschrift  fiir  Ohrenhcilkunde,  xii.  Bd. 

*  Berliner  klinische  Wochenschrift,  1886,  und  allgemcine  Zeitschrift  fQr  Psychiatric,  1867 
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during  the  course  of  an  otorrhoea  with  abscess  in  the  mastoid  region,  and  dis- 
appeared after  recovery  from  this  afiFection  (Lancet,  1877). 

As  with  other  neuroses,  those  of  the  ear  are  subject  to  many  variations. 
These  may  arise  either  from  internal  or  from  external  causes.  Everything 
tending  to  improve  the  general  health  of  the  patient  and  cheer  his  spirits, 
is  also  likely  to  ameliorate  the  aural  symptoms ;  and  vice  versa.  We 
therefore  see  that  bodily  indisposition,  fatiguing  mental  or  bodily  work, 
mental  emotion,  sleeplessness,  etc.,  increase  for  the  time  both  the  nervous 
deafness  and  the  noises  in  the  ears.  In  many  patients,  even  meteorological 
conditions  have  a  special  influence  upon  them,  and  they  are  much  better 
in  bright  than  in  damp,  cloudy  weather.  So,  too,  with  food  and  drink. 
A  moderate  amount  of  alcohol  is  often  beneficial,  while  in  other  cases  it 
greatly  aggravates  the  disorder.  The  tinnitus  may  often  be  mitigated 
by  holding  the  head  in  a  certain  position.  In  most  instances,  the  sub- 
jective auditory  sensations  become  diminished  in  intensity  by  external 
noises,  though  in  others  this  is  not  the  case;  indeed,  a  noise  is  in 
some  individuals  capable  of  inducing  these  phenomena,  or  of  causing  an 
already  existent  tinnitus  to  become  still  more  distressing. 

Special  reference  must  be  made  to  the  reflex  neuroses  which  may 
be  excited  by  the  ordinary  sensory  nerves  of  the  ear,  as  well  as  by 
the  auditory  nerve.  Allusion  has  already  been  made  to  the  first  kind, 
especially  in  connection  with  acute  suppurative  inflammation  of  the 
middle  ear.  For  an  extremely  interesting  observation  of  this  nature  the 
author  is  indebted  to  Prof,  NdihnageU 

A  man  of  business,  twenty-three  years  of  age,  from  Witebsk  in  Russia,  who  had 
previously  enjoyed  good  health,  was  frightened  during  a  fire  so  greatly  that  he 
fainted,  and  for  three  months  subsequently  suffered  from  severe  headache.  During 
this  period,  not  a  day  is  said  to  have  passed  without  his  having  from  six  to  eight 
"  fainting  fits,"  and  he  was  obliged  to  keep  his  bed  constantly.  Later  on,  he  had 
daily  attacks  of  '*  spasms  in  the  stomach,  in  the  region  of  the  heart,  and  in  the 
neck,  which  lasted  only  for  a  few  minutes."  These  cramps,  according  to  the 
patient's  statement,  were  at  first  brought  on  by  the  slightest  pressure  upon  the  right 
side  of  the  abdomen  ;  but  after  a  few  weeks  they  could  not  be  produced  in  this  way, 
though  they  appeared  upon  the  least  touch  on  the  right  ear.  A  few  weeks  later, 
the  previous  condition  returned  ;  the  attacks  being  again  excited  by  pressure  upon 
the  hypogastrium.  This  state  of  things  still  continues.  For  the  last  eight  days, 
tinnitus  has  been  present  on  the  right  side ;  and  it  was  on  this  account  that  he 
sought  advice. 

When  the  author  touched  the  right  auricle  for  the  purpose  of  examination,  the 
patient  fell  down,  his  eyeballs  rolled  upwards,  and  trismus  and  very  severe  opistho- 
tonos occurred,  by  which  he  was  several  times  jerked  upwards  from  his  bed. 
After  about  four  minutes  the  attack  ended ;  he  got  up,  and  said  he  felt  somewhat 
languid ;  but  he  could  walk  without  effort,  and  answer  questions.  He  stated  that 
during  the  paroxysm  he  could  hear  everything,  but  could  not  speak. 

Some  days  afterwards  (June  25th)  his  ears  were  examined  under  chloroform.  On 
the  right  side  was  a  chronic  purulent  inflammation  of  the  middle  ear,  with  destruction 
of  the  tympanic  membrane  with  the  exception  of  a  band-like  remnant  about  2  mm. 
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broad,  which  was  attached  to  the  margin  of  the  auditory  canal ;  the  malleus  being 
also  preserved.  The  left  drum-membrane  was  moderately  thickened,  and  a  cicatrix 
as  large  as  a  hemp-seed  existed  on  the  posterior  segment.  He  was  not  aware  when 
the  aural  affection  began.  A  horseshoe  magnet  was  brought  into  contact  with  the 
auricle,  upon  which  a  violent  paroxysm  came  on  (June  26th).  On  June  27th,  he  could 
be  examined  and  catheterised  without  anaesthesia,  and  the  tinnitus  had  somewhat 
abated.  On  the  right  side,  the  watch  was  heard  on  contact  with  the  auricle,  as  well 
as  by  cranial  conduction  :  on  the  left  side,  the  hearing  was  normal.  On  July  ist,  he 
complained  of  slight  pain  in  the  right  ear,  and  a  little  purulent  exudation  was 
observed  in  the  depths  of  the  canal.  Next  day  a  violent  spasmodic  seizure,  lasting 
more  than  five  minutes,  occurred  upon  contact  of  the  right  auricle  with  the  magnet. 
On  the  3rd  and  9th  of  July,  the  ear  could  be  examined  without  the  occurrence  of 
a  paroxysm.  The  noises  in  the  ear  were  still  present  to  a  slight  extent,  as  also  a 
little  otorrhoea. 

During  the  ensuing  weeks  the  patient  attended  at  intervals,  and  stated  that  he 
now  never  had  an  attack  on  touching  the  ear,  but  that  it  happened  if  pressure  was 
made  over  the  right  hypogastric  region.  He  returned  home,  and  nothing  more  was 
heard  of  him.     The  author  regards  the  case  as  one  of  hysterical  reflex  eclampsia. 

Hdgyes '  made  some  observations  upon  hystero-epileptic  subjects,  from  which  it 
appeared  that  as  a  result  of  prolonged  tones,  reflex  muscular  spasms  arise  in  them, 
which  finally  merge  into  a  hypnotic  state.  The  louder  the  tone,  the  more  muscles 
became  affected  ;  and  the  higher  tones  occasioned  a  more  rapid  and  intense  spasm. 
With  rhythmic  tones,  the  hands  and  feet  were  moved  rhythmically,  both  in  hypnotised 
patients  and  those  in  an  ordinary  condition.  If  the  sound  was  perceived  only  by  one 
ear,  then  reflex  contractions  on  one  side  only  followed.  When  the  tuning-fork  was 
caused  to  vibrate  before  the  ear,  both  eyes  were  turned  towards  the  source  of  sound — 
upwards  if  it  was  above,  and  downwards  if  below.  From  the  deaf  side,  reflex  move- 
ments were  more  readily  evoked  than  from  that  on  which  the  hearing  was  normal. 
It  would  thus  seem  probable  that  the  nerve  tracts  for  the  perception  of  tone,  are 
distinct  from  those  for  the  acoustic  reflexes,  though  the  functions  are  to  a  certain 
degree  independent. 

Such  patients  cannot  turn  their  eyeballs  away  from  the  sounding  tuning-fork, 
however  much  they  may  desire  to  do  so.  The  tuning-fork  may  in  these  cases  be 
looked  upon  as  a  will-dynamometer.  Hogyes  refers  all  acoustic  reflexes  to  a 
propagation  of  the  stimulus  to  the  nuclei  of  origin  of  the  motor  nerves  and  the  spinal 
motor  ganglia. 

Clonic  spasms  sometimes  occur  in  the  internal  muscles  of  the  ear 
and  the  muscles  of  the  Eustachian  tube,  and  may  inter  alia  produce 
intermittent  or  constant  subjective  auditory  sensations,  which  are  mostly 
also  perceptible  objectively.  These  muscular  contractions  likewise  are 
expressions  of  reflex  neuroses,  excited  by  morbid  changes  in  the  ear  or 
in  other  organs.  It  should,  however,  be  remarked  that  such  subjective 
aural  phenomena  may  also  originate  in  a  bad  habit  of  the  patient. 
Children  especially,  sometimes  during  play,  make  certain  sounds  in  the 
throat  by  rapid  successive  contractions  of  the  muscles  of  the  soft  palate. 
An  adult  patient  once  told  the  author  that  he  did  the  same  thing  to 
get  rid  of  a  disagreeable  tickling  in  this  region.      When  such  a  habit 


'  "Neuere  Bcitrage   zur  Physiologic  und   Pathologic   dcr   Acusticus-Rcflcxe."      Or\'c 
Hetilap,  1885,  Ref.  Monatsschrift  fiir  Ohrenhcilkunde. 


is  practised  for  a  long  w^hile,  involuntary  contractions  may  supervene, 
which  occasion  the  noises  in  question.  Only  quite  recently,  the  author 
saw  a  law  student,  kindly  referred  to  him  by  Dt\  Prossinagg  of  Laibach, 
who  was  much  troubled  about  these  noises  in  his  left  ear,  which  were 
accompanied  by  visible  contractions  of  the  soft  palate.  The  hearing  was 
perfectly  normal,  and  no  objective  changes  could  be  recognised.  The 
author  put  it  to  him,  whether  he  did  not  perhaps  himself  produce  the 
noises,  and  that  he  could  possibly  suppress  them.  He  was  in  fact  able  to 
do  so,  and  in  the  course  of  a  few  weeks  had  cured  himself  of  the  habit, 
and  was  free  from  tinnitus.  The  diagnosis  of  such  cases  is  not  difficult, 
as  the  muscular  contractions  may  be  controlled  by  an  effort^— a  result  which 
cannot  be  attained  with  the  clonic  spasms. 

Since  the  nature  of  the  pathological  changes  which  are  the  fundamental 
cause  of  the  nervous  phenomena  are  unknown,  a  certain  progtwsts  is 
generally  out  of  the  question.  Some  hope  of  successful  treatment  may 
be  entertained  if  the  symptoms  may  conceivably  be  referred  to  some 
remediable  constitutional  affection,  or  if  they  be  induced  by  ejttemal 
conditions  which  it  is  possible  to  remove. 

An  indication  in  regard  to  the  prognosis  is  often  furnished  by  the 
nature  of  the  symptoms.  Thus,  experience  shows  that  nervous  deafnes^d 
which  is  subject  to  fluctuations,  especially  if  the  hearing  return  tempo*' 
rarily  in  nearly  normal  degree^  can  be  in  general  more  easily  cured  than 
if  it  exist  always  to  the  same  extent,  or  steadily  increase*  The  same 
remark  is  true  in  regard  to  the  subjective  auditory  sensations.  Intermittent 
tinnitus  is  usually  easier  to  relieve  than  that  which  is  constant.  Undefined 
sounds,  too,  are  more  amenable  to  treatment  than  such  as  approach  in 
character  definite  tones  or  the  voices  of  animals  ;  and  noises  in  the  ear  are 
less  difficult  of  alleviation  than  thost:  which  seem  to  be  located  in  the  head. 
If,  again,  the  source  of  the  noises  always  appear  to  be  the  same^  they 
as  a  rule  yield  to  treatment  less  readily  than  such  as  seem  to  change 
their  place  of  origin  ;  and  those  most  capable  of  amelioration  are  such 
as  appear  to  proceed  from  a  distance. 

With  respect  to  ireaiment^  the  general  state  of  health  must  first  be 
considered,  and  the  requisite  measures  taken  for  the  removal  of  any 
existing  disturbance.  The  diet  and  mode  of  life  of  the  patient  should  be 
properly  regulated  ;  and  all  excesses  avoided,  whether  of  a  physical  or 
mental  nature.  In  appropriate  cases,  the  internal  use  of  natural  waters,  a 
hydropathic  course,  and  residence  in  certain  health  resorts,  particularly 
those  of  high  altitudes,  may  prove  very  beneficial. 

For  the  relief  of  the  auditory  symptoms,  the  remedies  at  our  command 
are  chiefly  empiricah  We  are  ignorant  of  the  exact  indications  for  their 
particular  employment,  and  therefore  a  simple  account  will  be  given  of 
such  as  have  proved  efficacious  in  diflFerent  instances. 


In  the  first  rank  may  be  placed  the  various  ethereal  preparations 
and  chloroform.  They  are  employed  both  externall}^^  and  through  the 
Eustachian  tube  with  the  aid  of  the  catheter.  From  five  to  ten  drops  of 
the  following  combinations  may  be  applied  to  the  auditory  canal  on 
cotton-wool  in  the  evening,  or  more  often  during  the  day  :  aeth.  sulph., 
20  to  4'0  ;  glyc.,  lO'O  ;  or  aeth.  acet.,  2'0  to  40  ;  tinct.  valerian.,  10  0  ;  or 
chloroform,  2^0  to  4*0 ;  glyc,,  lO'O ;  or  the  ethereal  vapour  may  be  blown 
into  the  tympanum  through  the  catheter  by  means  of  the  air-ball,  into 
which  a  few  drops  of  sulphuric  or  acetic  ether  have  previously  been 
introduced.  By  this  treatment  the  hearing  is  sometimes  improved,  and 
in  other  cases  the  noises  in  the  ear  may  be  lessened.  If  no  effect 
follow  after,  say,  ten  applications,  their  employment  may  be  relinquished 
as  useless. 

The  inhalation  of  two  or  three  drops  of  nitrite  of  amyl  is  said  by 
Michael  and  Urbanischiisch  to  be  beneficial  in  tinnitus ;  but  this  has  not 
been  substantiated.  It  usually  produces  severe  vertigo,  and  sometimes 
even  syncope,  without  any  good  result,  and  its  repetition  is  generally 
objected  to  by  the  patient. 

Nerve  sedatives,  such  as  opium,  morphia,  hyoscyamus,  cocaine,  and 
chloral  hydrate,  are  also  used  for  the  relief  of  noises  in  the  ear.  They 
may  be  taken  internally,  applied  externally  to  the  auditory  canal  or  to 
the  neighbourhood  of  the  ear  in  the  form  of  ointments,  or  employed 
hypodermically.  Chloral  hydrate  may  be  administered,  or  injected  in 
solution  through  the  Eustachian  tube  {Lucir)}  Cocaine  may  be  injected 
subcutaneously,  or  given  internally  (cocaine  0*02  to  0*05,  sacch.  alb.  1*00  ; 
a  powder  to  be  taken  in  the  evening).  The  hypodermic  injection  of 
morphia  may  be  employed,  especially  when  the  symptoms  are  worse  at 
night  and  prevent  sleep.  A  favourite  remedy  is  oil  of  hyoscyamus  with 
tincture  of  opium  (ol.  hyoscyami  I0"0,  tinct  opii  ro  ;  ten  drops,  on  cotton- 
wool, to  be  placed  in  the  ear  two  or  three  times  a  day).  Bromide  of 
potassium  or  sodium  in  one  to  three  gramme  doses  are  among  the  drugs 
most  used  and  most  efificacious  for  the  relief  of  nervous  tinnitus.  The 
author  prefers  them  to  be  taken  at  bedtime.  He  has  not  found  hydrobromic 
acid  to  be  of  service. 

Other  remedies  recommended  for  these  derangements  are  the  various 
balsamic  substances.  Camphor  especially  was  much  used  in  former 
times,  and  is  even  now  esteemed  by  the  public  a  panacea  in  aural 
affections.  It  may  be  employed  in  the  form  of  an  ointment — t\g.^  cam- 
phor O'lO,  ol.  nienth.  pip.  ro,  ung.  simpl.  lO'O;  a  portion  the  size  of 
a  pea  to  be  rubbed  around  the  ear  morning  and  evening;  or  it  may  be 


'  **Ueber  locale  Anwendung  des  Chloralbyd rates  beim  sogenamitcii  trockenen  chroni- 
£cben  Mittelohrcatarrh,"     Berlin*  klititsche  Wochenschrift,  1S72, 
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dissolved  in  oil^  and  five  to  ten  drops  introduced  into  the  auditory  canal 
on  cotton- wool  (oL  amygd.  io*o,  camph,  0"i) ;  or  again,  a  small  piece  may 
be  wrapped  in  cot  ton -wool,  and  this  placed  in  the  ear.  In  nervous,  very 
debilitated  patients  its  internal  use  is  occasionally  beneficial  (0*05  to  0"io 
gramme  pro  dosi). 

Valerian,  arnica,  and  nux  vomica  likewise  enjoy  a  certain  reputation. 
The  author  has  found  the  internal  administration  of  arnica  advantageous 
in  many  cases,  and  has  in  particular  often  observed  that  troublesome 
nervous  tinnitus  has  been  relieved  or  even  completely  removed  by  its  use* 
Five  to  fifteen  drops  of  the  tincture  may  be  taken  on  sugar  several  times 
daily.  Strychnine  has  been  specially  recommended  by  Kramer  for  noises 
in  the  ears.  It  is  most  eflectual  when  employed  hypodermicaliy.  The 
author  commences  by  injecting  two  drops  of  a  i  per  cent,  solution  ; 
increasing  this  to  eight  drops,  and  repeating  the  treatment  every  other 
day.  It  should,  however,  be  remembered  that  the  effect  of  strychnine  is 
cumulative,  and  care  must  therefore  be  exercised  in  increasing  the  dose. 
Many  patients  are  affected  with  severe  vertigo  even  after  the  first 
injection  ;  and  though  this  soon  passes  off,  it  indicates  the  necessity 
for  caution. 

Ferruginous  preparations  may  be  given  with  advantage  in  anxmic 
and  especially  in  chlorotic,  individuals.  They  may  be  prescribed  either 
solution  or  as  powders — e.g.^  the  lactate,  phosphate,  or  carbonate  of  iron ; 
dialysed  iron  with  carbonate  of  soda  and  sugar  ;  or  a  few  drops  of  a 
mixture  of  equa!  parts  of  tinct.  ferri  and  tinct.  aurantii.  In  scrofulous  or 
syphilitic  cases,  the  syrup  of  the  iodide  of  iron  is  useful.  A  leaspoonful 
of  a  mixture  of  equal  parts  of  this  and  of  syrupus  aurantii  may  be  taken 
twice  or  three  times  a  day  {Von  Sigmund), 

Preparations  of  iodine  have  also  been  employed  in  affections  of  the 
labyrinth,  either  internally,  or  externally  to  the  region  of  the  ear.  Their 
effect  is  frequently  beneficial  in  these  cases,  especially  when  exudation  has 
taken  place.  They  may  be  combined  with  other  remedies — e.g,^  with 
camphor.  The  author  often  employs  the  following  ointment : — Ammonii 
seu  potassii  iodati,  2'0O;  camphor,  O'lO  to  0-30;  ol.  month,  pip*^  roo ; 
ung.  simpl,  lO'OO :  a  piece  of  this  the  size  of  a  pea  to  be  rubbed  over  the 
mastoid  region  for  five  minutes  morning  and  evening.  The  iodides  of 
potassium,  sodium,  or  ammonium  may  be  given  internally ;  the  last  was 
warmly  advocated  by  Hintou.  The  iodine-ethers  are  also  used  by  some 
by  way  of  the  Eustachian  tube*  The  best  result  is  in  many  instances  to 
be  obtained  from  a  regular  course  of  the  natural  iodated  waters  and  baths. 
Baths  of  the  indifferent  warm  springs,  and  even  of  common  warm 
water,  will  often  alleviate  the  symptoms ;  while  in  some  cases,  on  the 
other  hand,  this  treatment  aggravates  the  condition.  When  circumstances 
do  not  otherwise  contra-indicate  it,  a  systematic  cold-water  "  cure  '*  may  be 
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<:arried  out ;  though  as  a  general  rule,  little  benefit  is  derived  from  it  in 
regard  to  the  aural  trouble. 

In  labyrinthine  disorders  induced  by  frequent  congestions  of  the  head, 
the  fundamental  cause  of  the  ailment  should  be  investigated.  Saline 
waters,  or  remedies  which  promote  digestion  or  act  indirectly  upon  the 
biliary  secretion,  sometimes  render  good  service  in  cases  of  derangement 
of  the  abdominal  organs.  Aloes  in  particular  has  acquired  a  certain 
reputation  in  aural  affections. 

If  the  tinnitus  be  very  loud,  and  associated  with  giddiness  in  robust 
plethoric  subjects  in  whom  circulatory  disturbances  are  present,  local  or 
general  bleeding,  or  dry  cupping  to  the  neck,  may  be  adopted.  Vesicants 
are  likewise  recommended,  to  be  followed  up  with  hypodermic  injection 
of  quinine  or  opiates.  Systematic  rarefaction  of  the  air  in  the  external 
auditory  canal  has  an  excellent  effect ;  and  according  to  Weil^  inflation 
of  the  canal  is  useful  for  the  relief  of  severe  attacks.  The  latter  pro- 
cedures may  be  carried  out  by  the  patient  himself  with  the  aid  of  the 
simple  apparatus  designed  by  the  author  for  atmospheric  rarefaction — a 
point  which  is  of  great  advantage. 

We  now  come  to  the  application  of  electricity,  which  may  be  made  in 
the  form  either  of  the  induced  or  the  constant  current.  The  latter  is  used 
much  more  frequently  than  the  former,  which  is  employed  almost  exclu- 
sively for  cases  in  which  pathological  changes  are  present  in  the  muscles 
(tensor  tympani  and  stapedius).  The  apparatus  used  by  the  author^ 
consists  of  twenty  Siemens-Halske  elements,  with  rheostat,  commutator, 
and  electrodes  of  various  forms ;  but,  since  the  introduction  of  the 
simple  and  ingenious  graphic  rheostat  of  Gartner ^  he  uses  this  for  opening 
and  closing  the  current.  According  to  Erb^  the  rheostat  is  superfluous, 
but  not  the  commutator.  The  electrodes  may  be  applied  in  various  ways. 
The  author  mostly  follows  the  practice  o{  Duchcnne  in  introducing  a  wire- 
like electrode,  isolated  almost  to  the  extremity,  into  the  auditory  canal 
which  has  been  filled  with  tepid  water ;  the  other  electrode  is  applied  in 
the  vicinity  of  the  ear  (mastoid  region  or  zygoma).  In  very  sensitive 
individuals,  especially  if  the  auditory  canal  and  tympanic  membrane  be 
hyperaemic,  one  electrode  may  be  applied  over  the  mastoid  region,  and  the 
other  near  the  zygoma,  or  one  before  the  ear  of  one  side,  and  the  other 
behind  that  of  the  opposite  side.  When  it  is  desired  to  act  upon  the 
internal  muscles  of  the  ear,  a  long  wire  electrode  may  be  passed  through 
an  elastic  catheter  into  the  mouth  of  the  Eustachian  tube,  and  the  other 
inserted  into  the  auditory  canal,  in  which  some  water  has  been  placed. 

Erb  ^  employs  as  an  electrode  a  square  plate,  the  side  of  which  is 


'  It  is  made  by  the  firm  of  Meyer  and  Wolf  in  Vienna,  ix.  Bez.,.van  Swietengasse. 
^  "Zur  galvanischen  Behandlung  von  Augcn-  und  Ohrenleiden."     Archiv  fiir  Augen-  und 
OhrenheiUcunde,  ii.  Rd. 
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4  cm.  in  length,  and  fixes  it  just  in  front  of  the  ear ;  the  other  electrode 
being  somewhat  larger  and  applied  to  the  neck.  They  should  be  moistened 
with  water  before  being  used.  Erb  believes  that,  in  nearly  all  healthy 
individuals,  a  current  of  smaller  strength  is  sufficient  to  stimulate  the 
auditory  nerves  when  employed  in  the  manner  described. 

With  respect  to  the  latter  point,  the  statements  of  physiologists  and 
aurists  differ  widely.  While  some  are  of  opinion  that  the  acoustic  nerve 
cannot  be  stimulated  at  all  by  the  galvanic  current,  others  hold  that 
auditory  sensations  may  be  excited  even  by  very  weak  currents.  Both 
sides  rest  their  views  upon  their  own  careful  observations,  and  are 
perfectly  justified  in  so  doing.  Experience  teaches,  in  fact,  that  an 
extremely  slight  current  may  in  many  persons  produce  a  reaction  in  the 
auditory  nerve ;  whilst  in  others,  even  strong  currents  (c.^.,  20  elements) 
are  unable  to  bring  this  about ;  and  in  such  cases,  pain,  vertigo,  and  nausea, 
are  often  caused  without  the  faintest  acoustic  perception. 

The  author's  experience  is  completely  in  accordance  vrith  Benedikts 
statement,^  that  the  electric  current  can  evoke  auditory  sensations  much 
more  readily  in  ears  in  which  morbid  changes  exist,  than  in  such  as  are 
in  a  healthy  state. 

In  regard  to  the  manner  in  which  acoustic  phenomena  are  induced  by  the 
galvanic  current,  many  views  are  held.  Schulz^  thinks  that  the  peripheral 
extremities  of  the  sensory  nenes  are  in  a  state  of  electrotonus  at  the  place  of 
application  of  the  electrode,  and  that  this  condition  is  propagated  up  the  nerves 
to  their  central  terminations,  from  which  it  is  transmitted  to  the  sensorial  centre, 
to  be  there  translated  into  consciousness.  Benedikt  believes  that  auditory  percep- 
tions in  the  acusticus  are  invoked  by  the  reflex  activity  of  the  sympathetic  ;  and  he 
consequently  bases  his  treatment  upon  galvanisation  of  the  latter  nerve.  Erb^ 
however,  considers  this  hypothesis  oi  Betiedikt\.o  be  unsubstantiated. 

Brenner^  has  constructed  a  special  theory  of  electro-otiatrics  upon 
the  basis  of  his  own  observations.  He  claims  for  the  constant  current, 
not  only  much  therapeutical  importance,  but  also  a  distinct  diagnostic 
value.  According  to  him,  a  current-strength  of  from  6  to  9  WolIaston*s 
elements,  with  the  electrodes  arranged  as  recommended  by  Duchenne,  is 
always  capable  of  exciting  an  acoustic  sensation  in  individuals  with  normal 
hearing.  Thus,  when  the  kathode  (K)  is  in  the  auditory  canal,  a  loud 
sound  (S')  is  perceived  upon  closing  the  current  (C)  ;  and,  as  the  latter 
continues  to  pass  (D),  the  sound  gradually  fades  away  (S  s  s).  When  the 
circuit  is  opened  (O),  no  fresh  sensation  of  sound  occurs  ( — ).  If,  however, 
the  anode  (A)  be  placed  in  the  ear,  no  sound  whatever  is  heard  when  the 


'  Wiener  mcdicinische  Prcssc,  1 873. 

*  Wiener  mcdicinische  Wochenschrift.  1868. 

*  "  Untcrsuchungcn  und  Bcobachtiingcn  auf  dem  Gcbietc  dcr  Electrothcrapie,**     Leipzig 
1868. 
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current  is  closed,  nor  while  it  is  passing ;  but  when  it  is  opened  a  weak 
sound  becomes  audible  (s). 

Conformably  with   the   above,  Brenner   has   drawn   out   a  "  normal 
formula,"  as  follows : — 


KC. 

S' 

Kathode  closure. 

Loud  sound. 

KD. 

S  s  s 

Kathode  duration. 

Sound  dying  away, 

KO. 

— 

Kathode  opening. 

No  sound. 

AC. 

— 

Anode  closure. 

No  sound. 

AD. 

— 

Anode  duration. 

No  sound. 

AO. 

s. 

Anode  opening. 

Weak  sound. 

Brenner  supposes  that  a  deviation  from  the  formula  indicates  some 
morbid  condition,  which  is  to  be  regarded  as  a  depreciated  or  an  exaggerated 
sensibility  of  the  auditory  nerve,  according  as  a  stronger  or  a  weaker  current 
is  needed  for  the  establishment  of  the  proper  reaction.  He  considers  that, 
as  far  as  the  results  of  testing  with  the  constant  current  exhibit  variations 
from  the  above  formula,  they  furnish  data  for  the  diagnosis ;  and  he  also 
believes  that  by  the  systematic  application  of  the  current,  any  irregularities 
which  exist  may  be  remedied. 

Brenner  distinguishes  between  primary,  secondary,  and  tertiary  excitability. 
The  prinoary  he  calls  that  corresponding  to  the  number  of  electromotor  elements 
necessary  to  call  forth  the  functional  activity  of  the  nerve.  The  secondary  is  that 
shown  when  the  number  of  elements  is  reduced  to  the  point  at  which  the  nerve  just 
continues  still  to  respond  to  the  stimulus  ;  and  the  tertiar>'  excitability  is  manifested 
on  a  further  reduction  of  the  number  to  that  at  w^hich  the  nerve  yet  remains  capable 
of  reaction  on  reversal  of  the  current. 

The  doctrine  of  Brenner  is  now  accepted  by  very  few ;  it  having  been 
completely  refuted  by  Schwartze  ^  soon  after  it  was  enunciated.  He  proved 
that  the  so-called  "  normal  formula  "  does  not  always  hold  for  healthy 
ears ;  and  that,  on  the  other  hand,  the  reactions  in  the  case  of  a  person 
totally  deaf,  who  was  examined  by  this  method,  were  nevertheless  in 
accordance  with  it. 

Many  cases  of  nervous  deafness  without  any  changes  in  the  external  or 
middle  ear  are  attributable,  according  to  AlthauSy^  to  asthenia  of  the  auditory 
centre ;  and  to  this  circumstance  is  to  be  ascribed  the  recovery  or  improvement 
of  a  number  of  such  cases  on  galvanisation  of  the  temporal  lobe.  Hallucinations 
frequently  depend  upon  hypersesthesia  of  the  same  region,  unaccompanied  by  any 
structural  change.  He  relates  the  following  case  :  A  married  man,  thirty-eight 
years  of  age,  had  suffered  for  several  years  from  epileptic  convulsions,  for  which  he 
consulted  him  in  February  1879.  The  patient's  memory  had  become  bad,  but  his 
intellect  and  other  faculties  were  unimpaired.  One  morning  he  experienced  halluci- 
nations of  hearing,  without  knowing  whence  they  originated.     He  constantly  heard 


'  **  Ueber  die  sogenannte  *  Electro-Otiatrik '  Brenner's."    Archiv  fur  Ohrenheilkundc,  i.  Bd . 
*  "Ucber  Asthenic  des  Gehirns."     Centralblatt  fiir  Nervenheilkunde,  1882. 
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voices  behind  him  makiog^  all  kinds  of  objurgator>"  remarks,  particularly  concerning' 
his  pecuniar)^  position.  The  constant  current,  applied  for  five  minutes  on  the  side 
of  the  head,  caused  the  symptoms  to  disappear,  and  they  did  not  return. 

As  regards  the  employment  of  electricity,  the  author,  from  his  own 
experience^  entirely  agrees  with  Schwari^e  in  reference  to  Brenncrs 
statements  about  '*  electro-diagnosis."  Neither,  unfortunately,  can  he 
say  much  as  to  the  effects  of  electricity  in  aural  diseases  from  a  thera- 
peutical point  of  view.  The  induced  current  appears  most  serviceable 
in  cases  in  which  there  is  a  paretic  condition  of  the  internal  muscles 
(JVeber-Liei).  Perhaps,  too,  the  electrolytic  action  of  the  galvanic  current 
may  have  an  influence,  as  Schwartze  has  suggested,  upon  plastic  processes 
in  the  middle  ear ;  though  the  results  hitherto  obtained  are  not  of  a  very 
favourable  kind.* 

With  respect  to  particular  symptoms,  it  is  certainly  true  that  galvanism 
is  frequently  capable  of  temporarily  relieving  or  removing  the  subjective 
auditory  sensations.  It  is  nevertheless  well  ascertained  that  a  permanent 
cure  of  these  is  an  extremely  rare  occurrence,  and  that  in  the  majority  of 
instances  the  noises  return  after  a  few  hours,  sometimes  in  a  much  more 
intense  degree. 

In  such  cases,  or  in  those  in  which  other  morbid  symptoms  are 
increased  by  the  application  of  electricity,  its  further  employment  should 
be  undertaken  with  much  circumspection,  as  thereby  the  condition  may- 
be considerably  aggravated.  Electricity  may  tend  to  improve  the  hearing 
power  when  general  nervous  affections  are  present  which  are  benefited 
by  this  mode  of  treatment.  The  author  has,  however,  not  been  able  to 
convince  himself  of  its  efficacy  in  primary  disease  of  the  auditory  ner\x% 
If  he  w*ere  to  draw  a  conclusion  from  his  own  experience  of  its  action, 
he  should  in  general  agree  with  Betieiheiw^'  who  says  that,  though  it  may 
be  proper  to  employ  it  in  cases  of  nervous  aural  affections  after  long- 
continued  treatment  conducted  on  ordinary  principles  has  proved  fruitlc 
yet  it  would  not  be  good  practice  to  do  so  before  everything  else  ha 
been  tried. 

Finally  are  to  be  mentioned  the  auditory  cofttrivances  or  ear-trumficls, 
which  are  intended  to  be  used  by  persons  whose  hearing  is  impaired,  wnth 
the  object  of  ameliorating  their  condition.  The  improvement  is  brought 
about  by  them,  either  by  a  more  suitable  form  and  position  in  regard  to 


*  Bo»mi/hnt  connected  one  electrode  with  a  wire  introduced  into  the  Eust»clu*n  t«li 
and  the  other  with  an  acupuncture  needle  which  was  pushed  tlirough  the  tjinpanic  mirmlm 
on  to  the  promontory,  and  was  kept  in  position  by  means  of  cotton-wool  in  the  cxter 
auditory  canal.     He  met  with  but  slight  success,  however,  from  this  method,     "Rcflcxio 
bUT  le  degrc  dc  confiancc  qu'on  doit  aecorder  k  Tdectricild  dans  Ic  traitcmcni  dc  la  surditt  i 
gdndral,  etc/"     Gaxcttc  de  Paris,  i86t. 

*  '*  Ucbcr  die  Wirkung  dea  etcctrischen  Stromes  auf  das  GchOrorgan,"     VVitrncr   mnii- 
dnische  Presse,  i86S. 
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function  which  they  produce  in  the  sound-conducting  apparatus ;  or  in 
virtue  of  their  shape  and  the  material  of  which  they  are  made  facihtating 
the  collection  and  conduction  of  a  larger  number  of  sound-waves  than 
would  otherwise  be  transmitted.  The  former  kind  are  generally  of 
advantage  only  with  a  low  degree  of  imperfect  audition ;  whilst  the  latter 
are  often  of  service  even  in  cases  of  pronoujiced  deafness. 

The  hair  may  often  be  easily  arranged  so  as  to  improve  the  position 
of  the  auricle,  as  indicated  in  the  description  of  abnormalities  of  this 
structure.  Thus^  it  may  be  brought  behind  the  ear  in  such  a  way  as  to 
press  this  forward  to  a  variable  distance  from  the  side  of  the  head.  If 
this  cannot  be  done,  the  apparatus  in  the  form  of  two  metal  slips  connected 
at  their  ends  with  a  spring  may  be  employed,  which  clasps  and  pushes 
forward  the  attachment  of  the  auricle. 

In  cases  of  narrowing  of  the  meatus  due  to  collapse  of  its  walls, 
especially  in  old  people  in  whom  the  angle  of  the  lower  jaw  has  become 
widened,  small  tubes  of  silver  or  gold  are  useful  {Abmhams).  They  are 
made  about  I  tm.  long,  with  the  inner  extremity  rounded  off,  and  the  outer 
ending  in  a  small  cup-shaped  expansion,  painted  so  as  to  resemble  the 
integument.  The  cup  has  a  concave  margin  which  is  to  be  directed 
forward  to  receive  the  tragus.  These  little  tubes  with  a  piece  of  cotton- 
wool twisted  round  them  are  placed  in  the  auditory  canal,  in  which  they 
remain  fixed  by  themselves.  Though  sometimes  of  advantage  in  the  cases 
referred  to,  the  number  of  patients  who  derive  benefit  from  them  is  very 
small  compared  with  those  from  whom  money  is  extracted  on  their  account 
by  the  practices  of  quacks.  They  may  even  be  prejudicial,  where  a  definite 
indication  for  their  employment  is  absent,  as  they  narrow  the  lumen  of  the 
canal,  and  so  obstruct  the  entrance  of  sound-waves.  The  author  can  say 
nothing  more  favourable,  either  of  recent  modifications  of  these  tubes^  or 
of  the  apparatus  of  PoUtzer,  which  is  said  to  transmit  the  vibrations  of  the 
auricular  cartilage  by  means  of  a  drainage  tube  from  4  to  5  cm.  long.  The 
outer  end  of  this  tube  is  provided  with  a  gutta-percha  disc,  to  be  fixed  in 
the  deepest  part  of  the  auricle  in  front  of  the  meatus  ;  whilst  the  inner 
extremity  is  brought  into  contact  with  the  tympanic  membrane.  The 
contrivance  cannot  be  recommended,  if  only  on  account  of  the  pain  caused 
hy  its  touching  the  drum-head. 

Besides  those  just  described,  many  other  instruments  are  in  use^ 
differing  from  them  in  size,  shape,  and  the  materials  of  which  they  are 
made  :  e.g.,  vulcanite,  horn,  or  metal, — as  a  rule  brass.  The  form  is  not 
without  importance,  as  experience  shows  that  w*ith  some  patients,  an 
ear-trumpet  of  a  certain  shape  may  perhaps  be  more  serviceable  than 
others  constructed  more  in  accordance  with  the  laws  of  acoustics.  The 
fundamental  principle  in  all  is  that  one  end  is  expanded  for  the  reception 
of  the  sound-waves,  while  the  other  is  suitably  curved  for  insertion  into 


the  auditory  meatus,  If  an  instrument  for  use  with  both  ears  be  desired, 
the  narrow  end  is  so  made  that  it  may  be  turned  round  in  the  tube,  and 
thus  adapted  for  either  side.  The  central  portion  varies  in  width  and 
length,  corresponding  to  the  intensity  of  resonance  required.  Metal 
instruments  are  usually  shaped  like  a  trumpet,  post-horn,  or  hollow  cone. 
The  so-called  elastic  ear-trumpets  serve  their  purpose  very  well  They 
consist  of  an  elastic  tube  of  spirally-coiled  wire  of  variable  length,  which 
is  surrounded  by  an  external  casing  of  indiarubber  materiaL  At  one 
extremity  of  this  tube  is  a  resonance-cup,  and  at  the  other  is  the  piece 
for  insertion  into  the  auditory  canal.  The  patient  can  carry  such  an 
apparatus  about  with  him  round  his  neck,  and  easil}^  bring  it  into  use 
when  requisite. 

Metal  tubes  conduct  sound  better,  but  they  have  the  disadvantage  of 
producing  loud  accessory  sounds^  which  greatly  annoy  the  patient.  This 
imperfection  is  less  prominent  in  those  made  of  vulcanite  or  horn;  and  the 
elastic  tubes  can  be  so  constructed  that  no  accessory  sounds  occur  at  all ; 
for  which  reason  they  are  to  be  preferred. 

During  the  last  ten  years,  many  forms  of  apparatus  for  assisting  the 
hearing  have  been  devised,  without  coming  essentially  nearer  to  the  ideal 
of  an  invisible  instrument*  The  most  notew^orthy  improvements  almost 
exclusively  concern  their  more  convenient  manipulation,  but  by  none  of 
them  has  an  important  advance  been  attained  in  increasing  the  hearing 
power  at  a  distance.  Leiter's  ear-trumpet  is  handy :  the  main  part,  of 
vulcanite,  can  be  carried  in  the  coat  sleeve  or  waistcoat  pocket ;  and  w*hen 
required  for  use  one  needs  only  to  place  the  insertion-piece  in  the  ear. 
Ear- trumpets  have  also  been  adapted  to  w^alking-sticlts,  umbrellas,  fans^ 
etc. ;  and  the  author  long  ago  proposed  that  they  should  be  attached  to 
neckties,  head-dresses,  etc. 

Others  have  endeavoured  to  take  advantage  of  sound-conduction 
through  the  cranial  bones.  In  this  way  originated  Rhode's  "  Audiophone/* 
consisting  of  a  flexible  vulcanite  plate  25  to  30  em,  long,  and  20  to  25  an* 
wide,  and  furnished  with  a  handle  by  w^hich  it  is  held  when  used.  The  free 
margin  of  the  plate  is  intended  to  be  placed  on  the  incisor  teeth,  or  on  the 
zygoma.  In  TurnbuWs  modification,  the  plate  is  constructed  of  separate 
parts,  connected  by  hinges,  and  by  this  means  a  variable  curvature  may  be 
given  to  the  instrument.  The  '*  Dentaphone"  is  another  apparatus  baaed  ^ 
on  the  same  principle.  In  this,  the  vibrations  communicated  to  the  plate 
are  said  to  be  conveyed  to  the  labyrinth  through  the  medium  of  a  spring 
held  between  the  teeth. 

The  **Fonifero"  of  Paiadmo  is  intended  for  the  conduction  of  ihc 
sound- vibrations  from  the  larynx  of  a  person  speaking,  directly  to  the 
teeth  or  auditory  canal  of  the  listener.  It  consists  of  a  rod,  \  to  |  hu  In 
length,  one  extremity  of  which  carries  a  semicircular  piece  to  be  adapted  to 
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the  larynx  of  the  speaker,  and  the  other  end  is  provided  with  a  moderately 
curved  piece  for  application  to  the  teeth  or  ear  of  the  deaf  individual. 

The  various  apparatus  already  described  have  not  merely  for  their  aim 
the  improvement  of  the  hearing  power,  but  are  also  in  a  certain  sense 
curative  in  their  action.  If,  as  regards  the  latter,  an  influence  so  im- 
portant as  that  asserted  by  Toynbee  and  others  cannot  be  justly  attributed, 
it  must  nevertheless  not  be  forgotten  that  both  the  auditory  nerve  and 
the  internal  muscles  of  the  ear  suffer  gradually  from  want  of  exercise. 
These  structures  are  found  in  an  atrophic  condition,  when  they  are  no 
longer  sensitive  to  ordinary  sounds.  In  chronic  ear  affections,  the  ear- 
trumpet  should  therefore  be  used  at  a  sufficiently  early  stage  to  prevent 
^nfeeblement  of  the  function  of  the  acoustic  nerve  as  a  result  of  disuse. 
In  this  matter,  however,  we  have  unfortunately  often  to  contend  with 
much  vanity  and  prejudice,  in  order  to  induce  patients  to  follow  a 
rational  course. 

On  the  other  hand,  it  should  be  remembered  that  the  sensibility 
of  the  nerve  is  liable  to  be  deadened  by  too  strong  stimulation,  in  which 
case  it  responds  less  readily  to  a  slight  exciting  cause — a  circumstance 
which  must  be  taken  into  consideration  in  the  choice  of  an  ear-trumpet 
The  author  would  in  this  connection  submit  the  following  principles : — 

1.  The  employment  of  an  ear-trumpet  ought  not  to  be  too  long 
postponed.  In  chronic  aural  affections,  the  use  of  an  instrument  should 
not  be  delayed  until  the  hearing  of  the  patient  becomes  lost,  or  inadequate 
for  social  intercourse  ;  but  it  should  be  adopted  as  soon  as  possible. 

2.  The  choice  of  an  instrument  ought  to  be  made  in  a  similar  way  to 
that  of  eye-glasses — 1>.,  it  must  be  properly  adapted  to  the  particular  case. 

3.  Those  kinds  are  to  be  preferred  which  produce  fewest  acces- 
sory sounds. 

4.  An  apparatus  should  not  at  once  be  selected  by  which  sounds 
are  heard  best ;  but  rather  such  as  suffices  for  ordinary  intercourse,  even 
though  it  necessitates  some  effort  of  attention. 

5.  Regard  should  be  had,  as  far  as  possible,  to  the  convenience  and 
inclination  of  the  patient ;  and  in  this  respect,  instruments  are  preferable 
which  retain  themselves  in  place,  without  requiring  to  be  held  by  the 
patient;  as  well  as  such  as  are  least  conspicuous. 

Sometimes  an  elastic  ear-trumpet  will  suffice  for  ordinary  intercourse, 
while  a  more  powerful  instrument  will  be  needed  to  enable  the  person  to 
take  part  in  a  general  conversation.  In  such  a  case,  therefore,  more  than 
one  apparatus  should  be  kept  at  hand. 


Certain  phenomena  which  have  recently  been  the  subject  of  much  discussion, 
and  which  deserve  mention  here,  are  the  secondary  sense-perceptions ;  whereby 
upon  a  simple  sensory  stimulus,  sensations  are  produced  in  two  different  sense- 


organs.     An  individual,  for  example ^  manifesting  this  peculiarity,  not  only  perceives 
a  tone  in  the  usual  way,  but  may  likewise  experience  a  sensation  of  colour;  tlie  same 
colour- sensation  being^  always  excited  by  the  same  tone.     According  to  Baratoux} 
this  phenomenon  was  tirst  observed  by  Dr.  Sacks  of  Eriangen,  in  himself,  in  tSii  j 
and  his  sister  is  said  to  have  had  the  same  peculiarity.    They  were  both  albinos, 
and  Sachs  describes  the  condition  in  his  **  Historia  naturalis  duorum  lucaethiopiun> 
auctoris  ipsius  et  sororis  ejus/'  1812,  p.  82.     Among  later  accounts,  that  of  Lussana 
is  particularly  interesting.     He  was  acquainted  with  two  brothers  who  manifested 
the  same  idiosyncrasy.      Nussbaumer  directed  the  attention  of  the  profession  in 
Vienna  to  the  subject  in  an  essay  which  appeared  in  1873.*    He  himself,  as  well 
as  one  of  his  brothers,  exhibited  this  peculiarity ;    while   his   other  brothers  and 
sisters  were  free  from  it.      On  hearing  the  same  tone,  they  always  experienced 
a    sensation   of  colour,    but  the   colour   in    each   case   was   different.     Upon    the 
rattling  of  a  carriage,  Nussbaumer  perceived   a  grey  colour,  but   other   noises 
did  not  evoke  any  optical  phenomenon.      When  they  heard  accordions   played, 
they    saw^    different    colours^    according    to    the    various    tones.      Nussbaumer 
was   able  to    rid  himself   of    the    secondary   sensation   by   diverting    his    atten- 
tion to  some  other  matter.     Among  later  communications,^  that   of  Bleuler  and 
Lehmann  is  especially  noteworthy.     The  results  of  their  investigations,  set  forth  in 
a  detailed  report,*  show  that  out  of  596  persons  examined,  76 — />.,  12*8  per  cent. — 
exhibited  secondar>^  sense  ^perception  (45  males  and  31  females).     The  sensations  of 
light  and  of  colour  (photopsia  and  chromatopsia)  which  follow  upon  sound  stimuli, 
they  designate  "  Schallphotismen  "  ;  while  the  sensations  of  sound  produced  by 
impressions  of  light  and  colour,  they  call  •*  Lichtphonismen."     According  to  these 
authors,  light  and  colour  sensations  may  also  be  evoked  by  gustatory  and  olfactory 
stimuli  (Geschmacks-  and  genichs-photismen)  ;   and  presentations  of  colour  and 
form   may  result  from  impressions  of  pain,  heat,  and  taste.     The  secondary  sensa- 
tions are  simultaneous  with  the  primary;  or  in  some  rare  cases,  appear  after  a  short 
interval.     In  those  who  manifest  this  peculiarity,  the  effect  of  a  given  impression 
varies.     For  example,  a  noise  may  in  one  person  induce  a  secondan,'  sensation  ; 
whrreas  in  other  individuals,   none  resultSi   though  these  may  be   susceptible  to 
other  primary   stimuli.       Bhukr    himself   heard   noises  as    a    result    of   visual'^ 
impressions. 

Stvinhriij^ge  saw  in  Madeira  an  ecclesiastical  neophyte,  sixteen  years  of  age, 
who,  besides  being  the  subject  of  secondary  optical  sensations,  saw  also,  with  each 
prayer,  a  line  ascending  in  the  room  in  a  different  direction,  Sfetnbrug^  hc\\^^c'& 
that  some  of  these  cases  are  examples  of  double  sensations  in  which  an  exaggerated 
cerebral  irritability  plays  a  chief  part,  but  that  the  greater  number  are  instances  of 
association  of  ideas.  Baratoux  and  Urbantsckitschy^  on  the  other  hand,  arc 
of  opinion  that  the  phenomenon  is  to  be  referred  to  a  physiological  correlation 
of  the  organs  of  sense.  Further  investigations  are  needed  for  the  elucidation  of 
this  subject. 


*  **  De  r*adition  colorcfc"     PubHcations  du  Progrcs  Medical. 
'  "  Ucber    subjective    Farbcnempfindunpcii,   die  durch   objective    Gch/iracinpfindongcil ' 

cricugt  wcrdcn." — Wiener  mcdiciniachc  WochcnschrifL 

*  Compare   Baratoux s   previously  mentioned   w*ork  ;  as  well   as  SteinbrQgge,  "Ucbcr 
sccundilre  Sinnesempfindungcn."     Wiesbaden,  1SS7. 

*  •'  ZwangamSssigc  Lichlcmpfindungcn  durch  Schall  und  vcrwatidtc  Erschcinungcn  *uf 
dem  Gebiete  der  andercin  Stnnesempdndungen/'  1881. 

*  Compare  Sitzungsbericht  dcr  Wiener  k.  k.  Gesellscbaft  der  Aertte  vom  li  October,  1887, 


CHAPTER   XXI. 

DEAF'MUTISM. 

A  CHILD  acquires  the  power  of  speech  by  a  process  of  imitating  that  which 
it  hears,  and  therefore  this  is  in  dependence  upon  the  integrity  of  the 
sense  of  hearing.  A  deaf  child,  or  one  whose  hearing  is  impaired,  cannot 
learn  to  speak  in  the  natural  way — that  is  to  say,  an  imperfection  in  the 
faculty  of  speech  is  associated  with  an  imperfection  in  the  hearing 
function.  The  pathological  condition  which  entails  the  deafness  need  not 
necessarily  be  congenital.  Experience  shows  that  during  the  first  years 
of  life,  children  whose  hearing  becomes  lost  in  consequence  of  disease,  very 
soon  forget  how  to  speak,  and  become  both  deaf  and  dumb,  although  they 
have  already  sp)oken.  Upon  this  fact  is  founded  the  distinction  between 
congenital  and  acquired  deaj-mutism,  and  statistics  prove  that  the  acquired 
is  of  more  frequent  occurrence  than  the  congenital  condition. 

With  regard  to  the  age  at  which  a  child  who  is  able  to  speak  loses 
this  faculty  as  a  result  of  becoming  deaf,  it  can  only  be  stated  generally 
that  this  is  usually  the  case  up  to  the  age  of  six  years ;  but  that  in  certain 
instances  the  power  of  speech  may  be  retained,  though  the  hearing  becomes 
impaired  at  the  fourth  or  fifth  year.  The  result  depends  chiefly  upon  the 
mental  development  and  upon  judicious  surroundings.  A  child  forgets 
speech  because  it  merely  imitates  mechanically  the  words  it  has  learnt  to 
utter,  without  any  accurate  comprehension  of  their  meaning.  If  its  mind 
be  more  developed,  it  will  forget  less  readily,  and  its  memory  may  be 
stimulated  by  lively  social  intercourse.  More  especially  may  its  conceptions 
of  words  be  preserved  or  suggested,  by  a  timely  method  of  instruction  by 
demonstration.  Children  who  can  already  read  and  write  do  not  easily 
forget  how  to  speak,  while  those  who  are  older  but  more  backward,  rapidly 
lose  the  faculty  of  speech  if  they  should  become  deaf;  as  happened,  for 
example,  in  the  case  of  a  boy  twelve  years  of  age,  referred  to  on  page  448. 
Sometimes  a  few  words  can  be  pronounced,  though  usually  in  an  imperfect 
manner:  four  or  five  indistinctly  enunciated  words,  to  which,  however,  the 
same  signification  is  always  attached,  constituting  their  entire  vocabulary. 

When    the   hearing   is   much   impaired,  the   child   cannot   hear  the 

Nords  used  in  ordinary  conversation,  and  consequently  cannot  repeat  them, 
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although  it  may  not  be  completely  deaf.     With  reference  thereto,  deaf- 
mutes  are  classified  as  :— 

{a)  Such  as  still  retain  their  hearing  power  to  a  certain  extent ;  and 

(A)  Those  who  are  totally  deaf* 

Those  in  whom  the  auditory  faculty  is  not  absolutely  destroyed, 
exhibit  various  degrees  of  such  impairment.  Some  can  hear  only  the 
loudest  noises— -<5r.^.  the  report  of  a  cannon.  Some  perceive  weaker  tones 
and  noises,— perhaps  that  of  a  bell  ringing-  Others,  again,  are  able  to  hear 
certain  definite  sounds,  such  as  one  or  more  of  the  vowels  or  consonants, 
or  even  certain  syllables.  Finally,  there  are  those  who  can  repeat  words 
of  more  than  one  syllable  more  or  less  distinctly  when  pronounced  behind 
their  back,  although  their  hearing  capacity  is  inadequate  for  learning  to 
speak  in  the  usual  way. 

Since  the  incapacity  for  speech  is  but  a  natural  consequence  of  the 
deafness,  it  follows  that  all  morbid  changes  in  the  organ  of  hearing  or  of 
the  central  nervous  system  which  may  bring  about  deafness,  may  also  lead 
to  deaf-mutism.  Such  changes  may  sometimes  be  referred  to  intra-uterine 
aural  affections  from  which  recovery  has  taken  place ;  but  they  mainly 
occur  during  the  first  years  of  life. 

Scarlet  fever  with  diphtheritic  inflammation  stands  first  among  the 
diseases  which  destroy  the  hearing  in  early  childhood.  Other  acute 
exanthemata,  inflammation  of  the  inlra-cranial  structures,  and  more  parti- 
cularly epidemic  cerebro-spinal  meningitis,  hydrocephalus,  and  cretinism, 
are  somedmes  associated  with  deaf-mutism.  Labyrinthitis,  typhoid  fcver^ 
and  mumps  may  also  cause  deafness  in  infancy,  and  therefore  de 
motism. 

The  belief  that  close  consanguinity  of  parents  frequently  leads  to' 
deaf-mutism  in  the  offspring,  is  generally  well-founded.*  An  hereditary 
predisposition  to  this  infirmity  cannot  be  denied,  if  it  be  considered  how 
frequently  it  recurs  in  families  in  which  it  has  once  appeared.  It  is  also 
extremely  interesting  to  observe  how  its  occurrence  sometimes  follows  a 
certain  rule.  Thus  there  are  some  families  in  which  all  the  male  offspring 
are  deaf,  while  all  the  females  are  unaffected — and  vice  versa.  The  author 
is  acquainted  with  a  married  couple  of  whom  the  five  sons  are  all  deaf  and 


•  Accordinjj  to  the  reports  of/.  Dtnlsch,  the  statistics  of  the  Vienna  Jewish  School  tor 
the  Deaf  mid  LJiinib,  arc  in  favour  of  this  hypothesis.  John  Roosa  also  states  that  a  dtstrict 
in  America,  where  such  marriages  arc  common,  furnishes  a  large  contingent  of  dcaf-tnntes 
to  these  institutions  ("Remarks  on  the  ctiolog>'  of  congenital  deaf-mulism*'*  BuUctin  of  ifac 
Academy  of  Medicine,  New  York,  1868).  Amongst  the  negroes  of  Iowa,  svith  whom  marrlAses 
between  near  relations  arc  of  constant  occurrence,  the  number  of  deal-mules  is,  accordlM  M» 
Lacas&agHft  91  times  greater  than  among  the  white  popuUlion  <*•  Pes  unions  cofisanpita«% 
de  Ictir  influence  ct  de»  rapports  de  la  consanguinit<^  avcc  la  surdi-mudit^  cong)6mtale.* 
Ann.  des  mal.  de  rorcillc,  1876),  Hartnmnn  again,  states  that  in  Germany*  12*9  per  cent-  of 
congcniul  deaf-mutes  arc  the  oflspnng  of  unions  between  blood ^reUtions;  while,  on  the 
other  hand,  only  3  per  cent,  of  the  cases  of  acquired  dcaf-mutism  spring  from  such  alltaftce^ 
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dumb,  but  the  four  daughters  hear  and  speak  perfectly  well.^     Sometimes 
the  imperfection  skips  one  generation,  to  reappear  in  the  next. 

Hartmann  calculates  that,  in  round  numbers,  out  of  246  millions  of  the  inhabit- 
ants of  the  earth,  about  191,000  are  deaf-mutes— />.  on  an  average,  about  77  in 
every  10,000.  In  Europe,  the  lowest  proportion  exists  in  the  Netherlands — viz., 
3-35  in  10,000.  In  Belgium  it  is  4*39 ;  in  England,  57  ;  in  Denmark,  620 ;  France 
6*26;  Spain,  6*96;  Italy,  7*34;  Norway.  9*22;  Austria,  9* 66;  Germany,  9-66; 
Sweden,  10*23  J  Hungary,  13-43  ;  and  in  Switzerland,  24-52.  In  other  parts  of  the 
world,  Australia  stands  lowest,  with  183  in  10,000;  then  come  the  United  States, 
with  4*20 ;  the  West  Indies,  ']'t2\  Canada,  805;  Africa,  i6-oi  ;  while  in  the 
Argentine  Republic  it  is  38  07. 

In  Germany  the  maximum  is  shown  in  Sachsen-Meiningen  (13 'i),  and  the 
minimum  in  Lippe-Detmold  (5*0). 

The  number  of  cases  often  varies  considerably  in  different  parts  of  the  same 
country.  In  the  district  of  Zell  am  See,  for  example,  and  in  St.  Veit  and  VVolfsberg 
in  Kamten,  the  proportion  of  deaf-mutes  reaches  as  high  as  50  in  10,000. 

If  the  condition  is  to  be  referred  to  some  pathological  change  in  the 
ear  or  in  the  central  nervous  system,  additional  symptoms  may  naturally 
be  present.  It  is,  however,  very  remarkable  that  deaf-mutes  who  still 
retain  a  certain  degree  of  hearing  power,  and  manifest  such  morbid  changes 
in  their  ears  as  are  commonly  associated  with  subjective  auditory  sensa- 
tions, are  so  seldom  troubled  with  tinnitus.  When,  however,  noises  in  the 
ears  do  occur  in  deaf  and  dumb  individuals,  they  are  very  apt  to  take  on 
the  character  of  hallucinations,  and  then  generally  constitute  the  earliest 
symptom  of  a  subsequent  mental  derangement. 

From  what  has  been  said  in  regard  to  the  etiology  of  deaf-mutism,  it 
follows  that  questions  both  as  to  prognosis  and  treatment  may  come  into 
consideration.  In  this  relation,  the  actual  objective  conditions  present 
must  determine  any  treatment  which  may  be  feasible,  in  accordance  with 
the  principles  previously  set  forth.  Even  if  the  results  attained  be  but 
very  rarely  satisfactory,  such  measures  as  may  appear  advisable  should  not 
be  omitted  in  appropriate  instances.  The  least  improvement  in  the  hearing 
is  of  the  first  importance,  since  experience  shows  that  if  this  advantage 
be  gained,  a  deaf-mute  child  taught  to  speak  by  an  artificial  method  (lip- 
reading),  will  do  so  much  better  and  much  more  distinctly  than  if  nothing 
at  all  could  be  heard.  A  greater  distinctness  of  speech  affords  a  great 
relief  in  social  intercourse,  both  to  the  deaf-mute  and  to  those  with  whom 
he  is  in  communication. 


'  Compare  IVilde,  "The  census  of  Ireland  for  the  year  1861,"  part  iii.,  vol.  i.;  and  Moos, 
Archiv  fflr  Ohrenheilkunde,  Bd.  i.  In  211  families,  numbering  320  persons,  whose  direct  or 
collateral  antecedents  were  deaf  and  dumb,  there  were  187  deaf-mutes  in  whom  the  infirmity 
had  been  transmitted  from  the  paternal,  and  183  in  whom  it  descended  from  the  maternal  side. 
135  were  married  (76  males  and  59  females),  and  of  these  couples  there  were  129  in  which  the 
husband  alone,  or  the  wife  alone,  was  deaf  and  dumb — viz.  the  husband  in  73,  and  the  wife  in 
56  cases.  Of  91  of  these  individuals,  213  children  were  born,  of  whom  only  3  were  deaf- 
mutes.  In  three  instances  in  which  both  man  and  vyife  were  deaf  and  dumb,  there  were  12 
children,  amongst  whom  not  one  was  either  deaf  or  a  deaf-mute. 
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It  must  again  be  repeated  that  the  persons  to  whose  care  a  deaf  child 
is  entrusted,  should  direct  timely  and  assiduous  attention  to  its  infirmity. 
If  the  child  be  merely  hard  of  hearing,  it  should  always  be  spoken  to  loudly 
enough  to  be  heard.  Many  would  not  have  become  deaf,  if  their  friends 
had  regarded  their  condition  sufficiently  early,  and  instead  of  making 
things  easier  for  themselves  by  using  signs,  had  persevered  with  speech, 
and  had  always  named,  instead  of  simply  indicating,  the  things  about 
which  they  were  talking. 

Unmistakable  progress  has  been  made  during  the  last  forty  years  in 
the  education  of  deaf-mutes,  in  the  almost  universal  supplanting  of  the 
employment  of  signs  and  gestures  by  the  method  of  teaching  speech  by 
lip-reading.^  The  modern  method  is  to  be  preferred,  because  it  places  the 
deaf-mute  in  a  position  to  be  understood  by  all  persons  whose  faculties 
are  perfect,  and  not  merely  by  those  who  are  acquainted  with  the 
language  of  signs.  The  respiratory  oVgans  besides,  are  invigorated  by 
being  exercised  in  speaking.  In  connection  with  this  matter,  the  author 
cherishes  the  desire,  that  in  deaf  and  dumb  asylums  those  who  possess  some 
slight  hearing  capacity  should  be  separated  from  the  remainder  in  whom 
this  is  entirely  absent.  By  this  means  much  advantage  would  accrue 
to  the  former,  in  regard  both  to  improvement  of  the  hearing  power  and 
clearness  of  speech.  By  intercourse,  on  the  other  hand,  with  those  who 
can  hear  nothing  at  all,  they  become  readily  habituated  to  the  unpleasant 
guttural  tone  which  is  peculiar  to  the  latter  and  renders  them  frequendy 
unintelligible.  Furthermore,  it  is  much  to  be  wished  that  the  method  of 
outdoor  instruction  experimentally  and  successfully  tried  in  London  in 
1874,  may  also  find  imitation  elsewhere.  The  limitation  of  the  social 
intercourse  of  deaf-mutes  with  the  outer  world  is  much  too  great  by 
their  confinement  in  special  asylums,  and  is  detrimental  to  their  mental 
development.  The  efforts  of  charitable  persons  would  be  exercised  in  a 
manner  equally  beneficial  and  grateful,  by  the  establishment  of  houses 
near  deaf  and  dumb  schools,  where  children  thus  afflicted  could  find  shelter 
and  maintenance,  while  their  education  meanwhile  was  cared  for  in  the 
neighbouring  institution. 

[The  number  of  deaf-mutes  appears  to  be  increasing  with  alarming  rapidity  in 
certain  countries.  Thus,  according  to  Graham  Bell^^  while  there  were  10,000 
deaf  mutes  in  the  United  States  in  1870,  the  number  in  1880  had  grown  to  34,000. 
Witli  regard  to  France,  H,  Nimier^  gives  statistics  which  show  that  while  in  1881 


*  Further  details  concerning  the  instruction  of  the  deaf  and  dumb  may  be  found  in 
an  able  paper  by  Dr.  Elstier,  "  Uebcr  Taubstumme  und  ihre  Erziehung,"  in  the  Archiv  fQr 
Ohrcnheilkunde,  vol.  v.  Likewise  in  an  essay  by  Coldefy,  '*  l)e  rEducation  des  Sourds- 
Muets,"  in  the  Annales  des  Maladies  de  TOreille,  etc.,  1879;  and  in  Harimann's  work  on 
deaf-mutism  and  the  instruction  of  the  deaf  and  dumb. 

-  Quoted  in  the  British  Medical  Journal,  Ma^'  II,  1889,  p.  1099. 

^  Ann.  des  Maladies  de  I'Oreille,  etc.,  May,  1893. 
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the  proportion  of  conscripts  rejected  as  unfit  for  military  service  on  account  of 
deaf-mutism  was  672  per  10,000,  in  1890  the  ratio  had  increased  to  13*09,  the 
actual  number  being  395  in  the  latter,  as  against  203  in  the  former  year.  In 
Denmark  the  proportion  of  deaf-mutes,  which  was  57*8  per  100,000  in  1855,  had  in 
1887  risen  to  637,'  the  increase  being  particularly  marked  in  the  female  sex.  In 
England,  on  the  other  hand,  the  proportion  of  deaf-mutes  to  the  general  population, 
which  in  1861  was  i  in  1484,  had  decreased  in  1871  to|i  in  1742,  in  1881  to  i  in  1794*, 
and  in  1891  to  about  i  in  1845.  The  relative  frequency  of  congenital  and  acquired 
deaf-mutism  is  differently  stated  by  different  authorities.  Thus,  while  Holger  Mygind^ 
says  that  in  Denmark  the  condition  is  acquired  in  at  least  half  the  total  number  of 
cases,  Ladreit  de  Lacharriere^  puts  the  proportion  of  congenital  cases,  in  France, 
at  about  two-tenths,  the  remaining  eight-tenths  being  demonstrably  acquired.  On 
the  other  hand,  the  French  official  statistics  give  the  number  of  congenital  ca  ses  in 
a  total  of  21,395  as  16,127,  leaving  only  5268  in  which  the  condition  was  acquired. 
As  pointed  out  by  Ladreit  de  Lacharrierey  however,  official  statistics  on  this 
subject  are  entirely  misleading,  those  who  collect  them  having  no  means  of  checking 
the  statements  made  to  them  by  parents  or  others  in  charge  of  deaf-mutes,  who,  from 
family  pride,  ignorance,  or  carelessness,  are  very  likely  to  give  inaccurate  informa- 
tion. The  same  sources  of  fallacy  render  the  statistics  of  institutions  for  the 
education  of  the  deaf  and  dumb  almost  equally  untrustworthy.  Politzer  states  * 
that  in  a  number  of  cases  registered  in  such  institutions  as  congenital  he  has  found 
changes  in  the  auditory  passages  such  as  extensive  perforations,  adhesions  of  the 
drumhead,  etc.,  which  made  it  clear  that  the  deafness  was  acquired.  The  fact  is 
that  it  is  by  no  means  always  easy  even  for  an  expert  to  decide  whether,  in  a  given 
case,  deaf-mutism  is  congenital  or  acquired.  It  is  tolerably  certain,  however,  that 
the  more  attentively  cases  are  examined,  and  the  better  the  conditions  which  may 
give  rise  to  deaf-mutism  are  understood,  the  smaller  will  the  proportion  of  really 
congenital  cases  be  found  to  be. 

The  etiology  of  congenital  deaf-mutism  is  still  obscure.  Statistics  collected 
from  different  countries — Switzerland,  Austria,  Norway,  Russia,  Scotland,  etc. — 
prove  that  it  is  much  more  common  in  mountainous,  sparsely  populated  districts 
than  elsewhere.  In  France,  for  example,  there  are  200  deaf-mutes  to  100,000  of  the 
population  in  the  department  of  Savoy,  while  in  the  Seine  department  there  are 
only  22i>  The  same  fact  is  shown  by  the  relative  proportion  of  deaf-mutes  in 
Switzerland  (24*5  in  10,000,  the  highest  figure  in  Europe),  as  compared  with 
Holland  (3*35  in  10,000,  the  lowest  figure  in  Europe).  In  some  parts  of  the 
Austrian  Alps  the  proportion  rises  as  high  as  44-1  in  10,000.  Deaf-mutism  is 
especially  frequent  in  some  districts  where  goitre  and  cretinism  are  endemic, 
and  it  has  been  suggested  by  Bircher^  that  the  cause  which  produces  these 
conditions  may  bring  about  changes  in  the  hearing  and  speech  centres  during 
intra-uterine  life. 

The  male  sex  is  more  liable  to  deaf-mutism  in  the  proportion  of  about  4  to  3, 


'  Holger  Mygindf  Arch,  of  Otology,  xxi.,  p.  377. 

*  Report  of  Royal  Commission  on  the  Deaf,  Dumb,  and  Blind,  l8Sc). 

"  See  a  review  by  Sahmonsen  of  Holger  Mygind's  recent  work,  '•  Deaf-mutism,  especially 
in  Denmark,"  Ugeskrift  for  Laeger,  No.  27,  1893.  In  a  series  of  210  post-mortem  examinations 
of  deaf-mutes,  however,  collected  by  Holger  Mygind  (cited  by  Politzer^  '*  Lehrb.  der  Ohren- 
heilkunde,''  Dritte  Auflagc,  Stuttgart,  1893,  p.  593)  the  condition  was  proved  to  be  acquired  in 
125,  and  congenital  in  only  54,  the  remaining  31  being  of  doubtful  nature. 

*  Art.  " Surdi-mutit6 "  in  "Diction.  Encyclop.  dcs  Sciences  Mddicalcs,"  Paris,  1864-89, 
t.  xcii.,  p.  521. 

*  Op.  cit,  p.  593. 

"  "Der  endcmische  Kropf  und  seine  Bcziehungen  zur  Taubstummheit  und  zum  Kretinis- 
mus,*'  Easel,  1883. 
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according  to  Schmalz}  This  is  probably  owing  to  the  fact  that  the  male  sex  i$ 
more  subject  than  the  female  to  affections  of  the  ear.  Whether  this  be  due,  z% 
suggested  by  Carus,^  to  the  greater  development  of  the  organs  of  hearing-  in  the 
male  foetus,  or  to  the  fact  that  brain  diseases,  which  may  be  the  cause  of  deaf- 
mutism,  are  more  common  in  the  male,  the  editors  cannot  take  it  upon  themselves 
to  decide. 

There  can  be  no  doubt  that  heredity  plays  a  certain  part  in  the  causation  of 
deaf-mutism,  but  its  importance  has  probably  been  exaggerated.     If  it  be  true,  as 
there  is  every  reason  to  believe,  that  the  number  of  cases  which  can  fairly  be  called 
congenital  diminishes  in  proportion  to  the  closeness  with  which  they  are  investi- 
gated, the  influence  of  any  supposed  hereditary  factor  is  reduced  in  a  corresponding 
ratio.     Even  when  it  may  be  assumed  to  be  operating  at  its  maximum  intensity,  the 
results  are  less  striking  than  might  be  expected.     Holgcr  Jkfygind^s^  collation  of 
statistics  seem  to  show  that  only  5  per  cent,  of  the  offspring  of  marriages  between 
deaf-mutes  are  bom  deaf  and  dumb,  the  proportion  of  children  so  afflicted  when  only 
one  parent  is  a  deaf-mute  being  given  as  0.9  per  cent.    It  was  stated  some  years  ago 
by  Lees^  that  the  records  of  the  Liverpool  School  for  the  Deaf  and  Dumb,  which  has 
some  1 20  pupils,  do  not  furnish  a  single  instance  of  a  child  having  deaf-mute  parents, 
and  of  225  children  of  62  deaf-mute  couples  in  the  same  city  not  one  was  deaf. 
In  Denmark,  of  the   183  children  born  of  deaf-mutes,  not  one  was  a  deaf  mute.* 
The  records  of  deaf-mute  asylums,  however,  show  that  the  proportion  of  children  of 
such  unions  who  are  born  deaf  is  somewhat  greater  than  among  others,  the  effect 
of  inheritance  being  more  marked  when  the  grandparents  as  well  as  the  parents 
are  deaf  and  dumb.*'    Admitting  this,  however,  the  editors  venture  to  think  the  fear 
expressed  by  Graham  Beil,  of  Washington,  that  if  deaf-mutes  are  encouraged  to 
intermarry  the  result  will  be  the  production  of  a  deaf  variety  of  the  human  race, 
altogether  visionary.     As  has  been  seen,  only  a  small  proportion  of  the  children  of 
such   unions   inherit   the   affliction    of  their  parents,  and  it  may   be   added  that 
deaf-mutes  as  a  class  are  less  prolific  than  normally  constituted  persons.' 

The  influence  of  consanguineous  marriages  in  the  production  of  deaf-mutism 
in  the  offspring  has  been  insisted  on  by  most  writers,  and  the  members  of  the 
Royal  Commission  on  the  Deaf,  Dumb,  and  Blind,  which  sat  some  years  ago  were 
so  impressed  by  the  eridence  on  this  point  submitted  to  them  that  they  recommended 
that  such  marriages  should  be  strongly  discouraged.  Yet  the  actual  figures  given 
in  their  report  show  that  of  2485  cases  of  deaf-mutism,  99 — or  less  than  4  per  cent. 
— were  the  offspring  of  marriages  between  **  cousins.**  It  is  remarkable  that  Roman 
Catholics,  among  whom  marriage  between  cousins  is  prohibited,  show  in  most 
countries  a  larger  proportion  of  deaf-mutes  than  Protestants,  among  whom  such 
unions  are  not  uncommon.  That  consanguinity  has  any  influence  at  all  has  been 
questioned  by  Huth^  and  G.  H.  Darwin,^  but  the  balance  of  opinion,  and.  as  the 
editors  believe,  of  evidence  also,  is  against  them.  It  is  clear  that  the  offspring  has 
a  double  chance  of  inheriting  any  taint  or  flaw  when  it  may  be  transmitted   by 

'   *•  I'cber  die  Taubstummcn  und  ihre  Bildung.' 

*  '*  System  der  Physiologie,*'  vol.  ii.,  p.  253. 

'  Review  by  Sahmotisen  of  Holger  Mygind's  recent  work,  "  Deaf-mutism,  especially  in 
Denmark,*'  Ugeskrift  for  Laeger,  No.  27,  1893. 
^  Brit.  Med.  Journ.,  Nov.  2,  1889,  p.  1015. 

*  li Oliver  Af\-gifu/,  Arch,  of  Otology,  xxi.,  p.  41S. 

•  Syuus  ThomfisoH,  Brit.  Med.  Journ.,  Oct.  26,  18S9,  p.  950. 

•  In  Denmark,  according  to  Holgcr  Mygiud  (Arch,  of  OtologA",  xxi.,  p.  409),  while  the 
average  number  of  children  in  marriages  is  about  yb^,,  that  of  deaf-mutes  (whether  one  or  hoth 
parents  be  afflicted)  is  only  I  '^^-    J"  seme  parts  cf  Germany  it  has  been  found  to  be  1*75. 

'^  "The  .Marriage  of  Near  Kin,"  in  Brit.  Med.  Journ.,  Sept.  21,  1889,  p.  688. 
•'  Journ.  Statist.  See,  vol.  xxxviii.,  1875. 
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either  parent.  Whether,  in  addition  to  this,  the  morbid  predisposition  may  appear 
in  the  oifspring  in  a  more  pronounced  form  representing  the  sum  of  the  tendencies 
existing  in  the  parents,  may  be  doubted.  The  fact  remains  that  marriage  between 
near  blood  relations  tends  to  perpetuate  any  faulty  strain — say  a  proclivity  to 
certain  malformations  or  morbid  processes— in  the  race.  Thus  in  cases  of 
deaf-mutism  it  is  common  to  find  a  history  of  insanity,  epilepsy,  idiocy,  scrofula, 
albinism,  alcohol,  syphilis,  and  especially  ear  disease,  in  the  patient's  family  in  the 
direct  or  collateral  line.  In  this  sense  only  is  deaf-mutism  the  result  of  con- 
sanguineous marriages.  The  greater  frequency  of  deaf-mutism  in  sparsely  popu- 
lated mountainous  districts  is  probably  due  to  the  relative  frequency  of  marriages 
between  near  kin  in  such  regions. 

The  cause  of  acquired  deaf-mutism  is  usually  an  acute  inflammatory  process 
which  destroys  the  inner  ear,  or  makes  the  middle  ear  incapable  of  transmitting 
sound.  The  most  frequent  cause  of  this  is  probably  scarlet  fever,  but  it  may  also 
be  a  sequel  of  measles,  diphtheria,  typhoid  fever,  meningitis, — and  especially  epidemic 
cerebro-spinal  meningitis, — hydrocephalus,  hereditary  syphilis,  or  mumps.  It  may 
also  be  a  result  of  primary  inflammation  of  the  labyrinth,  and  destruction  of  the 
auditory  nerve.  The  age  at  which  the  faculty  of  speech  may  be  lost  in  consequence 
of  the  supervention  of  deafness  varies  according  to  the  degree  of  development  of  the 
intelligence.  Ladreit  de  Lacharriire  gives  eight  as  the  limit  of  age  after  which 
children  who  become  deaf  do  not  cease  to  speak  ;  Gruber  himself,  however,  refers 
to  a  case  in  which  speech  was  lost  at  twelve,  and  a  case  has  been  recorded  by  Luys 
in  which  a  woman  aged  seventy-five,  who  had  been  deaf  for  fifty  years,  had  got 
into  the  habit  of  expressing  herself  almost  entirely  by  signs,  speech  being  limited  to 
a  few  monosyllables. 

Such  knowledge  as  we  have  of  the  morbid  anatomy  of  deaf- mutism  relates  almost 
entirely  to  the  ear,  the  results  of  the  examination  of  the  brain  being  generally 
negative.  Ferrier  *  places  the  hearing  centre  in  the  temporo-sphenoidal  lobe,  more 
particularly  its  superior  gyrus,  but  this  localisation  is  considered  doubtful  by  other 
investigators.  Luys,*  on  the  other  hand,  localised  the  part  within  the  brain 
through  which  auditory  impressions  are  transmitted  in  the  posterior  nucleus  of 
each  optic  thalamus,  their  terminus,  where  the  impressions  are  actually  perceived, 
being  in  the  posterior  part  of  the  cortex.  In  one  case  of  deaf -mutism  he  found 
softening  and  marked  degenerative  changes  in  the  cuneus  (posterior  and  internal 
regions  of  the  occipital  lobe),  in  the  white  fibres  connecting  that  part  with  the 
posterior  parts  of  the  optic  thalami,  and  in  the  auditory  nerves  in  the  fourth 
ventricle ;  in  another  there  was  marked  atrophy  of  the  cortex  of  the  occipital 
lobe  ;  in  a  third,'  besides  various  changes  in  the  brain,  the  nuclei  of  the  auditory 
nerves  in  the  fourth  ventricle  were  atrophied.  To  judge  from  the  large  majority 
of  post-mortem  records,  however,  such  destruction  of  the  auditory  nerve  must 
be  altogether  exceptional ;  indeed,  so  rarely  is  any  atrophy  of  this  nerve  observ- 
able that  Mygind^  concludes  that  it  has  no  great  tendency  to  waste  from  want  of 
use.  In  most  cases  no  mention  is  made  of  any  changes  in  the  brain ;  in  two  cases 
reported  by  Mygind,  however,  there  was  more  or  less  flattening  of  the  convolutions 
of  the  posterior  and  inferior  parts  of  the  left  frontal  lobe,  which  may  possibly  have 
been  the  result  of  inactivity  of  the  speaking  centre.  Uchermann  *  also  mentions 
that  in  a  case  of  deaf-mutism  following  measles  Broca's  convolution  and  the  upper 
temporal  gyrus  on  the  left  side  appeared  to  be  somewhat  smaller  than  usual; 
nothing  abnormal,  however,  was  found  in  the  brain  on  microscopic  examination. 

'  "Croonian  Lectures  on  Cerebral  Localisation/'  Lancet,  June  189a 

'  Ann.  des  Maladies  de  I'Oreille,  etc.,  t.  i.,  p.  315. 

'  "Diet.  Encyclop.  des  Sciences  Medicales,"  t.  xcii.,  p.  518. 

*  Arch,  of  Otology,  vol.  xx.,  p.  320. 

*  Norsk.  Mag.  for  Leg.,  No.  12,  1891. 
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The  proportion  of  deaf-mutes  m  whom  the  hcanng^  faculty  is  whully  destroyed 
is  ver)'  small.  Of  the  *^o  patients  in  the  Ospizio  di  Termini  in  Romet  De  Jiossi^ 
fount!  that  4  could  hear  the  ticking  of  a  watch,  zy  could  hear  speech  (through  thi 
speaking  tubc)^  while  the  tuning  fork  vibrating  in  thtJ  air  w^as  heard  by  43,  and  when 
applied  to  the  head  by  59.  Of  i2j  cases  examined  by  Love^  on!y  9  were  stone-deaf, 
while  81  could  hear  very  loud  sounds,  and  33  could  hear  and  distinguish  the  sounds 
of  the  human  voice.  It  would  appear  therefore  that  total  deafness  is  very  rare 
among  deaf-mutes,  being  as  regards  the  perception  of  aerial  sounds  not  more  than 
7  or  8  per  cent.,  and  even  less  for  bone  conduction  sounds.  Hearing  for  speech 
exists  to  a  utilisable  extent  in  25  or  27  per  cent.  These  results  are  far  more 
favourable  than  Hartmajui's  estimate,  which  put  the  proportion  of  the  totally  deaf 
among  deaf-mutes  at  60 "2  per  cent. 

Most  authorities  agree  with  Politzer^  that  the  prospect  of  improvement  in  the 
hearing  is  better  in  congenital  than  in  acquired  deaf-mutism.  In  a  number  of 
cases  in  which  he  himself  bad  noted  total  congenital  denhiess  in  childhood  he  was 
able  some  years  later  to  satisfy  himself  that  hearing  of  speech  at  one- third  to  one 
and  a  half  metre  existed,  fn  most  cases  the  improvement  had  taken  place  only  in 
one  ear*  Lovt\^  however,  concludes  from  his  own  observations  that  congenital  is  as 
a  rule  much  more  severe  than  acquired  deafness.  A  case  of  spontaneous  cure  of 
congenital  deaf-mutism  has  been  recorded  by  Uchermann?  PoHtzer^  has  seen 
complete  restoration  of  hearing  and  acquisition  of  speech  in  only  one  case. 

Much,  however,  may  be  done  by  persevering  attempts  to  preserve  and  develop 
such  hearing  power  as  remains,  and  from  this  point  of  view  the  results  of  De  Ra^st 
and  Lov€  above  referred  to  are  most  encouraging,  as  they  show  that  it  is  only  in  a 
small  fraction  of  deaf-mutes  that  there  is  no  basis  of  hearing  to  work  upon,  Ho\v 
much  may  be  done  in  this  direction  has  been  shown  by  Urbanise hiisch'^  and 
Z.  E,  IVarrefiJ"  Among  a  number  of  instanres  given  by  the  latter  of  the  develop- 
ment of  what  she  calls  '^suppressed  hearing,"  the  following  may  be  cited: — A 
girl  aged  ten,  who,  till  six  months  before,  had  had  no  perception  of  sound,  after 
five  months*  acoustic  drill,  was  able  to  hear  and  repeat  a  number  of  words,  to 
distinguish  high  from  low  tones,  and  to  sing  them  correctly, 

The  editors  feel  that  it  would  be  going  beyond  their  province  to  discuss  the 
various  methods  which  have  been  adopted  for  the  instruction  of  deaf-mutes.  An 
interesting  history  of  the  subject  is  given  by  Lad  re  if  dc  Lacharribre,'*  So  recently 
as  in  1875,  a  congress  on  deaf-mutism,  which  met  at  Dresden,  committed  itself  to 
Ihe  view  that,  in  teaching  the  deaf  and  dumb,  sign  language  alone  should  be 
employed.  Another  congress  held  at  Milan,  not  many  years  afterwards,  adopted 
resolutions  to  the  effect  that  the  pure  oral  method  is  superior  to  every  other,  and 
that  the  use  of  the  sign  lang^uage  should  be  abandoned.  The  pure  oral  method  has 
now  superseded  all  others  in  Italy,  Germany,  and  France,  and  the  editors  are 
strongly  of  opinion  that  it  should  also  do  so  in  England.  Within  the  last  twenty 
years  great  progress  has  been  made  in  this  direction,  thanks  largely  to  the  per- 
severing advocacy  of  Sir  William  Dalby}*^    Not  only  is  the  deaf-mute  thus  trained 


*  Archivio  Italiano  di  OtologiAj  etc.,  vol.  1.,  1S9J,  p.  8, 

'  Arch,  of  Otology,  vol.  xxii.,  1893.     Sec  also  Glasg.  Med.  Jour.,  Oct.  1893,  P*  260  ei  stf. 
»  Op.  a'L,  p.  596, 

*  Loa  af.t  p.  178. 

*  Arch,  of  Otology,  vol.  xx,,  1891,  p.  329. 
"  Op.  af.,  p.  597. 

'   Witn.  klin,  VVochenschrift,  1S93,  No.  29 

"  New  York  Med.  Rcc,  vul.  xlii,,  No.  17,  1892. 

■  Art.  "Surdi-mutitc,;'  in  **  l)ict,  Encyclop.  dcs  Sciences  Medicaks,"  t.  xcii»,  Pari^  1864-89, 

'•  Up  till  1871;  when  Dafby  read  a  paper  on  ^' The  Education  of  the  Deaf  and  Dumb  by 
Lip-rcaLtiinp  and  Articulation  "  iit  the  Social  Science  Congress  at  Lccds^  the  pure  oral  method 
of  teaching  deaf-motes  wa^  employed  only  m  two  or  three  small  schools  in  England. 
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able  to  take  his  place  among  his  fellow-men  on  almost  equal  terms,  but  the  use  < 
the  vocal  and  respiratory  organs  which  the  method  involves  has  an  excellent  effe 
on  the  general  health.  The  deaf  who  have  been  taught  to  speak  are  less  stunted 
in  their  physical  development,  better  nourished,  less  liable  to  diseases  of  the  throat 
and  lungs,  and  altogether  stronger  and  healthier  in  body  as  well  as  in  mind, 
than  mutes. 

The  education  of  deaf-mutes  can  hardly  be  begun  too  soon,  certainly  not  later 
than  the  eighth  year,  and  it  should  be  continued  for  at  least  eight  or  ten  years.  As 
the  success  of  the  training  depends  entirely  on  the  efticiency  of  the  teachers,  a  State 
grant  in  aid  of  institutions  for  the  education  of  the  deaf  and  dumb  might  well  t)e 
given  in  this  country,  as  it  is  already  in  all  Continental  countries,  in  America, 
and  the  colonies. 

A  word  may  be  added  as  to  the  prevention  of  deaf-muHsm,  Lemckt\^  who 
made  an  exhaustive  examination  of  the  deaf-mutes  in  the  Grand  Duchy  of  Meck- 
lenburg-Schwedn,  found  that  35  per  cent,  of  the  cases  were  acquired,  and  of 
these  at  least  two-thirds  were  due  to  affections  of  the  ear»  which  might  have  been 
cured  by  timely  treatment.  Until  not  only  the  average  parent,  but  the  average  , 
general  practitioner,  has  learnt  the  importance  of  even  slight  ear  troubles  in  infancy 
and  the  necessity  of  being  on  the  outlook  for  them,  even  when  there  are  no  definite 
symptums  pointing  to  their  existence,  scarlet  fever  and  other  infantile  diseases  will 
continue  to  seal  the  ears  of  many  little  victims.  Not  only  must  the  ear  be  carefully 
examined  from  lime  to  time  during  the  course  of  an  acute  fever,  but  the  throat 
must  be  treated.  An  inflammatory  process  spreading  up  the  Eustachian  lube 
from  the  pharynx  is  often  the  spark  that  kindles  the  conflagration  which  ends 
in  destruction  of  the  internal  and  middle  ear  For  the  same  reason  it  is  most 
important  that  adenoid  vegetations  in  infants  should  be  removed  before  deafness 
has  been  induced* 

In  those  who  are  already  deaf  and  dumb  something  may  be  done  by  medical  art, 
if  not  for  cure  at  least  for  the  preservation  of  such  hearing  power  as  is  left.  Among 
the  seventy  deaf-mutes  examined  by  De  Rossi ^  a  considerable  proportion  were 
found  to  be  the  subjects  of  opacity  of  the  drum-head,  adhesions  of  the  drum-head, 
atrophy  of  the  tympanic  septum,  calcareous  incrustations,  ulceration  of  the  mem* 
brana  tympani,  ankylosis  of  the  ossicles,  etc.  In  certain  cases  when  the  objective 
symptoms  of  a  previous  middle-ear  disease  are  well  marked,  the  hearing  may  be 
improved  to  a  certain  extent  by  systematic  insyfflation  of  air  hy  Politxer's  method.* 
In  this  way  Jactjucmari^  cured  a  completely  deaf  and  dumb  child  with  opacity  and 
drawing  in  of  the  membrane.  CozzoHno^  has  also  improved  the  hearing  in  a  few 
cases  by  the  same  method.  In  view  of  these  facts,  the  editors  echo  the  recom- 
mendation  of  the  Royal  Commission  on  the  Deaf,  Dumb*  and  Blind,  *'  that  in  all 
schools  and  institutions  the  general  health,  hearing,  and  sight  of  deaf  children 
should  be  periodically  examined  by  medical  practitioners."] 


'  **Dte  Taiibsfcummlicit  iin  Grossherzogih  u  in  Meckknburg-Schwcrin,  ihrc  Ursschcn  tntd 
ihrc  VcrhCitung,"  [.cip^ig,  1S92. 
»  Loc.  ciL 

•  Op.  CiL,  p.  597. 

•  Arch,  f,  Ohrcnhcilk,,  xxi, 

•  Archivofi  Intemocionales  de  Rinologini  etc,  Barcelona,  Feb.  189J. 
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White,  173. 
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Wiethe,  305,  310. 
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Wilde,  156,  172,  227,  243,  339,  550,  564. 
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Williams,  Rhys,  605. 
Wittich,  151. 

Woakes,  382,  383,  397,  458,  570,  588. 
Woakes,  A.,  520. 
Wodtke.  139. 
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Wolf,  O.,  137,  140,  Hf.  142,  423,  44^ 

464.  519*  550,  581. 
Wolff,  P.  H.,  523. 
Wreden,  221,  227,  229,   244,  247,  263, 

275.  455.  523,  524,  530. 
Wright,  489. 

Yearsley,  303. 

Zaufal,  66,  85,  159,  170,  179,  229,  306, 

2^M^m^  456,  475.  487.  490,  536,  562. 
Zeissl,  326. 
Zemer,  542. 
Ziemssen,  600. 
Zoja,  26. 
Zuckerkandl,  26, 28,  68,  69,  86,  93,  254, 

322. 
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Abrahams'  ear  tubes,  615. 
Abscess,  retro-pharyogeal,  404. 

—  cerebellar,  479,  485. 

—  encephalic,  479. 

—  subdural,  478. 

Accessory  tympanic  membrane,  108. 

Acoumeters,  144. 

Adenoid  vegetations,  357,  378. 

anaesthetics  in  operations  for,  382, 

385. 

pathological  changes  in,  360. 

treatment  of,  376,  382. 

tuberculosis  of,  360. 

Adenomata,  328,  538. 
Adenotome,  Major's,  382. 
Aditus  ad  antrum,  27. 
Advice,  medico-legal,  565. 

—  in  life  insurance,  566. 

Age  in  reference  to  ear  disease,  129,  190, 

355.  359,  479- 
Air-ball,  178. 

—  Otfs,  179. 

—  with  Gruber's  nozzle,  195. 

Politzer's  nozzle,  194. 

Allochiria,  auditory,  154. 

Ampullae.    See  Semicircular  Canals. 
Amygdalae  aurium,  254. 
Anaemia  of  the  brain,  auditory  derange- 
ments in,  595. 
Aneurysm  of  the  art.  auditiva  interna,  597. 

—  of  the  art.  basilaris,  597. 
Ankylosis  of  ossicles,  501,  524. 
Annulus  cartilagineus,  53. 

—  tympanicus,  3,  5. 

connection   of,    with    squama    and 

pyramid,  16. 

growth  of,  19. 

Anomalies  of  hearing,  150. 

—  of  taste,  364,  399. 
Antihelix,  44. 


Antitragus,  44. 

Antrum  mastoideum,  12,  16,  24,  25,  27,  28, 

29.  35- 

—  Valsalvae,  27. 
Aphasia,  sensoric,  599. 

Apoplexy,  acoustic  derangements  in,  597. 
Aquaeductus  cochleae,  9,  41,  42,  91,  585. 

—  vestibuli,  7,  91,93,  585* 
Arch  of  Corti,  103. 

Arteria  auditoria  interna,  33,  109, 

—  meningea  media,  18,  86. 

—  subarcuata,  8. 

—  temporalis  media,  18. 
Arteries  of  the  ext.  aud.  canal,  63. 

membrana  tympani,  63. 

internal  ear,  109. 

middle  ear,  86. 

pinna,  63. 

Artificial  tynip.  membranes,  302-310. 
Ascophora  elegans.  247. 
Aspergillus  flavus,  248. 

—  glaucus,  247. 

—  niger,  247. 

Asthenia  of  the  auditory  centre,  613. 

Attic,  suppurative  disease  of,  418,  545. 

Audiometer,  139. 

Audiophone,  616. 

Audition  color^e,  618. 

Auditory  canal,  external,  16,  17,  20,  22,  31, 

47. 

absence  of  formation  of,  222. 

acute  exanthemata  affecting  the,  260. 

arteries  of,  63. 

atresia  of,  226,  298. 

cartilaginous  portion  of,  47,  49. 

cerumen  in,  338,  345. 

collapse  of,  615. 

cutis  of,  49. 

dermanyssus  avium  in,  337. 

dermatodectes  in,  338. 
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Auditory  canal,  development  of,  17. 

external,  dilatation  of,  299. 

eczema  of,  238. 

exostoses  of,  320,  298. 

foreign  bodies  in,  337. 

removal  of,  343. 

furuncle  in,  245. 

—  inflammation  of,  245,  260. 

desquamative,  262. 

diffuse,  260. 

diphtheritic,  263. 

follicular,  245. 

gangrenous,  263. 

parasitic,  247. 

—  instillation  into,  207. 

—  larvae  in,  337. 

—  maggots  in,  337. 

—  measurements  of,  32,  48. 

—  muscles  of,  51. 

—  narrowing  of,  298. 

—  occlusion  of,  298. 

—  osseous  part  of,  17,  31,  47. 

—  perichondrium  of,  46,  49. 

—  periosteum  of,  49. 

—  physiological      remarks        concerning, 

117. 

—  stenosis  of,  298. 

—  syringing  of,  205. 

—  vascular  papillae  of,  50. 
Auditory  canal,  internal,  7,  29,  33. 

calcareous  deposit  in,  592. 

dilatation  of,  594, 

fossula  inferior  of,  33. 

superior  of,  33. 

fundus  of,  33. 

Auditory  centre,  position  of,  113,  115. 
Auditory    derangements    in    cerebral   tu- 
mours, 598. 

—  in  syphilis  of  brain,  598. 

—  in  tubercle  of  brain,  598. 

—  ner\'ous,  599. 
Auditory  nerve,  107,  111. 

—  amyloid  degeneration  of,  593. 

—  atrophy  of,  592. 

—  ganglion  cells  of,  113. 

—  hyperaemia  of  sheath  of,  593. 

—  irritation  of,  121. 

—  new  formations  on,  591,  593.1 

—  origin  of,  1 13. 

schema  of,  560. 

Auditory  ossicles,  72. 

—  abnormal  position  of,  402,  403. 

—  ankylosis  of,  501. 

—  caries  of,  418,  441,  529. 


Auditory  ossicles,  connection  of,  with  each 
other,  75. 

with  tympanic  membrane,  76. 

abnormal,  500. 

wall  of  tympanic  cavity,  76. 

—  development  of,  75. 

—  discontinuity  of,  402. 

—  excision  of,  529. 

—  exfoliation  of,  402. 
— -  luxation  of,  402,  504. 

—  physiological   observations  concerning, 

119. 

—  structure  of,  78. 

—  subluxation  of,  402. 

Auditory  perceptions,  subjective,  131,  363, 

604. 
cessation    of,     upon    pressure     on 

auricular  region,  605. 
influence  of,  upon  mental  disorders, 

605. 

objectively  demonstrable,  607. 

prognosis  of,  608. 

treatment  of,  608,  614. 

Auditory  region,  1 14,  599. 

—  teeth,  101. 

Aural  diseases,  general  pathology  of,  204. 

—  forceps,  1 59. 

—  hallucinations,  605,  618,  621. 

—  microscope,  Weber- Liel's,  165. 

—  o voids,  254. 

—  reflexes,  339,  340,  607. 

—  speculum,  Brunton*-s,  166. 
Auricle,  43. 

—  absence  of,  221. 

—  acute  exanthematous  eruptions  on,  243. 

—  angioma  of,  325. 

—  aneur>'sm  of,  326. 

—  antihelix  of,  44. 

—  antitragus  of,  44. 

—  arteries  of,  63. 

—  burns  of,  230. 

—  calcareous  deposits  in  the,  336. 

—  chondroma  of,  319. 

—  cutis  of,  49. 

—  cysts,  331. 

—  defect  of  the,  297. 

—  deformity  of,  221,  235. 

—  diphtheritic  exudation  on,  244. 

—  eczema  of,  238. 
treatment  of,  240. 

—  epithelioma  of,  330. 

—  erysipelas  of,  243,  244. 

—  erythema  of,  243. 

—  excess  of  development  of,  222,  226. 
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Auricle,  fibroma  of,  304. 

—  fistula  of,  229. 

—  fracture  of,  235. 

—  frost-bite  of,  231. 

—  gangrene  of,  244. 

—  glands  of,  47. 

—  inflammation  of,  243,  244. 

—  injuries  of,  230. 

—  -  lobe  of,  45. 

—  lupus  of,  335. 

—  malformation  of,  221,  226,  235. 

—  perichondritis  of,  243. 

—  perichondrium  of,  45. 

—  physiological  remarks   in  reference  to 
-     the,  116. 

—  position  of,  43. 

—  Raynaud's  disease  of,  244. 

—  scalds  of,  230. 

—  structure  of,  45. 

—  tragus  of,  44. 

Auricular  appendages,  221,  227. 
Auscultation  of  the  ear,  176,  190 

—  in    connection  with    sounding   instru- 

ments and  speech,  201. 

—  with  employment  of  catheter,  190. 

—  without  employment  of  catheter,  194. 
Auscultation-sounds,  190,  193,  370. 

—  secondary,  193,  212,  372. 
Autophonia,  201,  373,  363. 

Blood-letting,  392. 
Boiler-maker*s  deafness,  603. 
Bone-conduction  of  sound,  121,  135,  ij8, 
144,  516,  563. 

—  in  advanced  years,  135. 
Bougie,  introduction  of,  202. 
Bougies,  Eustachian,  201. 
Boxing  the  ears,  270. 
Burns,  230. 

Caecum  vestibuli,  92. 

Canales  semicirculares,  37,  39,  93. 

Canalis  caroticus,  9,  30. 

—  centralis  modioli,  42. 

—  cochlearis,  40. 

-  F'allopii,  10,  31. 

—  musculo-tubarius,  16,  29,  35,  71. 

-  nervi  petrosi  profundi  minoris,  10. 

—  palatino-tympanicus.    See  Tuba  Eus- 

TACHII. 

—  petro-mastoideus,  8. 

—  pro  musculo  stapedio,  11. 

—  reuniens,  91,  92,  99. 

-  spiralis,  42. 


I   Canalis  tympanicus,  9,  11,  31. 

—  utriculo-saccularis,  92. 
Capsule  of  the  labyrinth,  37. 
Catheter,  Eustachian,  181. 

—  Law's  clip  for,  180. 

—  Weber-Liel's,  217. 

Catheterism  of  the  Eustachian  tube,  177, 
181-194. 

—  contra-indications  for,  190. 

,  —  danger  of  infection  in,  182. 

—  obstacles  encountered  in,  186,  187. 

—  signs  of  successful,  189. 
Cat  s  ear,  222. 

—  with  defect  of  nerv.  facialis,  224. 
Cavitas  mastoidea,  27. 

Cavum  tympani,  9,  34. 

—  tympanicum  superius,  27. 

i  Cellulae  mastoideae,  24,  25,  26. 
Cerebral  abscess,  397,  436,  479,  485,  545. 

—  tumours,  598. 
Cerumen,  50,  338,  341. 
Ceruminous  glands,  50. 
Cholesteatomata,  333,  418,  534,  542. 
Chorda  tympani,  8,  31,  61,  88.  364,  401. 

—  division  of,  519. 
Cleansing  of  the  ear,  dry,  4 1 2. 
Cocaine,  171,  384,  389,  553. 

'   Cocco-bacteria,  249,  396,  576. 

Cochlea,  37,  40,  99,  108. 
j   —  apex  coil  of,  40,  99. 
i   —  aqueduct  of,  9,  41,  42,  91,  585. 

—  axis  of,  40,  41. 

—  basal  coil  of,  40,  99. 

—  canal  of,  40,  99. 

—  central  coil  of,  40,  99. 
:   —  hamulus  of,  41. 

—  scalae  of,  41,  98. 
Complications,  intra-cranial,  473-491, 
Concha,  37. 

—  auriculae,  44. 
Conchoscope,  Wertheim's,  170. 
Concussion,  561. 

Cone  of  light,  162. 
Cooling-apparatus,  Leiter's,  257. 
Corti's  organ,  103. 
Cortical  deafness,  599. 
Crista  acustica,  95,  96. 

—  falciformis,  33. 

—  helicis,  44. 

—  ligamenti  spiralis,  108. 

—  Reissneri,  98,  100. 

—  semilunaris^  41. 

—  tympanica,  80. 

—  vestibuli,  38. 
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Crura  furcata,  44. 
Curette,  Dalby's  nail,  382. 

—  Browne's,  382. 

Crutch-shaped  forceps,  Gruber's,  345. 
Cymba,  44. 

Cysterna  perilymphatica,  90. 
Cysts,  331. 

Deaf-mutism,  586,  619-628. 

—  disturbances  of  equilibrium  in,  586. 

—  education  tn,  621,  627. 

—  etiology  of,  620,  623. 

—  pathology  of,  625. 

—  prevention  of,  628. 

—  prognosis  of,  621. 

—  statistics  of,  620,  621,  623,  627. 

—  treatment  of,  529,  621,  627. 
Deafness,  in  certain  occupations,  603. 

—  nervous,  398,  603,  613. 

—  psychic,  599. 

Defect  or  gap  in  the  anterior  wall  of  the 

osseous  external  auditory  canal,  21. 
Deiter's  cells,  103,  105. 

—  nucleus,  114. 
Demonstration-auriscope,  Griinfeld's,  166. 

—  Hinton's,  167. 
Dentaphone,  616. 

Diabetes  mellitus,  aural  affections  in,  601. 
Diphtheria  of  external  ear,  263. 

—  of  middle  ear,  421. 

—  temporal  bone  in,  577. 
Diplacusis,  150,  363. 
Double  air-ball,  Lucae's,  178. 
Drum-head.     See  Membrana  Tymfani. 
Ductus  cochlearis  membranaceus,  41,  91, 

98. 

—  endolymphaticus,  90,  92,  585. 
Dysacusis,  150. 

Ear-cough,  340. 
Ear-trumpet,  614. 

—  elastic,  616. 
Eczema,  238,  240. 

Electricity  in  aural  affections,  611. 
Embolism  of  the  art.  auditiva  interna.  597. 
Eminenlia  articularis,  4. 

—  conchae,  45. 

—  pyramidalis,  11. 

—  scaphoidea,  45. 

—  stapedii,  11. 
Emissaria  Santorini,  1 10. 
Emphysema,  artificial,  203,  499. 
Endolymphatic  space,  90. 
Entotic  test,  Bing's,  149. 


Epistaxis,  195. 

Erysipelas,  243. 

Eurotinus  repens,  247. 

Eustachian  tube.    See  Tuba  Eustachh. 

Examination,  of  patients,  129. 

—  tactile,  of  middle  ear,  176^  373. 
Excision  of  memb.  tymp.,  519,  529. 

—  auditory  ossicles,  529. 
Exfoliation  of  sequestra,  446,  455. 

—  of  parts  of  the  labyrinth,  447. 
Exhausting  syringe,  Gruber's,  413. 
Exostoses,  320. 

External  ear,  43. 

—  adenoma  of,  328. 
~  aneurysm  of,  326. 

—  angioma  of,  324. 

—  arteries  of,  63. 

—  cancroid  of,  329. 

—  chondroma  of,  319, 

—  comedones  in,  47,  331. 

—  cutis  pendula  of,  317. 

—  cysts  of,  331. 

—  epithelial  cancer  of,  330. 

—  exostoses  of,  320. 

—  fibroma  of,  317. 

—  fibroma  molluscum  of,  317. 

—  granuloma  of,  334. 

—  gumma  of,  336. 

—  lupus  of,  335. 

—  lymphatic  glands  of,  64. 

—  molluscum  benignum  of,  317. 

—  molluscum  sebaceum  of,  331. 

—  muscles  of,  45,  51. 

—  nerves  of,  65. 

—  new  formations  of,  317. 
inoiganic,  336. 

—  osteoma  of,  320. 

—  papilloma  of,  327. 

—  pearl-tumours  of,  333. 

—  sarcoma  of,  328. 

—  syphiloma  of,  336. 

—  telangiectasis  of,  325. 

—  tubercle  of,  334. 

—  tumour  cavernosas  of,  325. 

—  vaso-motor  paralysis  of,  326. 

—  veins  of,  64. 

—  warts  on,  327. 

Facial  paralysis,  226,  444,  446^  447,  448, 

450»  532. 
Fasda  salpingo-pharyngea,  85. 
Fenestra  cochlese,  il,  98. 

—  ovalis,  II,  38,364,499. 

—  rotunda,  11,  98,  281,  499. 
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Fenestra  vestibuli,  11,  38. 
Fibroma,  317,  591. 
Filiform  cells,  96. 
Fissura  Glaseri,  16,  80. 

—  mastoideo-squamosa,  15,  23. 

—  petro-squamosa,  15. 

—  petro-tympanica,  15,  80. 

—  tympanico-squamosa  anterior,  17. 
posterior,  17. 

—  vestibuli,  98. 

Fistula  auris  congenita,  229. 
Fistulous  canals,  297. 
Fonifero,  616. 
Foramen  caroticum,  19. 

—  centrale  cochleare,  34. 

—  jugulare,  9. 

—  ovale,  II,  38. 

—  Rivini,  61,  284,  418,  500. 

—  rotundum,  11,  98. 

—  singulare,  34. 

—  stylo-mastoideum,  8. 

—  triquetrum,  II. 
Foramina  mastoidea,  13. 
Forceps,  Gruber's  vulcanite,  377. 

—  LOvvenberg's,  382. 

—  Woakes's,  382. 
Force-pump  apparatus,  179. 

Foreign  bodies   in  the  external  auditory 

canal,  337. 
Fossa  floccularis,  8. 

—  glenoidalis,  20. 

—  incudis,  27. 

—  innominata  antihelicis,  44. 

—  intercruralis  auriculae,  44. 

—  Rosenmuller's,  66,  174,  176,  184,  189, 

509. 

—  scaphoidea  auricula:,  44. 

—  subarcuata  (hiatus  subarcuatus),  8. 

—  triangularis  auriculae,  44. 
Fossula  cochlearis,  33. 

—  vestibularis,  34. 

Frontal  band  for  fixing  the  Eust.  catheter, 

180. 
Fundus  meatus  aud.  int.,  33. 

—  tympani,  9. 
Furuncle,  245. 

Galton's  whistle,  148. 
Ganglion  oticum  s.  Arnoldi,  9. 

—  spirale,  113. 
Gell6"s  method,  145. 
Glandulae  ceruminales,  50. 

—  cervicales  superficiales,  64, 

—  faciales  superficiales,  64. 


Glandulae  Pacchioni,  36. 

—  subauriculares,  64. 
Granuloma,  334. 
Grubers  method,  145. 

—  speculum,  157. 
Gumma,  336,  547,  598. 

Habenula  ganglionaris,  113. 

—  pectinata,  102. 

—  perforata,  loi. 

—  tecta,  102. 
Haematoma  auriculae,  231. 

—  memb.  tymp.,  233. 

Haemorrhage   from    adenoid   vegetations, 
378,  385. 

caries,  452,  454,  460. 

injuries,  270,  273,  568. 

paracentesis,  410. 

polypi,  453,  552. 

tonsillotomy,  389. 

ulceration  of  carotid,  454,  455. 

whooping-cough,  270. 

—  into  labyrinth,  568,  576,  589. 

—  in  otitis  externa,  251,  262. 
suppurativa,  375. 

—  meningeal,  597. 

—  vicarious,  455. 
Hair-cells,  96,  593. 
Hammer,  72. 

—  axis  ligament  of,  Tj. 

—  connection  of  handle  with  the  cartilagi- 

nous structure  of,  59. 
^  connection  with  incus,  74. 

—  excision  of,  529. 

—  fracture  of,  268. 
Hamulus,  41. 
Hearing,  binaural,  117. 

—  direct,  117. 

—  indirect,  117. 

—  mixed,  117. 

Hearing-distance,   determination   of,    133^ 

140. 
Hearing  instruments,  614. 

—  selection  of,  617. 
Hearing,  of  noises,  121. 

—  of  tones,  121. 

i     -  tests  of,  133,  144. 

I for  speech,  140. 

' tones,  136. 

' with  Galton's  whistle,  139. 

' KOnig's  sound-rods,  137. ; 

—  —  —  tuning-forks,  136. 

various  instruments,  139. 

Helicotrema,  91,  99. 
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^^^H    64J                                               ^^^^^^^^^H 

^^^^H 

Labium  vestibuLire,  101.                                      ^H 

^^^^^H          Hetisens  cells,  106. 

Labyrinth.  36,  43,  88.                                      ^^^B 

^^^^^H          — 

*—  anaemia  of,  569.                                        ^^^^H 

^^^^^^B          Herpes  auriculans,  236. 

—  arteries  of,  1 09.                                          ^^^^| 

^^^^^^B          Hiatus  canatis  Fallopii,  S,  22,  31. 

—  blood  extravasations  into,  568,  589.             ^^U 

^^^^^^H          —  subarcuattts.  8. 

—  calcareous  deposit  in,  ^92,                      ^^^^H 

^^^^H 

—  capsule  of,  37,                                           ^^^^H 

^^^^^^H          Hydroceplialus,  acoustic  derangeinenis  in, 

—  caries  of,  442,  447.                                    ^^^^H 

^^^^1 

—  cavity  of,  33,  34.                                       ^^^H 

^^^^^^M          Hyperacusis,  \  50,  602,  604. 

—  cholesteatoma  of,  591,                             ^^^^H 

^^^^^^1 

—  concussion  or  561.                                  ^^^^H 

^^^^^^B          Hyperfcmia,   cerebral,    auditory   derange- 

diagnosis  of,  562.                               ^^^^H 

^^^^^^H                  meats        595, 

prognosis  of,  566.                                ^^^^H 

^^^^^^1          Hyperaesthesia  acustica,  1 50,  363. 

therapeutics  of,  567.                          ^^^^H 

^^^^^^H          Hysteria,  acoustic  derangements  in,  604, 

—  in  deaf-mutism,  626.                                 ^^^^^| 

—  epithelial  carcinoma  of,  $91,                    ^^^^^| 

^^^^^^1           Illuminating  apparatus.  157. 

—  hypenemia  of,  569,                                  ^^^^| 

^^^^^^1          Impresstones  digitatce,  $. 

—  innammation  of,  571.                                 ^^^^^| 

^^^^^^^1          Incisura  intertxagica,  45, 

connective-tissue  new  formation  io,  ^^^H 

^^^^^^^B          —  mastoidea^  24. 

^^H 

^^^^^H          —  Rivini, 

—  —  exudation  in,  573,  575.                       ^^^^H 

^^^^^^H          —  Santorint,  49. 

—  —  in  diphtheria,  577.                               ^^^^^M 

^^^^^H          Incus,  72,  74. 

-in  mumps,  576,  600.                            ^^^^| 

^^^^^^^B         —  articulation  of,  with  stapes,  7^. 

in  typhoid,  577.                                ^^^^H 

^^^^^^H          —  —  separation  of,  528,  529. 

tn  variola,  577.                                     ^^^^H 

^^^^^^H         Inflammatio  membrana-  tympani,  275. 

—  —  micro-organisms  in,  572,  577.            ^^^^| 

^^^^^^^B          Inflation  of  middle  car,  177. 

—  —  osseous,  new  formation  in,  574.        ^^^^| 

^^^^^^H          —  the  authors  method  for,  198,  391. 

—  —  pathologico-anat,  conditions  in,  573.  ^^^H 

^^^^^^H advantages  and  disadvantages  of,  200. 

treatment  of,  579.                                   ^^^^H 

^^^^^^H          —  —  application  to  one  ear  of,  199. 

—  injuries  of,  567,                                        l^^^^l 

^^^^^^H          —  —  —  to  both  ears  of,  1 99. 

—  lymph  \'e5sels  of,  1  to.                           ^^^^1 

^^^^^H          —  LucaE^s  method  lor,  (97,  ^uo,  391. 

—  malformations  of,  560*                             ^^^^^| 

^^^^^^K          ' advantages  and  disadvantages  of,  198* 

—  membranous,  90.                                        ^^^^^H 

^^^^^H          —  Polititer's  method  of,  194,  391, 

—  nerves  of,  UK                                            ^^^^^H 

^^^^^^^B         -^  —  advantages  and   disadvantages  of, 

—  new  formations  in,  591.                          ^^^^B 

^^^H           196,199.200,391, 

—  physiological  remarks  in  reference  to,        ^^t 

^^^^^^B          —  Valsalva's  method  of,  177,  194. 

^^^^^ 

^^^^^^H          Influenza,  aural  alfcction  in,  356,  397. 

—  sarcoma  of.  591.                                      ^^^^^ 

^^^^^^H          Instillation  into  auditory  canals  207,  394. 

—  syphilis  of,  576,  580.                                   ^^^B 

^^^^^^H          Interference  otoscope.  Luce's,  149* 

"  veins  of,  109.                                                     ^H 

^^^^^^H          Internal  ear     See  LABYRtNTif. 

Labyrinthitis,  571,  620.                                               1 

^^^^^H          —  muscles  of  the  ear,  81,  120. 

Lagcna,  92,  99.                                                        ^J 

^^^^^^m         Intra-cranial  complications^  405,  474-491, 

Lamina  cribrosa,  anterior  infer.,  33,  39.             ^H 

^^^B 

media,  34.                                            ^^^^M 

^^^^^H         Intumescentia  gangUoformis  Scarpa?,  J 12, 

superior,                                               ^^^^H 

^^^H 

—  modioli,  99.                                                 ^^^^^^ 

^^^^^^1          Irrigator, 

—  reticularis,  104.                                         ^^^^H 

—  spiralis,  mcmbranacea,  41,  98,  99,         ^^^^| 

^^^^^^p         Jugum  pyramidalc  s.  petrosum,  8. 

^^^^1 

accessoria,  4L                               ^^^^| 

^^^^^B          KoniantTon,  218^ 

-* openings  of,  4 1,                              ^^^^H 

^^^^^B         Kfinigs  soundiDg-rods,  t37(t  4^* 

secundaria,  41,                              ^^^^H 

Lateral  sinus,  relations  of,  28,  1  la              ^^^H 

^^^^^^1         Labium  tympaniciim,  lot. 

phlebitij^  of,  47S,                               ^^^^1 
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Lateral  sinus,  thrombosis  of,  478. 
Leukaemia,  auditory  derangements  in,  602 
Ligamentum  canaliculorum,  94. 

—  mallei  anterius,  77.  . 
externum,  TJ, 

internum,  'j']. 

posticum,  77. 

—  malleo-maxillare,  78. 

—  spirale,  1 01,  108. 

—  suspensorium  mallei,  77. 

—  transversum  mallei.  See  Ligam.  Mallei   i 

INTERNUM.  ! 

Limbus  cartilagineus,  68,  174,  509. 

—  —  laminae  spiralis,  101. 
Lobe  of  the  ear,  45. 

Logographical  value  of  consonants,  142.       ' 
Lupus,  335.  I 

Lymphatic  vessels  of  the  external  ear,  64.    | 

internal  ear,  1 10. 

middle  ear,  86. 

Macrotia,  226. 

Macula  acustica  sacculi,  92. 

Malleus.    See  Hammer. 

Massage,  236. 

Mastoid  process,  3,  6,  12,  23,  24,  26. 

—  air-cells  of,  26,  27,  28,  29. 

—  development  of,  23. 

—  pedunculated  structures  of,  79. 

—  periostitis  of,  433. 

—  substance  of,  13. 

—  trephining  of  the,  458,  461. 

after-treatment  of,  470. 

contra-indications  to,  463. 

indications  for,  462. 

operative  methods  for,  464. 

secondary  suture  after,  471. 

Maximal  phonometer,  142. 

Measles,  as  a  cause  of  otitis  media,  397. 
Meatus  acusticus.    See  Auditory  Canal. 

—  auditorius.     See  Auditory  Canal. 
Membrana  basilaris,  99,  102. 

physiological  observations  concern- 
ing, 121. 

—  Corti,  106. 

—  flaccida,  60. 

perforation  of,  284,  400,  418,  545, 

549.  553. 

—  obturatoria  fenest.  ovalis,  38. 

—  propria,  54. 

—  Reissneri,  99. 

—  tectoria,  106. 
Membrana  tympani,  5 1 . 

—  abscess  of,  279. 


Membrana  tympani.   abnormal    adhesion 
of,  287,  427,  524. 

—  division  of,  adhesions  of,  498,  524. 

—  arteries  of,  63. 

—  artificial  perforation  of,  514. 

—  artificial,  302. 

apparatus  for  making  an,  304. 

collodion  as  an,  305. 

disagreeable  consequences  of,  309. 

effect  of,  305,  307,  309. 

Giampietro's,  306. 

Gruber's,  303. 

Hartmann's,  303. 

Hassenstein's,  303. 

introduction  of,  304,  307. 

Law's,  306. 

linen,  305. 

Schalle's,  303. 

silk,  305. 

Toynbee  s,  302. 

Ward  Cousins,  306. 

Yearsley's,  303. 

—  atrophy  of,  288,  308,  428,  492. 

—  attachment  ofi  53. 

—  attenuation  of,  288. 

—  calcareous  deposits  in,  288,  314. 

—  cartilaginous  ring  of,  53. 

—  changes  in,  in  whooping-cough,  270. 

—  cicatrix  of,  284,  302,  492. 

—  circular  fibrous  layer  of,  54,  56. 

—  colour  of,  53. 

—  connection  of  the  hammer  with,  58. 

—  cutis  layer  of,  54. 

—  dendritic  fibrous  structure  of,  57. 

—  dermic  layer  of,  54. 

—  diameter  of,  51. 

—  diseases  of,  267. 

—  displacement  of,  365. 

—  division  of  posterior  fold  of,  514,  518. 

—  excision  of,  529. 

—  fatty  degeneration  of,  369. 

—  fibrous  layer  of,  54. 

—  folds  of,  52,  163. 

—  form  of,  51. 

—  haematoma  of,  233. 

—  histological  structure  of,  53. 

—  inclination  of,  52. 

—  infiltration  of,  279. 

—  inflammation  of,  275. 

acute,  275. 

chronic,  293. 

treatment  of,  289,  295. 

—  injuries  of,  267. 

—  treatment  of,  274. 
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^^^^^^         Membrana    tympani,    keeping    oj^n     an 

Middle  ear,  blood-vessels  of,  86.                    ^^^^M 

^^^H                        aperture  in,  519,  532. 

—  catarrh  of,  355.                                            ^^^^H 

^^^^H                —  laceration  of,  267,  269. 

—  chotcstealoma  in,  418,  534,  §42.              '  ^^^H 

^^^H               —  —  lymph  sinuses  of,  58. 

—  cysts  in,  539,  S45.                                       ^^H 

^^^^B                membrana  propria  of,  54,  ^6, 

—  differential  diagnosis  of  diseases  of  ihe,        ^H 

^^^H                descending  Hbres  of,  57. 

^^^H 

^^^H               —  mucous-membrane  layer  of,  544  57. 

—  epithelial  carcinoma  in,  541.                       ^^^^^ 

^^^^H                '- —  multiple  incision  of,  ^15. 

—  fibroma  in,  S36-                                            ^^^^| 

^^^H               —  normal  appearance  of»  [61. 

—  granulation-tissue  neoplasms  of,  545^      ^^^^H 

^^^H               —  paracentesis  of,  290,  393.  410,  514. 

—  inflammation  of,  351.                                   ^^^^^| 

^^^^B                —  —  indications  for,  514, 

acute  suppurative,  396.                          ^^^^H 

^^^H                —  perforation  of,  2B0,  369,  400,  418.             | 

abnormal  hearing  in,  399.                 ^^^^^| 

^^^B                _^  ^  dry^  287,  301. 

during  dentition,  397.                        ^^^^| 

^^^H                healing' of,  2 84, 

extension    towards    the    cranial        ^^| 

^^^H obsolete,  287,  301. 

cavity  of.  405.                                                    ^H 

^^^H               —  physiologieal  observations  in  reference 

extension  into  the  external  ma^-       ^^| 

^^^B                             iiS.  119. 

toid  region  of,  404,                                     ^^^^H 

^^^H                —  poitio  flaccida  of,  60,  284,  400. 

—  epileptiform  attacks  in,  398,           ^^^^H 

^^^H               —  position  of,  52,  307.  366. 

—  ^ extension  to  the  sinus  carotictis  ^^^H 

^^^^H                ^  pouches  of,  62. 

of.  398*                                                     ^^H 

^^^H                —  radiating  fibrous  layer  of,  54.  56. 

extension  to  the  vena  jugular  14 ^^^^H 

^^^B               —  relaxation  oj,  492,  520. 

j^^H 

^^^B                —  removal  of  a  portion  of.  519,  532. 

liaL'morrhagic,  401,                          ^^^^1 

^^^H                ^-  resisting  power  of^  268. 

in  typhoid,  398.                                  ^^^^B 

^^^H                 —  rupture  of,  267. 

pyaemia  in,  406.                                 ^^^^| 

^^^^^_^         —  scarification  of,  289. 

remote  effects  of,  406.                     ^^^^H 

^^^^^^H         —  secundaria,  108. 

— treatment  of,  408.                             ^^^^| 

^^^^^1          —  synechia'  of,  2S7,  427,  49$,  524. 

catarrhal,  355,  376.                                ^^^^H 

^^^^^H          —  tension        52. 

^  —  classification  of,  355.                             ^^^^1 

^^^^^H         —   —  excessive,  495,  5  r  5. 

croupous,  421.                                        ^^^^1 

^^^^^H          —  tensor  muscle  of,  81. 

diphtheritic,  4^'.                                    ^^^^| 

^^^^^H           —  thirkenin^r  of,  288,  312,  427. 

exudativet  35$.                                     ^^^^| 

^^^^^H          ^  dermoid,  3(3. 

plastic,  355,  424.                                   ^^^1 

^^^^^1 all  layers  of,  313. 

—  —  inflammation  of,  pathology  of,  351.         ^^| 

^^^^^^H epidcnnoid,  312. 

—  —  sclerosing,  424.                                         ^^^^H 

^^^^^B          „  ^  through  IiyperUophy  of  the  mucous 

treatment  of,  431,  493.                    ^^^^| 

^^^^^^H                  membrane,  314 

—  internal  muscles  of,  St,  120.                     ^^^^| 

^^^^^^1          —  —  treatment  of,  315. 

—  lupus  in,  545,  547.                                       ^^^1 

^^^^^H         ^  -_  uith  osseoiis  corpuscles,  314. 

—  lymphatics  of,  87.                                      ^^^^H 

^^^^^^B          —  thinning  of«  288. 

^-  nerves  of,  87.                                              ^^^^H 

^^^^^^1          —  umbo  of, 

—  new  formations  in,  $36.                            ^^^^H 

^^^^H         ^ 

—  osteoma  in,  537.                                        ^^^^H 

^^^^^H          Meniere  s  difcase,  $82. 

—  papilloma  in,  539.                                      ^^^^H 

^^^^^^^a          —  treatment  of,  529.  5 89. 

'    —  sarcoma  in,  539.                                          ^^^^^| 

^^^^H         Meningitis,  479.  545^  59^' 

—  syphiloma  of,  547.                                      ^^^^^ 

^^^^^H         —  cerebro-spinalis,  auditory  disturbances 

—  tactile  examination  of.  373*                      ^^^^H 

^^^^B 

—  tubercle  in,  545.                                        ^^^^H 

^^^^H labyrintbine  changes  in,  596. 

Mobilisation  of  the  stapes,  528.                    ^^^H 

^^^^H          Micro-organisms,  247,  289,  396,  476,  576, 

Modiolus,  40.                                                ^^^^1 

^^^^^H          Microsporon  furfur,  247. 

Morbus  Meniere,  $82.                                    ^^^^| 

^^^^H          Microtia, 

1    Mucor  mucedo,  247,  248.                              ^^^^| 

^^^^^H          Middle  ear,  43,  66. 

!  —  racemosus,  247,  248.                               ^^^^B 

^^^^^^1          —  adenoma  of,  $38. 

'   Mumps,  576,  600,  620.                                ,^^^^1 

^^^^^^H          —  angioma  in,  537. 

Muscul us  abductor  tubce,  83,                      ^^^^| 
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Musculus  antitragicus,  45. 

—  attollens  auriculae,  45. 

—  attrahens  auriculae,  45. 

—  circumflexus  palati,  83. 

—  dilator  tubae,  83. 

—  helicis  major,  45. 
minor,  45. 

—  incisurae  Santorini.  51. 

—  laxator  tympani.     See  Ligam.  Mallei 

ANTERIUS,  77. 

—  levator  palati  mollis,  83,  85. 
pharyngis  intemus,  83. 

—  mallei  intemus,  81. 

—  obliquus  auriculae,  45. 

—  palato-pharyngeus,  83,  84. 

—  petro-salpingo-staphylinus,  83,  85. 

—  phar>Tigo-staphylinus,  83. 

—  retrahens  auriculae,  45. 
tubae,  84. 

—  spheno-salpingo-staphylinus,  83.' 

—  stapedius,  81,  83. 

division  of  the  tendon  of,  528. 

—  stemo-cleido-mastoideus,  46. 

—  stylo-auricularis,  51. 

—  tensor  palati  mollis,  83. 

—  tensor  tympani,  81. 

contraction  of  tendon  of,  428.  • 

division  of  the  tendon  of,  524. 

—  transversus  auriculae.  45. 
Myringectomy,  519. 

—  after-treatment  of,  522. 

—  by  means  of  galvano-cautery,  520. 

—  indications  for,  519. 
Myringitis,  275. 

—  nllosa,  294. 

Myringo-plastic  operations,  311. 
Myringotome,  291. 
Myringotomy,  514. 

Myrinx.     See  Membrana  Tympanl 

Nasal  douche,  Weber-Liel's,  396. 
Nasal  meatus,  170. 
Nasal  specula,  168. 

—  Baber's,  169. 

—  Bosworth's,  169. 

—  Bresgen's,  169. 

—  Duplay's,  169. 

—  Markusowsky's,  168. 

—  Roth's,  169. 

—  Thudichum's,  169. 

—  Voltolini's,  169. 
Naso-pharyngeal  space,  168. 

—  connection    with  aural   diseases,    131, 

355.  356,  357,  373,  378,  390. 


Naso-pharyngeal    space,   examination  of, 

168. 
digital,  175,  190. 

—  speculum,  Zaufal's,  170. 
Nerves  of  the  external  ear,  65. 

internal  ear,  iii. 

middle  ear,  87. 

Nervous  deafness,  451,  545. 
in  typhoid  fever,  389. 

Nervus  acusticus.    See  Auditory  Nerve. 

—  cochleae,  112. 

—  facialis,  iii. 

paralysis  of,  226,  444,  446,  532. 

—  intermedius  Wrisbergii,  in. 

—  musculi  stapedii,  11. 

—  vestibularis,  112. 
Neuroses  of  the  trigeminus,  364. 

—  of  sound-perceiving  apparatus,  602. 
New  formations  of  the  external  ear,  317. 
Noises    in    the    ear.     See     Subjective 

Auditory  Sensations. 
Normal  formula,  Brenner's,  613. 
Nuel's  space,  106. 

Ocular  examination,  155. 

—  by  direct  illumination,  160. 

—  by  reflected  light,  163. 
Olfactory  derangements,  390. 
Operimentum     auris.      See    Membrana 

Tympani. 
Optic  neuritis,  483. 
Oral  cavity,  examination  of,  167. 
Os  epitympanicum,  5. 
Ossiculum  Sylvii,  76. 
Osteomata,  320. 
Osteophytes,  35. 
Othaematoma,  231. 

—  treatment  of,  235. 
Otitis  externa,  245. 

—  circumscripta,  245. 
treatment  of,  254. 

—  desquamativa,  262. 

—  diffusa,  245,  260. 

—  diphtheritica,  263. 

—  foUicularis,  245. 

—  gangraenosa,  264. 

—  haemorrhagica,  251. 

—  parasitica,  247,  262. 

Otitis  intima  (labyrinthitis),  571. 
Otitis  media.    See  Inflammation  of  the 
Middle  Ear. 

—  catarrhalis,  355. 

—  crouposa,  421. 

—  diphtheritica,  421.       ' 


^H                                                                          INDEX,                                                     ^^^^1 

^^H               Otitis  byperptasttcap  424. 

Polypus  snare,  290,  20,  551,                         ^^^B 

^^^1                 —  hypertrophit  a^  424. 

—  treatment  of,  by  local  applicatlonsr  295^          ^^ 

^^^H                 —  plastlca,  424. 

H 

^^^^^^          —  puruleiitat  396, 

Porus  acusticus.     See  Auditory  Caccal.        ^H 

^^^^^H         —  sderolica,  424. 

Post-nasal  growths.     Sec  Adekoid  VfGE-         ^| 

^^^^^v          —  suppurativa,  396. 

TATIONS.                                                                        ^^^B 

^^^r                _ hii;morThagica,  401. 

Piucessus  mamillaris,  23.                              ^^^^| 

^^H                 Otoliths,  92,  97,  9S. 

—  mastoidetis,  23.                                         ^^^^| 

^^H                 Otomycosis,  247, 

—  stylodeus,  20.                                             ^^^^| 

^^^ft                 Otophone,  182. 

—  zygomaticusp  4*                                            ^^^^H 

^^^1                 OtopiesiSp  I54»  529. 

Prominent  ears,  221.  226,  229.                       ^^^^| 

^^H                 Otoscope,  182, 

Prominentia  pyramidaliSp  8.                            ^^^^H 

^^^■^^          —  electric,  1 59. 

Promontoriiim,  11.                                           ^^^^| 

^^^^H         Oxyecoia,  602. 

Prout  s  abbreviationSp  135.                             ^^^^| 

^^^^^B 

Prussak's  space,  62.                                        ^^^^| 

^^^^^H         Pachymeningitis  ha^morrhagica,  568,  57 3t 

Psychic  deafness,  600,                                   ^^^^| 

^^^1 

Pyemia.  406,  432,  478.  481.  482,  484           ^^H 

^^^^H          Palate-hook,  Lloveras^s,  173. 

Pyramid,  3,  6.                                                    ^^^^f 

^^^^^H          —  Voltolini's,  173, 

^^^^H 

^^^^^H          — White's  self-retainiDg,  175. 

Quinine,  eflfects  of,  on  the  labyrinth,  ^9^^      ^^^| 

^^^^^1          Papilla  acusttca  basilar  is,  [03. 

Rarefactor,  Del  stanches,  165.                         ^^^^H 

^^^^^1           Papilloma,  327. 

Raynaud's  disease,  244.                                   ^^^^| 

^^^^^H          Paracentesisp  393^  410,  514. 

Recessus  coclilearis,  38.                                 ^^^^| 

^^^^^H           Paracusis  duplicata,  150* 

—  Cotugniip  7,  9'*  93.  585.                             ^^H 

^^^^^B          —           154. 

—  cochlearis  hemi-ellipticns,  38.                   ^^^^^ 

^^^^^H          —  Willisii,  1 53,  529^ 

—  epit^Tn  panic  us,  27.                                       ^^^^| 

^^^^H          Pars  mastotdea,  6^  12,  23. 

—  hemisph^ricus,  38.                                    ^^^^| 

^^^^^B          —  petrosa,  6. 

—  ovalis,  38.                                                    ^^^H 

^^^^^H          —  pyramidal  is,  3,  6. 

—  rotundus,  38.                                            ^^^^| 

^^^^^H          —  Rtvini,  60. 

—  tympanicuSi  77.                                           ^^^^| 

^^^^^H          —  lympanica,  3,  5^  19- 

—  iitriculi,  93.                                                    ^^^^1 

^^^^^H         Perforations.     See  Membrana  Tympani. 

Reflector,  aural,  1  38.                                         ^^^^^| 

^^^^^^H          Perichondritis  auricula.%  243. 

Reflex  neuroses,  340,  6i>6.                              ^^^^M 

^^^^^H          Perilymphatic  space,  9a 

Reid's  ba^e-line,  1 10.                                     ^^^^| 

^^^^H          Pernio, 

Khino-h Hematoma,  231.                                  ^^^^^ 

^^^^^H          Pharyiigo-rhinoscopy,  168. 

Rhinoscopy,  r68t  172.                                    ^^^H 

^^^^^H          —  anteriorp  16S. 

Ring-knife,  Meyer's,  327.                                ^^^H 

^^^^^B         —  posterior,  172. 

Rinne's  experiment.  14;,  147,  149,  430.        ^^^| 

^^^^^H          Phlebitis  of  sinuses*  474,  477*  478. 

Rod-cellsp  103.                                                    ^^^B 

^^^^^H          Phonographs  144. 

Rosenmiiller's  fossa,  66,  174^  176,  184,  189^  ^^^B 

^^^^^H         Pilocarpine  injections,  423,  580. 

Rostrum,  cochleare,  10.                                  ^^^^| 

^^^^^B         Pinna.     Sec  Auricle. 

^^^^^H          Planum  semiltinatum  ampullu:p  95^ 

Saccnius  hemi-elhpticus,  91.                        ^^^^| 

^^^^^H          Plexus  Jacobsonit,  88. 

—  hemisphfericuSt  91.                                    ^^^^H 

^^^^^H          Plica  salptngo-pharyngea.  66. 

Sarcoma,  32H,  339.                                          ^^^| 

^^^^^H         —  salpingo-palatina.  66,  174. 

Scala  tympani,  4r.                                          ^^^H 

^^^^^^H          Plicotomiaf  518, 

—  vestibuUp  4I'                                               ^^^^| 

^^^^^H          Pneumonia,  356,  396P  406. 

Scalds,  230.                                                  ^^^H 

^^^^^B          Polit^ers   method   of  inflation,   194,  3O0, 

Scapha,44'                                                   ^^H 

^^^H 

;    Scarlet  fever,  as  u  cause  of  otiliB  medU,  397.^^^H 

^^^^^B          Polyotta, 

Scotoma,  auditor)',  364.                                  ^^^B 

^^^^H          Polypus,  aural,  294^  295,  425,  547. 

Secondary  sense-perceptions,  617.               ^^^^i 

^^^^^H          ^  electrolytic  treatment  of,  552. 

Serotcanalts  pro  musculo  tensore  tympao^^^^H 

^^^^^H         —  operative  treatment  of,  $49. 

^^H 

648 
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Temporal  bone,  spontaneous  dehiscences 
of,  36. 

—  squama  of,  3. 

—  styloid  part  of,  3. 

—  tympanico-squamosal  fissures  of,  253. 
-T-  tympanic  part  of,  3. 

Tenotome,  291. 

Tenotomia  tensoris  tympani,  $24. 

Tests  of  the  hearing  power,  133-150. 

—  Bing's  entotic,  149. 

Tinnitus  aurium.    See  Subjective  Audi- 
tory Sensations. 
Tongue-spatula,  Turck's,  168. 
Tonsillotome,  Mackenzie's,  383,  389. 
Tonsils,  hypertrophy  of,  387. 
Tragus-pressor,  503. 

Trephining  the  mastoid  process,  458,  461. 
Trichothecium  roseum,  247. 
Tuba  acustica.     See  Tuba  Eustachh. 
Tuba  Eustachii,  10,  29,  66. 

—  accessory  cartilages  of,  69. 

—  anomalies  of,  507. 

—  atresia  of,  401,  507,  519. 

—  cartilaginous  part  of,  67. 

—  defect  of,  507. 

—  excessive  development  of,  507. 
^  foreign  bodies  in,  396. 

—  injection  through,   209,   210,   212,   217, 

412. 

—  isthmus  of,  65. 

—  length  of,  70. 

—  limbus  cartilagineus  of,  66,  174. 

—  lumen  of,  69. 

—  membranous  part  of,  69. 

—  mucous  membrane  of,  69. 

—  narrowing  of,  402,  426,  507,  529. 

—  occlusion  of,  402,  507,  519. 

—  of  the  child,  70. 

—  ostium  pharyngeum  of,  66,  174. 
tympanic um  of,  66. 

-  perforation  of  the  walls  of,  403. 

-  structure  of,  68,  69. 

—  villi  of  mucous  membrane  of,  69. 
Tubercle-bacillus,  546. 
Tuning-forks,  136. 

electro-magnetic,  137. 
Tympanic  plate,  membranous,  20. 


T>Tnpanic  plexus,  88. 
Tympano-koniantron,  218. 
Tympanophonia,  201.  373. 
Tympanum,  9,  34,  78. 

—  catheter  for,  Weber- Liel's,  217. 

—  contents  of,  at  birth,  79. 

—  embryonic,  19. 

—  epithelium  of,  79. 

—  exudation  into,  serous,  367. 

—  floor  of,  6,  34. 

—  inner  wall  of,  10,  3$. 

—  lining  membrane  of,  78. 

—  measurements  of,  35. 

—  pedunculated  structures  of,  79. 

—  roof  of,  9,  13,  34. 

—  scala  of,  41. 

—  tube  for  irrigation  of,  413. 

—  walls  of,  34. 

Umbo  membranae,  tympani,  52. 
Utriculus,  91. 

Valsalva's  process,  36,  177,  194,  492- 
Veins  of  the  external  ear,  64. 

.internal  ear,  109. 

middle  ear,  86. 

Vertigo.    See  Subjective  Auditory  Sen- 
sations 
Vestibule,  37. 

—  aqueduct  of,  7,  91,  92,  585. 

—  labium  of,  101. 

—  openings  into,{38. 

—  periosteum  of,  97. 

—  scala  of,  41. 

Watch  as  a  test  of  hearing,  134. 
Weber's  method,  144.  375'  430- 
Whooping-cough,  270. 
Wilde's  incision,  436. 

—  snare,  551. 

Word  deafness,  115,  S99- 

Zona  pectinata,  102. 

—  Valsalvae,  99. 
Zygomatic  arch,  4. 

—  process,  4. 


THE  END. 
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